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graphs showing  conditions  In  the  teeth,  jaws  or  parotid  gland 

causing, — Ide,  C.  E „ 98-122 

Retractor  for  tying  the  jugular — Glfford,  H 47 

Rhinoplasty ;    Corrective, — Cohen,  L , 566-583 

Screen;  Esophagoscoplc  radium, — Jackson,  C 152 

Screw,  actual  size,  removed  by  magnetic  attraction — Iglauer 3i' 

Skull  of  aborigines.  Specimen  of  temporal  bone — Harris,  T.  J 45-46 

Steel  rod  magnetized  with  which  screw  was  attracted  and  extracted— 

Iglauer 39 

Submucous  resections  before  and  after  operation — StaufCer,  N.  P 721-723 

Submucous       septal       operation;       New, — Tydings,   0 978,  980 

Syringe  for  ear,  nose  and  throat;  Universal, — Schoonmaker,  P 541 

Temporal  sphenoidal  lobe;  Abscess  of  the  left, — Sharpe,  W 206 

Teratoma  of  the  pharynx — Eves,  C.  C: ^ 798 

Tone-meter,  closed  and  open — ^Downey,  J.  W 822-824 

Tonsil;  Hlsto-pathology  of  the  faucial, — Carmody,  T.  E 588-59i 

Tonsillectome;   New, — Searcy,  H.  B 826 

Tonsillectomy;  Control  of  hemorrhage  In, — Davis,  J.  L 168 

Tonsillectomy  in  the  upright  position  under  ether — Roberts,  W.  H....133-141 
Tooth-plate  embedded   in  the  esophagus  for  eighteen   years;    Radio- 
graph showing, — Kyle,  D.  B. 186 

Turbinate;   Improved  method  for  removing  the  posterior  tip  of  the 

Inferior, — Lubman,   M 494-495 

Tympanic  cavity;  Study  of  the  anatomy  of  the, — Butler,  R 852-865 

Vocal  cords;   Instrument  for  separating  the,  and  opening  the  mouth 

of  the  esophagus — Lynch,  R.  C 48 

Wink  during  latter  part  of  nystagmus;  Tracing  of  a, — Fowler,  E.  P....731 
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CASE  OF  PURPURA  HEMORRHAGICA.* 

Dr.  Max  A.  Goldstein,  St  Louis. 

Dyscrasias  of  the  blood  showing  intense  local  manifestations  in 
the  mucous  membrane  of  the  mouth  and  buccal  cavities  are  so  in- 
frequent and  are  so  meagerly  described  in  text-books  and  mono- 
grai)h-literature  that  I  take  this  occasion  to  report  minutely  the  fol- 
lowing case  of  purpura  hemorrhagica  with  local  manifestations 
especially  developed  in  the  mouth. 

M.  M.  F.,  aged  3G  years,  a  Russian  tailor,  was  admitted  to  the 
Medical  Division  of  the  Jewish  Hospital  of  Saint  Louis,  December 
1,  I'Jll,  and  was  referred  to  my  department,  December  3. 

1'resent  condition  :  The  patient  was  admitted,  bleeding  from 
the  left  nostril,  from  the  mouth,  and  from  the  gums  of  the  left  su- 
perior maxilla.  This  bleeding  began  two  days  previous  to  the  admis- 
sion to  the  hospital,  and  the  patient  sought  relief  from  a  physician 
who  packed  the  nose  tightly  witli  gauze.  The  bleeding  in  the  nose 
continued  through  the  dressing  and  also  from  the  gums  of  the  left 
upper  jaw.  Patient  consulted  a  dentist  who  incised  the  mucous  mem- 
brane of  the  gum  and  lip  near  the  site  of  bleeding. 

The  bleeding  seemed  uncontrollable,  and  the  patient  was  admitted 
to  the  "in-patient"  department  of  the  Tewish  Hospital  and  put  to 
bed. 

There  was  no  marked  pain  except  on  ni.impiilation  about  the  nose, 
antnim,  lips  and  gums ;  occasional  headaches ;  no  pains  in  the  chest 

•Candidate's  theiils  presented  to  the  Thirty-flfth  Annual  Meetinfr  of  tho 
American    I^ryngoloirirBl  Association.  WashlnKton.    H.    ('..    :\Iiiv,    mn. 
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or  abdomen ;  slight  pain  in  the  left  thigh ;  appetite  not  impaired,  but 
had  not  eaten  for  two  days  on  account  of  bleeding  in  the  mouth ; 
sleep  disturbed  because  of  hemorrhage;  bowel,  constipated,  passage 
black  and  tarry ;  urine,  very  dark  red. 

Previous  history:     No  recollection  of  childhood  diseases;  no 
serious  illness  up  to  the  present  time.   Had  tooth  extracted  last  May, 


Plate  1:     Nose,  accessory  spaces  and  alveolar  process  of  jaw  before  treat- 
ment. 

followed  by  marked  bleeding.  Since  that  time  he  noticed  that  he 
bled  unusually  freely  from  the  slightest  cut.  No  history  of  bleed- 
ing in  any  member  of  the  family.    Denies  venereal  diseases. 

Examination  :    Middle  aged  man ;  small  stature ;  expression,  dull 
and  anxious ;  color  very  sallow.     Reddish  and  reddish-brown  spots 
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(pin-point  to  size  of  split  pea)  in  skin  on  face  and  generally  scat- 
tered over  body.  These  spots  appeared  suddenly,  enlarged,  and 
turned  brown  after  a  few  days.  Eyes:  Color  of  sclera  of  eyes, 
yellowish,  somewhat  injected;  pupils  equal  and  react  to  light  and 
accommodation.  Nose:  Left  nostril  markedly  dilated  and  mucosa 
engorged  and  inflamed;  Constant  oozing  through  packing;  area 
of  bleeding  not  localized.  No  nasal  symptoms  prior  to  present  at- 
tack. Mouth :  Lips  dry,  swollen,  dark-red  spots  on  inner  margin ; 
similar  spots  on  internal  and  external  margin  of  gums,  on  left  side 
of  the  upper  and  lower  jaws,  also  on  the  surface  of  soft  and  hard 
palate,  sublingual  plica,  and  on  uvula  and  fauces.  Upper  side,  left 
jaw,  shows  very  bad  tooth.  Bleeding  under  gum  of  first  and  second 
molars.  Buccal  cavity  on  left  side  very  much  swollen,  pigmented 
and  bloody.  Pharynx:  Difficult  of  inspection,  as  blood  from  pos- 
terior naris  constantly  trickled  over  surface.  Ears:  Negative. 
Neck  and  chest:  Negative  except  for  purpuric  spots.  Heart-sounds 
good,  no  murmurs.  Abdomen :  No  rigidity  nor  tenderness.  Liver 
extended  from  seventh  rib  to  slightly  below  the  costal  margin. 
Spleen  :  Not  palpable.  Extremities :  No  glandular  enlargement, 
slight  pain  in  left  thigh ;  patella  and  plantar  reflexes  positive ;  Rom- 
bergism  negative.     Arteries  soft,  tension  good. 

Clinical  record.  December  ^,  ipii:  Numerous  purpuric  spots 
appearing  on  flexor  surface  of  arms  and  legs,  and  on  face.  Nose 
and  gums  packed  four  to  five  times  in  twenty-four  hours  with  gauze 
strips  soaked  in  adrenalin  chlorid.  Tincture  opii  internally  M  X. 
Two  tubes  of  anti-diphtheric  serum  injected  subcutaneously.  Cal- 
cium lactate  (gr.  10)  every  three  hours;  gelatin  by  mouth;  liquid 
nourishment  only ;  ice  caps  and  cold  compresses  constantly  applied 
to  head  and  face.    Temperature  98°-98.G°  (axillary). 

December  4:  Nose  and  gums  packed  with  25  per  cent  ferrous 
subsulphate.    Parts  cleaned  with  hydrogen  peroxid. 

December  5:  Nose  packed  with  bismuth  subnitrate  gauze  and 
dusted  with  aristol.    Patient  felt  slightly  better  and  less  alarmed. 

December  6:  All  packs  removed  and  parts  dusted  with  aristol. 
Still  slight  oozing.  Left  eyelids  and  infra-orbital  region  infiltrated 
reddish-yellow ;  similar  blotches  on  exterior  surface  of  left  arm. 
Temperature  98°-99.8°  (axillary).  Calcium  lactate,  internally  ad- 
ministered, continued  in  10  grain  does  every  three  hours.  Olive  oil 
t.  i.  d. 

December  8 :  Urine  of  normal  color  the  first  time  since  admission 
of  patient  to  hospital.  Temperature  98.6°-100.2°.  Sero-sanguin- 
ous  discharge  from  left  nostril.    Left  side  of  nose,  superior  maxil- 
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lary  process,  eyelids,  and  bridge  of  nose  much  swollen  and  bluish  in 
color.  Very  little  evidence  of  bleeding.  Petechial  spots  still  present 
on  palate  and  gums. 

December  lo:  Swelling  over  superior  maxilla  decreased  in  up- 
per but  increased  in  lower  areas.  On  gingival  mucous  membrane, 
just  above  first  molar  tooth  on  left  side,  fluctuating  tumor,  the  size 


Plate  2: 
merit. 


Nose,  acces.sory  spaces  and  alveolar  process  of  jaw  after  treat- 


of  a  large  hazel-nut ;  pain  on  slight  pressure.  Tumored  incised, 
slight  amount  of  purulent  matter  expressed.  Tumor  area  painted 
with  tincture  of  iodin.    Temperature  99.2°. 

December  i^ :  General  condition  of  patient  much  better ;  swell- 
ing almost  disappeared  from  face ;  only  traces  of  spots  on  gums  and 
palate  remain.    Purpuric  spots  in  skin  of  body  have  disappeared. 
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December  i6:  Temperature  normal  for  three  days.  Patient 
much  improved:  discharged  from  "in-patient"  department. 

Blood-examination.  December  j:  Hemoglobin  75  per  cent; 
leucocytes  15,000. 

December  4:     Red  count  5,750,000;  hemoglobin  80  per  cent. 

December  p :  Red  count  4,500,000,  white  count  14,600 ;  hemo- 
globin 85  per  cent. 

Urine  :  Examined  daily ;  showed  neither  albumen  nor  sugar,  nor 
increase  of  indican. 

Fecal  examination:  Stools  very  dark,  hard,  nodular,  tar-like. 
Guiac  test  very  positive  during  bleeding;  cleared  rather  abruptly. 

Radiograms:  First  x-ray  was  taken  December  7,  1911;  the 
second  x-ray  was  taken  December  15,  1911. 

This  case,  seen  in  consultation  with  Drs.  Tuholske,  Friedman, 
Jonas,  Lippmann,  Meyers  and  Deutsch,  was  diagnosed  as  a  rather 
unusual  form  of  purpura  hemorrhagica  of  unknown  etiology.  The 
clinical  evidences  were  sufficiently  marked  to  warrant  this  diag- 
nosis. 

The  factors  of  unusual  interest  from  a  laryngological  point  of 
view  were  the  localization  of  the  unusual  and  sharply  marked  pur- 
puric blotches  in  the  mouth  and  buccal  cavity,  the  spontaneous 
bleeding  from  the  nose  and  gums  as  possible  etiological  factors,  the 
apparent  ineffectiveness  of  internal  therapy  until  the  injection  of 
serum  had  been  made,  and  a  further  possible  etiological  factor  in  the 
left  nasal  fossa  and  maxillary  antrum  as  shown  by  the  radiograms. 

The  colored  plate,  drawn  at  the  bed-side,  gives  a  fairly  accurate 
idea  of  the  areas  involved  in  the  localized  purpuric  infiltration. 

It  is  a  significant  feature  of  this  case  that  all  of  the  areas  of  pig- 
mentation, whether  in  the  mucosa  or  skin  of  body  and  extremities 
appears  on  the  left  side. 

In  the  mouth  and  buccal  cavity  this  intense  pigmentation  is  out- 
lined by  a  sharp  straight  line  to  the  vertical  edge  of  the  median 
raphe  in  the  hard  and  soft  palate  and  the  frenum  in  the  gums  of  the 
lower  jaw.  The  deepest  coloration  of  bluish-red  appears  over  the 
hard  palate  corresponding  to  the  area  over  the  floor  of  the  nose; 
this  might,  perhaps,  be  associated  with  the  original  pathology  in  the 
alar  wall  of  the  nose  and  nasal  wall  and  floor  of  antrum. 

Repeated  inspection  of  the  nose  of  the  patient  after  convales- 
cence showed  the  septal  mucosa  on  the  left  side  perfectly  normal, 
but  the  left  alar  nasal  surfaces  about  the  middle  turbinal  body  and 
inferior  meatus  showed  similar  irregular  areas  of  erosion. 
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The  left  maxillary  antrum  was  washed  out  several  months  after 
the  discharge  of  the  patient,  and  the  wash  came  away  perfectly 
clear.  These  observations  are  also  substantiated  by  the  second 
radiogram  as  compared  to  the  first,  in  which  obscurity  and  possible 
fluid-contents  (perhaps  blood)  were  evident. 

The  cause  of  the  spontaneous  bleeding  from  the  nose  was  not 
ascertained.  When  the  patient  was  at  first  seen  at  the  hospital, 
there  was  an  ulceration  or  erosion  of  the  gums  about  the  first  molar 
tooth  which  was  painful  to  the  slightest  manipulation  and  bled  free- 

ly. 

Of  all  the  therapeutic  measures  carried  out  in  the  conduction  of 
this  case  we  have  reason  to  believe  that  the  only  effective  agent 
utilized  was  the  injection  of  two  tubes  (10  ccm.  each)  of  anti-diph- 
theric serum.  Thirty-six  hours  after  injection  of  the  serum  all 
packings  were  removed  from  the  nose  and  very  little  oozing  fol- 
lowed. 

A  critical  examination  and  comparison  of  the  two  radiograms, 
the  first  taken  during  the  hemorrhagic  activities  in  the  nasal  and 
oral  cavities,  and  the  second  after  the  patient  was  discharged  from 
the  hospital  showed  decided  differences  in  appearance.  In  the  first 
radiogram  there  is  a  distinct  area  of  shadow  in  the  left  nasal  fossa 
and  left  antrum,  and  there  is  also  some  evidence  of  abnormality  in- 
dicated in  the  shadow  of  floor  of  left  nose,  antrum  and  appearance 
of  bone  of  left  superior  maxilla;  in  the  second  radiogram  both 
nares  appear  more  nearly  of  the  same  shading  as  do  the  floor  and 
nasal  wall  of  antrum  and  area  over  the  left  maxilla. 

The  case  is  unique  in  kind,  as  I  have  searched  the  literature  of 
purpura  hemorrhagica  carefully  and  have  failed  to  find  any  men- 
tion of  localization  in  the  area  of  the  nasal  and  oral  cavities. 

I  am  indebted  to  Dr.  Joseph  O'Reilly  for  the  careful  bed-side 
notes  furnished  in  this  case. 

3858  Westminster  Place. 


SOME  SERIOUS  EYE  CONDITIONS  THE  RESULT  OF  INTRA- 
NASAL AND  NASAL  ACCESSORY  SINUS  DISEASE.* 

Dr.  J.  A.  Stucky,  Lexington,  Ky. 

In  an  address  delivered  before  this  academy  in  September,  1907, 
on  a  similar  topic,  I  said:  "While  the  subject  of  the  relation  of 
the  pathological  condition  of  the  nose  and  accessory  sinuses  to  the 
visual  apparatus,  was  by  no  means  unfamiliar,"  the  last  word  per- 
taining to  symptomatology  and  diagnosis  had  not  been  said,  and  in 
the  study  of  this  region  there  is  still  "much  timber,  tall  and  uncut" 
— much  anatomical  and  physiological  work  to  do,  and  a  still  great- 
er field  for  study  in  the  pathological  realm.  Laurels  and  gratitude 
await  the  patient  and  persevering  investigations  of  our  members 
as  to  the  etiology,  diagnosis  and  treatment  of  diseases  of  the  nasal 
accessory  sinuses  and  the  serious  ocular  disturbances  often  due  to 
their  disturbed  functions  as  the  result  of  pathological  conditions  or 
mechanical  obstructions.  Prior  to  190G  only  one  paper  on  this  sub- 
ject appears  in  the  transactions  of  this  academy.  Since  then  more 
than  twenty  papers  with  discussions  have  been  read  and  published 
by  our  members. 

Wonderful  strides  have  been  made,  much  good  work  has  been 
done,  much  of  the  tall  timber  of  ignorance  and  uncertainty  has 
been  cut,  and,  as  the  result  of  the  closer  relations  of  the  oculist, 
rhinologist  and  internist,  many  hitherto  unsolved  problems  of  ser- 
ious ocular  conditions  due  to  nasal  conditions  have  been  solved, 
and  to  many  vision  and  comfort  of  body  has  been  restored.  The 
way  has  been  well  blazed,  and  to-day  is  being  well  paved  for  a 
greater  work,  for  the  last  word  has  not  been  said  as  to  the  sympto- 
matology, etiology,  diagnosis  and  treatment,  and,  while  many  of 
our  number  have  won  "laurels  and  gratitude,"  there  is  yet  much  to 
be  done,  and  the  palm  of  victory  that  goes  with  success  awaits  the 
patient  and  persevering  scientific  oculist  and  rhinologist. 

In  our  investigations  we  must  remember  that  in  this  day  of  spe- 
cialism there  is  danger  of  our  becoming  cyclopic,  with  only  one 
eye  that  sees  only  the  oto-rhinological  part  of  the  body,  overlooking 
the  possibility  of  danger  that  may  result  to  the  ocular  apparatus 
to  which  it  is  so  intimately  related.     We  still  find  that  each  case 

•Read  at  the  Eighteenth  Annual  Meetlr.K  of  the  American  Academy  of 
Ophthalmology  and  Oto-Larynirology,  Chattanooga,  Tcnn.,  October  27,  1913. 
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is  a  law  unto  itself,  the  symptoms  often  vary  as  much  as  do  the 
size,  shape  and  positions  of  the  sinuses. 

Experience  and  investigation  of  the  etiology  of  many  of  the  ser- 
ious ocular  conditions  frequently  met  with  in  our  daily  routine  of 
clinical  work  brings  increasing  and  unmistakable  evidence  of  the 
truth  that  no  one  organ  of  the  human  body,  when  diseased,  can  be 
successfully  treated  to  the  exclusion  of  other  organs  and  parts  of 
that  body.  Often  we  find  an  intra-nasal  condition,  to  all  appear- 
ances presenting  more  than  sufficient  evidence  for  the  cause  of  the 
serious  intra-ocular  trouble  for  which  the  patient  consulted  us,  and 
we  are  disappointed  and  chagrined  to  find  that  when  this  is  entirely 
removed  the  ocular  condition  is  unimproved.  On  going  deeper  in- 
to other  possible  etiologic  factors,  we  find  a  toxemia  to  be  the  cause 
of  the  ocular  disease.  This  is  more  frequently  of  an  auto-intoxica- 
tion nature  and  due  to  faulty  metabolism,  beginning  primarily  in  the 
gastro-intestinal  tract;  but  it  must  not  be  forgotten  that  we  may 
have  serious  ocular  conditions  resulting  from  an  auto-intoxication 
in  which  the  alimentary  canal  has  no  part  whatsoever.  For  this 
reason,  if  for  no  other,  the  oculist  must  needs  have  the  assistance 
of  not  only  the  rhinoiogist  but  also  of  the  internist,  radiographer 
and  laboratory  expert. 

In  other  words,  the  greatest  accuracy  and  success  oftentimes  can 
be  gained  only  by  the  working  together  of  several  specialists  in  the 
science  of  medicine  as  one  man.  As  yet  we  know  of  very  few  pathog- 
nomonic etiological  factors  in  the  production  of  serious  changes  in 
the  fundus  oculi  which  results  in  either  blindness  or  greatly  impaired 
vision,  and  our  diagnosis  is  often  made  by  exclusion  of  other  pos- 
sible causes  of  the  condition,  and  our  treatment  directed  to  attack- 
ing vigorously  that  which  presents  the  greatest  evidence  of  being 
the  predominant  etiologic  factor. 

This  is  not  the  time,  place  nor  occasion  for  me  to  consume  val- 
uable time  by  reporting  individual  cases  illustrating  some  of  the 
serious  eye  conditions  which  I  have  met,  due  to  intra-nasal  and 
nasal  accessory  sinus  disease.  A  body  of  men,  such  as  this  is, 
whose  membership  contains  the  majority  of  the  leading  oculists  and 
rhinologists  of  America,  does  not  expect  in  minute  detail  clinical 
histories  in  the  presentation  of  a  topic  for  discussion  at  its  annual 
meeting;  hence.  I  omit  this  and  present  briefly  the  lessons  I  have 
learned  from  my  own  individual  work,  and  submit  them  for  your 
consideration  and  discussion. 

I  have  had  five  cases  of  neuro-retinitis,  nine  of  papillitis,  three 
of  "choked  disc,"  one  atrophy  of  the  optic  nerve,  and  five  exoph- 
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thalmus  or  posterior  ethmoid  cells ;  often  both  these  were  unsolved. 
In  these  cases  the  right  eye  was  most  frequently  involved ;  and  near- 
ly all  of  them  were  complicated  by  a  systemic  condition,  an  auto- 
toxemia,  a  low  form  of  septicemia,  neurasthenia  or  rheumatism.  I 
refer  in  this  report  only  to  those  in  whom  the  diagnosis  of  the  in- 
tra-nasal  and  accessory  sinus  condition  was  verified  by  subsequent 
operation.  In  twenty  of  the  cases  the  sphenoid  sinus  and  posterior 
ethmoid  cell  walls  were  extremely  thin  and  of  large  size ;  in  the  re- 
maining four  cases  the  very  opposite  condition  was  found.  The 
best  explanation  of  this  I  think,  is  that  given  by  Frank  Brawley. 
who  says:  "Involvement  of  the  eye  is  more  likely  to. occur  from 
infection  in  thin-walled  sinuses  or  where  dehiscences  occur  in  the 
bony  walls,  producing  direct  contact  between  the  lining  membrane 
of  the  sinus  and  the  orbital  periosteum,  or  even  the  sheath  of  the 
optic  nerve.  Adhesions  may  occur  between  the  orbital  periosteum 
or  the  optic  nerve-sheath  and  the  bony  sinus  walls,  secondary  to  in- 
flammation of  the  latter,  and  these  adhesions  may  become  vascul- 
arized, offering  a  direct  route  for  infection  of  the  ocular  structures." 

I  have  frequently  observed  in  cases  where  there  was  a  diflference 
in  power  of  accommodation  in  the  two  eyes,  that  this  was  relieved 
by  getting  rid  of  a  middle  turbinate  which  was  hypertrophicd,  or 
from  any  cause  producing  pressure  in  the  nose,  either  against  the 
septum  or  antral  wall.  In  those  cases  with  very  narrow  "nasal  at- 
tics," if  free  ventilation  and  drainage  through  the  infundibulum  is 
due  to  an  obstructing  middle  turbinate,  this  should  be  removed,  even 
though  it  presents  no  pathological  changes.  Its  long-continued 
pressure  in  this  region — the  vicious  circle— will  eventually  lead  to 
pain,  pus- formation  and  ocular  disturbance  as  the  result  of  the 
negative  pressure  it  causes  within  the  accessory  sinus.  These  points 
have  been  emphasized  by  P>nchon,  Ballenger  and  myself  in  this 
academy  on  other  occasions  and  need  not  be  dwelt  upon  at  length 
again. 

In  five  cases  of  amblyopia  in  the  right  eye,  where  the  vision  va- 
ried from  20/180  to  20/200,  which  could  not  be  improved  by  any 
lens,  three  of  them  had  pansinusitis  of  the  right  side,  but  there  were 
no  intraocular  or  fundus  changes  except  slight  edema  of  the  nerve 
head.  In  these  the  radical  Killian  operation  was  performed  and  all 
the  accessory  sinuses  on  the  right  side  were  found  to  be  filled  with 
pus  and  soft  granulations — the  sphenoid  sinus  was  very  large,  the 
walls  thin  and  necrotic.  Immediate  relief  of  the  local  and  systemic 
(septic)  symptoms  was  the  result  of  the  operation,  but  there  was 
no  improvement  in  vision  in  either  case  for  several  months,  when 
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there  was  gradual  and  permanent  (no  return  over  three  years) 
restoration  of  vision.  These  cases,  as  all  those  I  operate  for  exten- 
sive intra-nasal  and  accessory  sinus  disease,  were  given  small  doses 
of  iodin  in  daily  increasing  doses,  and  reconstructive  tonics  for 
from  three  to  six  months,  beginning  the  third  or  fourth  day  after 
the  operation. 

The  other  two  cases  presented  no  evidence  of  any  pathological 
condition  either  in  the  nose  or  accessory  cavities,  but  the  upper  por- 
tion of  the  nose  (the  attic)  was  very  narrow,  and  the  small  middle 
turbinate  pressed  tightly  against  the  septum  and  antral  wall,  com- 
pletely obstructing  both  ventilation  and  drainage  through  the  in- 
fundibulum.  Besides  the  loss  of  vision,  which  was  accidentally 
discovered  in  the  right  eye  by  the  patient,  and  in  the  other  by  the 
oculist,  both  patients  complained  of  nothing  except  a  morning  head- 
ache, which  persisted  from  the  time  he  got  out  of  bed  till  about  ten 
o'clock,  when  it  began  to  wear  off.  He  could  tell  when  relief  was 
near  because  he  always  had  an  attack  of  sneezing  a  short  time  be- 
fore. At  the  time  of  operation  I  had  difficulty  in  cocainizing  the 
parts  with  the  finest  cotton-covered  probe  because  of  the  extreme 
narrowness  of  the  nasal  attic,  and  even  after  the  soft  tissues  were 
retracted  by  adrenalin  the  space  between  the  turbinate  and  septum, 
as  well  as  the  antral  or  outer  wall  of  the  nose  was  so  narrow  that  it 
was  impossible  to  thoroughly  apply  sufficient  of  the  local  anes- 
thetic to  render  the  operation  bearable. 

In  neither  of  these  (extreme  cases)  and  in  many  others  of  a 
similar  nature,  in  which  I  have  removed  the  middle  turbinate,  did 
I  find  evidence  of  any  pathological  change  which  had  taken  place  in 
either  the  turbinate  body  or  accessory  sinuses.  The  pain  was  prob- 
ably due  to  negative  pressure  caused  by  obstructed  ventilation  and 
drainage  of  the  frontal  and  sphenoid  sinuses  as  well  as  the  ethmoid 
cells ;  the  amblyopia  was  due  to  to.xemia,  the  result  of  congestion  or 
venous  stasis  from  the  same  cause.  The  relief  of  the  morning 
headache  was  within  a  week  following  the  removal  of  the  middle 
turbinates,  the  restoration  of  vision  within  six  weeks. 

Attention  is  called  to  these  five  cases  because  they  represent  the 
extreme  type  and  illustrate  forcefully  some  of  the  very  serious 
conditions  of  the  visual  apparatus  resulting  from  intra-nasal  dis- 
ease and  abnormalities.  I  have  met  with  several  cases  of  blepharo- 
spasm, dacryocystitis,  pain  in  the  eye  with  varying  degrees  of 
photophobia  and  epiphora,  which  were  the  result  of  nasal  synechia 
following  the  use  of  the  cautery  or  .from  hypertrophied  or  polypoid 
degenerated  turbinates. 
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Within  the  past  three  years  I  have  been  especially  impressed  with 
how  little  intra-nasal  surgery  is  necessary  to  relieve  the  most  com- 
plicated and  serious  conditions  in  which  the  visual  apparatus  pre- 
sents the  most  alarming  symptoms,  and  I  am  finding  fewer  cases 
that  require  the  radical  external  operation  even  for  the  relief  of 
suppurative  pan-sinusitis.  In  this  respect  the  radiographer  has 
been  of  inestimable  help  to  us,  in  that  he  is  able  to  demonstrate  to 
us  the  abnormalities,  peculiarities  and  oftentimes  the  pathological  in- 
dications that  each  case  may  present;  thus  preventing  our  grop- 
ing in  the  dark  for  the  opening  into  the  venous  nasal  accessory 
sinuses.  The  pendulum  has  swung  from  the  extremes  of  conserva- 
tism and  radicalism,  and  these  extremes  are  now  uniting  into  what 
might  appropriately  be  termed  conservative  radicalism. 

The  special  field  in  which  the  rhinologist  labors,  when  any  sur- 
gical intervention  is  indicated  in  order  to  relieve  pain,  maintain 
health  or  to  save  life,  diflfers  from  the  surgery  in  any  other  part  of 
the  body,  in  that  ventilation  is  as  necessary  as  drainage.  The  high- 
est aim  of  the  rhinologist  should  be  to  save  as  much  of  the  active 
functioning  nasal  mucosa  as  possible  and  not  destroy  it.  I  have 
contended  for  years  and  now  repeat  the  contention  with  emphasis 
that  the  "offshoot"  of  the  ethmoid  bone,  known  as  the  middle  tur- 
binate, is  more  frequently  at  fault  in  the  production  of  intra-nasal 
and  nasal  accessory  sinus  disease  than  all  other  causes  combined, 
because  of  its  proximity  to  the  infundibulum  and  the  so-called 
vicious  circle  of  the  nose — when  it  is  enlarged  or  adherent  it  blocks 
both  ventilation  and  drainage  of  all  the  sinuses,  and  its  thorough 
removal  with  a  minimum  amount  of  traumatism  and  after-treat- 
ment in  the  form  of  vapors,  sprays,  douches,  ointment  and  powders 
is  productive  of  more  good  than  all  other  intra-nasal  operations  or 
treatment. 

In  conclusion,  no  two  specialties  or  specialists  ought  to  be  more 
intimately  related  than  the  oculist  and  rhinologist,  and  these  two 
far  more  frequently  than  is  at  present  admitted  need  the  co-oper- 
ation of  the  internist,  radiographer  and  laboratory  expert. 

The  work  of  Brawley,  Ziegler,  Pynchon.  Ballcnger  and  de 
Schweinitz  in  the  American  rhinological  and  ophthalmogical  field, 
who  have  gone  so  minutely  and  accurately  into  the  investigation  and 
elucidation  of  this  subject,  deserve  not  only  special  mention  from 
me  but  the  thanks  of  this  academy. 

Short  Street. 


BRAIN  INFECTION  FROM  SINUS  DISEASE.* 

Dr.  Wolff  Freudenthal,  New  York  City. 

Although  for  a  long  time  otitic  brain  infections  have  been  known 
and  studied  throughout  the  world  it  is  only  of  late  that  attention  has 
been  paid  to  those  of  nasal  origin,  in  spite  of  the  fact  that  such 
cases  have  been  observed  in  every  large  clinic.  During  a  recent  trip 
through  Europe  the  writer  had  occasion  to  discuss  the  subject  with 
many  of  the  leading  men  abroad  and  was  astonished  at  the  large 
number  of  fatal  accidents  that  had  occurred  in  many  of  the  prom- 
inent clinics.  Alas!  these  cases  are  often  not  reported  abroad  and 
seldom  in  this  country.  I  know  of  a  large  number  of  fatalities  in  my 
own  city  but  have  yet  to  see  them  published. 

The  first  question  of  interest  is:  In  what  way  is  an  infection 
carried  to  the  cranial  cavity  after  any  operation  on  the  nose  or 
throat,  or  even  without  an  operation  ?  There  are  four  possibilities : 
It  may  be  propagated  (1)  by  continuity;  (2)  by  way  of  the  blood- 
vessels; (3)  by  way  of  the  lymphatics;  and,  finally  (4)  by  way  of 
the  lymphatic  sheaths  of  the  olfactory  nerve. 

Hajek  directed  attention  to  the  possibility  of  brain  involvement 
resulting  per  continuation  even  though  the  bones  and  dura  mater  may 
appear  intact  on  macroscopic  inspection.  In  one  case  published  by 
him  he  proved  the  correctness  of  this  statement  by  microscopic  ex- 
amination. He  and  Hinsberg  also  demonstrated  the  second  mode 
of  infection — viz.,  the  transmission  of  the  micrococci  through  the 
blood-vessels.  Hajek  had  previously  found  streptococci  in  the 
veins  in  rhinogenic  endo-cranial  infection  and  later  this  observa- 
tion was  corroborated  by  others. 

Of  great  importance  as  regards  the  third  mode  of  possible  in- 
fection are  the  experimental  researches  of  Zwillinger  of  Buda- 
pest on  animals  and  men.  His  studies  on  the  lymphatics  of  the  up- 
per portion  of  the  nose  and  their  relation  to  the  peri-meningeal 
lymphatic  cavities  resulted  in  the  following  conclusions  presented 
by  Zwillinger  at  the  last  International  Medical  Congress  in  Lon- 
don and  kindly  communicated  to  me  by  the  author: 

1.  The  relation  of  the  perimeningeal  spaces  of  the  subdural  and 
subarachnoid  space  with  the  lymphatic  network  of  the  mucosa  of 
the  frontal  sinus  by  way  of  the  nasal  mucous  membrane  in  animals 

•Read  before  the  American  Academy  of  Ophthalmology  and  Oto-Laryn- 
KOlogry.     Chattanooga,  Tennessee,  October  27,  1913. 
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(rabbits)  is  a  matter  of  knowledge.  2.  The  direct. relation  of  the 
peri-meningeal  lymph  spaces  with  the  lymphatic  network  of  the 
mucosa  of  the  frontal  sinus  has  been  demonstrated.  3.  The  relation 
of  the  peri-meningeal  lymph  spaces  with  the  lymphatic  network  of 
tiie  mucosa  of  the  frontal  sinus  by  independent  routes  passing 
through  the  bones  has  also  been  detennined.  4.  Anatomical  evi- 
dence of  the  relation  of  the  lymph  channels  of  the  mucosa  of  the 
frontal  sinus  with  the  lymph  spaces  of  the  central  nervous  system 
in  human  beings  has  also  been  adduced.  5.  The  paths  concerned  in 
the  occurrence  of  intracranial  and  cerebral  complications  of  the 
frontal  sinus  comprise,  besides  those  already  known,  the  lymph 
channels  of  the  mucosa  of  the  frontal  sinus  which  are  in  direct  re- 
lation with  the  peri-meningeal  lymph  spaces." 

The  fourth  possible  channel  of  infection  is  by  way  of  the  lymph 
sheaths.  In  view  of  their  anatomical  features  they  should  con- 
stitute the  best  reservoir  for  all  invading  bacteria  (Miodowski).  In 
a  case  of  post-operative  meningitis,  Killian  was  able  to  macro- 
scopically  demonstrate  the  path  of  infection  from  the  ethmoid  cells 
upward,  but  the  microscopical  proof  was  lacking.  Such  evidence 
has  but  recently  been  afforded  by  Felix  Miodowski  at  the  clinic  of 
I'rof.  Brieger  in  Breslau.  Miodowski  supplied  the  missing  link,  viz., 
the  histological  proof  of  the  infection  ascending  along  the  sheath 
of  the  olfactory  nerve.  This  was  shown  in  three  cases  of  sub- 
mucous resection,  and  thus  we  are  safe  in  stating  that  he  has  es- 
tablished this  fact  positively. 

When  an  infection  is  once  carried  into  liic  cranial  cavity,  no  mat- 
ter by  what  path,  it  is  generally  the  frontal  lobe  that  becomes  in- 
volved and  it  is  either  its  basal  portion  or  the  anterior  or  median 
region  that  is  affected.  If  pus  is  formed  it  may  go  its  own  way,  as, 
for  example,  through  the  orbit,  or,  as  in  the  case  of  Westermeyer, 
from  the  antrum  through  the  pterygo-palatine  fossa  to  the  brain. 

Very  peculiar  is  a  case  published  by  Hansberg,  in  which  the  right 
frontal  sinus  was  affected  (pus).  The  patient  died  and  it  was  ex- 
pected that  an  abscess  would  be  found  in  the  right  frontal  lobe.  In- 
stead, an  old  abscess  was  present  in  the  left  lobe.  The  right  ethmoid 
cells  were  necrotic,  while  on  the  left  side  there  was  only  a  thicken- 
ing of  the  mucosa  of  the  frontal  sinus  and  ethmoids.  It  is,  there- 
fore, likely  that  the  infection  found  its  way  from  the  mucosa  of  the 
left  frontal  sinus  to  the  meninges  through  the  blood-vessels.  (See 
also  Oppenheim  and  Cassirer.)  In  many  other  instances  such  small 
abscesses  have  not  been  recognized  intra  jHtam  as  they  do  not  mani- 
fest symptoms.  The  diagnosis  of  rhinogcnic  brain  complications, 
tlu-rcforo.  is  nci-.-isinn.iIK-  cvtrcinclv  (llflli-nlt.     The  reason  for  this 
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is  not  alone  the  smallness  of  an  abscess,  as  in  the  above  case,  but 
often,  as  Gerber  has  pointed  out,  it  is  attributable  to  the  fact  that 
the  primary  affection  of  the  sinus  may  be  latent  and  may  not  give 
rise  to  any  symptoms  whatsoever,  and  for  that  reason  an  examina- 
tion of  the  nose  is  often  omitted.  Finally,  we  must  remember  that 
a  fully  developed  rhinogenic  meningitis  is  in  no  way  different  from 
any  other  form  of  meningitis,  so  that  for  this  reason  also  a  case 
may  be  overlooked. 

We  now  come  to  the  most  important  question:  When  shall  we 
operate  ?  As  regards  acute  cases,  the  idea  has  prevailed  that  almost 
every  one  of  them  improved  without  operation.  This  does  not  coin- 
cide with  my  experience.  Too  many  cases  have  returned  for  treat- 
ment after  they  had  been  successfully  treated  by  others,  as  well  as 
by  myself.  Sometimes  an  increase  of  an  existing  coryza  or  a  slight 
attack  of  the  grip*  has  caused  a  lighting  up  of  an  empyema  that  ha« 
been  considered  cured.  In  some  instances  this  process  recurs  one 
or  twice  a  year  and  the  case  may  go  on  indefinitely.  Such  cases, 
and  others  of  similar  character  are  not  so  very  rare  as  is  generally 
believed.  In  still  other  instances  the  symptoms  become  suddenly  so 
grave  that  an  immediate  operation  is  indicated. 

All  these  cases  point  to  the  fact  that  the  process  is  often  latent 
giving  rise  to  no  symptoms.  If  such  a  large  number  of  unrecog- 
nized latent  cases  were  not  going  around,  how  would  it  be  possible 
for  so  many  pathological  changes  to  be  found  in  the  sinuses  at  au- 
topsies? George  F.  Cobb  of  Buffalo  reported  several  deaths  in  the 
course  of  latent  sinusitis,  so  that  there  is  reason  to  seriously  con- 
sider a  radical  operation  at  any  time.  And  yet,  in  spite  of  all  these 
arguments,  operation  should  not  be  resorted  to  in  the  majority  of 
these  cases.  The  policy  is  indicated  here  as  in  acute  mastoiditis. 
While  in  the  latter  a  simple  incision  into  the  membrana  is  very  often 
sufficient,  in  the  sinuses  the  removal  of  pus  by  lavage  or  other  minor 
means  will  establish  drainage  and  cure  a  large  percentage  of  cases. 
Bulging  of  the  eye,  edema  of  the  lids  or  upper  lip,  persistent  fever, 
persistent  severe  headache, — not  to  mention  brain  symptoms — are 
indications   for  immediate  radical  intervention. 

When  we  have  to  deal  with  a  chronic  empyema  the  decision  is 
much  more  difficult.  Every  operation  of  the  frontal  sinus,  for  ex- 
ample, has  to  be  considered  as  dangerous.  Right  here  1  wish  to 
emphasize  the  fact  that  the  results  of  operative  procedures  on  this 
sinus  are  most  satisfactory.  I  have  had  two  cases  that  left  the  hos- 
pital on  the  fourth  day  after  the  operation  and  were  completely 
cured  in  a  remarkably  short  time.     At  a  meeting  of  one  of  trie 

•Or  are  these  symptoms  only  due  to  an  outbreak  of  a  latent  empyema? 
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local  medical  societies  I  presented  ten  consecutive  cases  of  oper- 
ation for  chronic  frontal  sinusitis  that  had  recovered  in  a  very  sat- 
isfactory manner.  In  the  next  case  operated  upon,  the  patient, — a 
strong  healthy  woman  of  27  years,— died  of  brain  infection.  Keep- 
ing that  last  accident  in  mind,  I  would  ask :  Shall  we  postpone  an 
operation  so  long  that  perhaps  the  pus  breaks  through  into  the 
bulbus  spontaneously  or  forms  an  abscess  of  the  frontal  lobe,  with 
a  fatal  termination;  or  shall  we  leave  the  decision  to  the  patient? 
The  last  proposition  is  considered  the  wisest  by  many,  but  I  ab- 
solutely condemn  it.  A  patient,  no  matter  how  intelligent  he  may 
be,  is  never  in  a  position  to  judge  what  is  best  for  him.  We  have 
to  do  that  for  him  and  take  our  chances.  True  enough,  a  radical 
operation  is  not  always  a  radical  cure,  and  in  some  instances  the 
patient  may  succumb  to  an  operation.  But  if  you  watch  a  chronic 
case  carefully  you  will  be  able  to  judge  whether  or  not  it  is  neces- 
sary to  operate.  Symptoms  like  those  mentioned  above,  in  referring 
to  acute  or  latent  cases,  will  have  to  be  considered  also  as  strict  in- 
dications for  radical  intervention. 

But  take  a  case  with  a  chronic  purulent  discharge  and  occasional 
headaches  which  may  at  times  become  quite  severe.    If  the  patient 
is  anxious  to  get  rid  of  his  trouble,  or  if  he  cannot  properly  follow 
Iiis  vocation  on  account  of  its  presence  he  will  readily  submit  to  the 
radical  operation  proposed  by  you.    If  these  same  symptoms,  how- 
ever, do  not  impair  the  patient's  health  I  should  hesitate  to  sug- 
gest an  operation,  for  such  patients  would  rather  endure  all  these 
slight  ailments  than  take  even  a  remote  risk  of  dying  soon  after  its 
performance.     As  much  as  it  is  our  duty  to  insist  with  all  our  au- 
thority   upon    immediate   intervention    in    cases   with   the   urgent 
symptoms  mentioned  above,  there  is  no  justification  for  persuading 
a  patient  to  undergo  a  radical  operation  in  a  case  like  the  one  just 
mentioned.     It  requires  large  experience,  good  judgment,  and  care- 
ful attention  on  the  part  of  the  physician  to  determine  when  to  oper- 
ate, and  the  best  men  may  occasionally  disagree  as  to  its  necessity. 
In  presenting  the  histories  of  some  of  the  cases  seen  by  me,  you 
will  note  that  some  of  the  patients  who  died  after  operation  might 
have  been  saved  if  it  had  been  performed  earlier,  while  others  might 
still  be  alive  if  it  had  not  been  done  at  all.    Permit  me  first  to  re- 
port some  cases  of  cerebral  infections  of  dental  origin.     Although 
this  class  does  not  strictly  come  within  the  scope  of  our  theme,  they 
have  all  been  referred  to  my  service  at  the  hospital  and  similar  ones 
•  have  probably  come  under  your  own  observation.     Besides,  the  r.'- 
fection  often  spreads  through  the  sinuses  before  affecting  the  brain. 
In  this  category,  however,  are  not  included  those  chronic  empyemas 
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of  the  antrum  due  to  carious  teeth.  These  cases  have  been  recog- 
nized for  many  years;  in  fact,  ever  since  the  beginning  of  our 
knowledge  of  sinus  disease.  What  I  am  alluding  to  are  the  acute 
infections  following  extraction  of  teeth,  and  of  that  class  I  have  seen 
an  unusually  large  number.  This  is  due  to  two  factors:  The  hos- 
pital to  which  all  these  cases  were  brought  is  situated  in  the  poorest 
and  dirtiest  part  of  Manhattan,  and  it  is  more  than  likely  that  these 
persons  were  infected  in  their  own  tenements.  Moreover,  many  of 
these  infections  were  undoubtedly  due  to  negligence  on  the  part  of 
the  dentist.  This  is  not  an  accusation  against  American  dentistry, 
for  we  all  know  that  its  achievements  have  been  remarkable. 
American  dentistry  is  superior  to  that  of  all  other  countries,  and  we 
laryngologists  who  have  adopted  many  an  instrument  and  device 
invented  by  dental  surgeons  fully  appreciate  that.  But  that  many 
dentists  utterly  neglect  all  asepsis  is  a  matter  of  common  knowledge. 
Of  course,  an  infection  may  occur  in  spite  of  the  utmost  care,  but 
I  have  seen  many  cases  in  which  the  dentist  was  not  free  from  re- 
sponsibility.    Let  me  give  you  an  example: 

E.  B.,  a  poorly  nourished  child,  6  years  old,  had  suffered  from 
toothache  several  days  before  admission  to  the  hospital.  A  tooth 
was  extracted  two  days  later,  and  very  soon  afterward  the  face  be- 
gan to  swell.  Pus  was  discharged  from  the  socket,  the  face  became 
painful  and  continued  to  swell  more  and  more,  together  with  the 
lips  and  the  eye  on  the  affected  (left)  side.  Fever  was  present. 
On  admission,  the  child  was  stuporous.  There  was  strong  fetor 
ex  ore,  and  marked  swelling  of  the  face,  which  now  extended  to 
the  right  side,  so  that  both  eyes  were  closed.  Large  amounts  of 
purulent  discharge.  Temperature  104.2°  F. ;  pulse  150  to  180 ;  res- 
piration 3G  to  44.  The  general  condition  constantly  grew  worse. 
To  reduce  the  very  pronounced  cellulitis,  several  incisions  were 
made  but  no  pus  was  found.  Death  occurred  from  septicemia  three 
days  after  the  operation.  The  report  of  a  physician,  who  happened 
to  be  present  at  the  time  of  the  extraction  of  the  tooth,  leaves  hard- 
ly any  doubt  that  the  infection  was  to  be  attributed  to  the  careless- 
ness of  the  dentist. 

Another  case  very  similar  to  the  one  just  mentioned  occurred 
last  summer: 

Sam  W.,  aged  40;  storekeeper;  admitted  June  9,  1913.  Sudden 
onset  after  tooth  extraction,  with  chills  and  fever,  restlessness,  de- 
lirium, swelling  of  cheek,  anorexia  and  constipation.  His  present 
illness  dates  back  to  seven  days  before  admission,  when  patient, 
after  having  had  his  second  upper  bicuspid  tooth  extracted,  was 
s«f?d«nly  .seized  with  chills,  followed  by  high  fever  recurring  prac- 
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tically  every  day,  swelling  of  right  side  of  face  and  upper  part  of 
right  side  of  neck,  restlessness  and  delirium;  the  last  had  been  al- 
most constant  for  past  three  days  except  when  asleep  and  was  of 
a  maniacal  character.  He  did  not  ask  for  food  but  seemed  very 
thirsty.    There  were  no  urinary  or  respiratory  disturbances. 

Operation  the  same  day.  The  antrum  was  opened  and  a  great 
deal  of  pus  was  found.  The  same  condition  was  present  in  the 
frontal  sinus.  There  was  a  defect  at  the  upper  inner  wall  through 
which  the  dura  was  bulging.  On  incision,  pus  was  evacuated.  On 
following  day,  exitus  letalis,  due  to  septicemia.  In  this  case  of 
abscess  of  the  brain,  a  colleague  witnessed  the  extraction  of  the 
tooth  and  he  too  volunteered  his  opinion  as  to  the  absence  of 
asepsis. 

The  clinical  picture  is  different  in  a  number  of  other  infections  of 
dental  origin.  In  these  cases  the  sinuses  are  not  involved  and  the 
infection  most  likely  is  transmitted  by  way  of  the  lymphatics  to  the 
meninges  and  brain.  It  is  quite  useless  to  open  the  sinuses  as  one 
would  find  nothing  pathological  microscopically.  All  these  cases 
give  an  absolutely  bad  prognosis. 

Of  much  greater  importance  are  the  cases  of  brain  infection 
originating  in  the  accessory  sinuses,  and  of  these  the  most  prom- 
inent are  the  affections  of  the  frontal  sinus.  Patients  with  empyema 
of  this  or  the  sphenoidal  sinus  are  in  constant  danger  whenever 
there  is  insufficient  drainage.  Even  with  drainage  established  the 
sinus  may  close  up  at  the  slightest  provocation  and  retention  of  pus 
with  its  sequelae  may  ensue.  For  that  reason,  such  patients  should 
be  under  constant  supervision.  Fortunately,  nature  assists  in  many 
instances.  But,  as  physicians,  we  cannot  rely  upon  mere  luck  or 
nature.  It  is  of  prime  importance,  therefore,  to  decide  when  to 
advise  a  radical  operation  in  these  cases.  With  that  in  view,  some 
cases  are  narrated  here,  ranging  from  the  simplest  to  the  most 
complex. 

Case  I.  S.  A. ;  aged  29  ;  merchant ;  has  not  been  able  to  breathe 
through  his  nose  for  the  last  three  years.  Left-sided  headache  at 
times,  and  discharge.  He  had  seen  several  specialists  and  had  had 
che  septum  straightened  and  both  middle  turbinates  removed.  The 
diagnosis  of  chronic  empyema  of  the  left  frontal  sinus  is  positive. 
In  spite  of  the  advice  of  his  family  physician  I  did  not  urge  the 
necessity  of  a  radical  operation  and  the  empyema  has  remained  in 
about  the  same  condition  for  the  last  two  years. 

Case  2.  Mrs.  L.  R. ;  aged  48;  had  suffered  from  "catarrh"  for 
many  years.  After  an  acute  tonsillitis  there  appeared  a  profuse 
muco-purulent  discharge  from  the  nose.     This  ceased  a  few  days 
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ago,  and  since  then  there  had  been  severe  frontal  headache  and 
slight  rise  in  temperature.  Diagnosis:  Acute  empyema  of  left 
frontal  sinus  and  right  antrum.  The  left  lurbinal  was  removed  im- 
mediately, but  the  patient  felt  worse.  Headache  more  intense  and 
total  loss  of  appetite.  Washing  out  the  sinuses  gave  little  relief. 
As  the  daughter  of  this  patient  is  a  physician  she  could  watch  the 
case  carefully.  More  than  once  in  the  course  of  the  next  ten  days 
I  was  tempted  to  advise  radical  operation,  when  one  day  there  was 
an  immense  discharge  of  pus  and  patient  experienced  immediate  re- 
lief. She  has  been  well  for  half  a  year.  No  doubt  the  opening 
of  the  frontal  sinus  was  clogged  higher  up  and  patient  was  in 
danger  until  it  was  freed. 

In  marked  contrast  to  this  case  is  one  reported  by  the  writer  in 
the  fall  of  1908,  the  history  of  which  may  be  briefly  recorded 
again. 

Case  J.  The  patient,  a  woman  of  25,  came  to  the  clinic  with  an 
acute  suppuration  of  the  right  frontal  sinus.  The  middle  turbinated 
body  was  not  removed  because  her  family  physician  objected.  Sev- 
eral weeks  afterward  she  returned  with  edema  of  the  eye  and  cheek, 
retention  of  pus,  vomiting,  etc.  Operation  revealed  an  abscess  of 
the  frontal  lobe  of  which  she  died  four  days  later.  There  is  little 
doubt  that  this  woman's  life  would  have  been  saved  by  an  early 
operation  on  the  frontal  sinus,  or  perhaps  by  the  simple  removal 
of  the  turbinal. 

I  shall  not  mention  the  cases  reported  by  me  in  1910,  which  can 
be  found  in  The  Laryngoscope  (January,  1910),  but  ask  permis- 
sion to  describe  several  new  cases  which  I  think  you  will  find  of 
great  interest. 

Case  4:  Stanislaus  K. ;  aged  35;  chef;  was  referred  to  me 
through  the  kindness  of  Dr.  D.  of  this  city  on  April  8,  1913.  Pa- 
tient said  that  he  had  recovered  from  an  attack  of  appendicitis  a 
week  ago.  A  few  days  later,  his  head  ached  over  the  right  temple, 
the  pain  spreading  to  the  center  and  then  to  the  back  of  the  head. 

The  nose  was  free.  Dr.  D.  had  seen  him  on  April  4,  and  exam- 
ination of  the  eyes  disclosed  the  following  conditions :  "Conjugated 
deviation  of  the  eyes  to  the  right.  R>L=0.5 ;  V=>4.  Presbyopia, 
D.  III.  Ophthalmoscopically :  Slight  congestion  of  both  optic 
nerves,  with  hyperemia.  R>L.  Field  normal;  no  scotoma;  no 
enlargement  of  blind  spot." 

As  the  doctor  had  some  suspicion  in  regard  to  the  accessory 
sinuses,  he  sent  the  patient  to  me.  The  man  was  led  into  my  office 
by  his  wife,  his  gait  being  unsteady.  In  walking  he  leaned  to- 
ward the  right  and  he  said  that  he  also  felt  dizzy  while  lying  in 
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bed.  Butted  into  objects  to  his  right.  On  examination,  an  acute 
right  frontal  sinusitis  was  found  and  the  sinus  was  irrigated.  Some 
pus  was  evacuated  and  the  patient  felt  easier  immediately. 

April  10 :  Part  of  right  middle  turbinate  removed.  Daily  irri- 
gations of  sinus.  April  ii :  Could  not  move  his  eyes  to  the  middle 
line.  This  occurred  after  syringing  the  sinus.  April  ij:  Vomited 
and  felt  worse,  but  after  the  syringing  was  better  again.  The  ques- 
tion of  a  radical  operation  was  seriously  considered  but  patient  did 
not  consent. 

At  the  beginning  of  June,  1913,  I  saw  him  for  the  last  time, 
when  his  condition  had  improved  remarkably.  Dr.  D.'s  report  of 
June  15  says :  "Conjugated  deviation  as  well  as  congestion  of  optic 
nerves  has  disappeared.  Pupils  and  muscles  were  always  normal, 
j.  e.,  no  paralysis.  Diagnosis :  Some  local  focus  beyond  the  cor- 
pora quadrigemina.    Embolus  or  frontal  sinus  affection?" 

The  writer  is  inclined  to  attribute  the  whole  process  to  the  frontal 
sinus  primarily.  What  followed  afterward  is  difficult  to  decide; 
whether  it  was  a  mere  pressure  on  the  frontal  lobes  or  meningitis 
will  probably  be  determined  later,  for  sooner  or  later  the  symptoms 
will  again  recur.  The  writer  does  not  know  the  patient's  where- 
abouts since  June,  and  would  be  thankful  for  any  information. 

Case  5 :  Miss  J.  S.,  aged,  25,  was  referred  to  me  by  Dr.  Henry 
S.  Oppenheimer.  She  complained  of  pain  in  the  eyes  and  in  the 
middle  of  the  forehead,  for  which  she  had  consulted  several  ocul- 
ists. Dr.  Oppenheimer  did  not  find  any  cause  for  the  pain  in  the 
eyes,  and  sent  her  to  me.  Diagnosis:  Chronic  empyema  of  left 
frontal  sinus  and  left  sphenoidal  sinus.  The  x-ray  plates  showed 
cloudiness  over  both  frontal  sinuses  and  over  the  region  of  the  an- 
terior ethmoid  cells.  The  frontal  sinuses  are  small,  but  very  deep 
in  the  antero-posterior  direction.  The  sphenoidal  cells  are  appar- 
ently small,  but  the  air  spaces  are  not  occluded."  We  shall  see  that 
this  latter  statement  was  erroneous. 

The  usual  treatment  was  inaugurated,  i.  e.,  the  establishment  of 
drainage  for  the  left  frontal  sinus  and  sphenoidal  sinus,  with  the 
result  that  the  patient  felt  better  while  under  treatment.  Then  she 
was  sent  to  the  mountains  for  three  months.  On  her  return  she 
was  like  another  person — no  pain,  no  discharge — and  appeared  per- 
fectly healthy.  In  the  middle  of  the  following  winter,  however,  th- 
old  trouble  recurred,  and  the  latent  empyema  again  became  active. 
At  this  stage  a  radical  operation  was  advised  but  was  refused  on 
account  of  the  possibility  of  a  scar.  In  the  summer  of  1912,  she 
again  went  to  the  mountains  and  returned  apparently  well,  only  to 
show  the  old  symptoms  again  in  the  winter  of  1912-13. 
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Finally,  in  April,  1913,  the  family  decided  to  have  the  operation 
performed.  That  was  about  a  year  and  i  half  after  I  had  first  ad- 
vised it.  On  April  2,  1913,  the  left  frontal  sinus  was  opened,  and 
it  was  found  to  have  a  wide  communication  with  the  other  side. 
The  dura  was  exposed  at  two  places  on  the  inner  wall  but  appeared 
normal.    The  left  sphenoidal  sinus  was  of  enormous  size. 

April  5:  Patient  felt  comfortable,  although  always  restless;  the 
night  before  unconsciousness.  Temperature,  103°-104°  F. ;  pulse, 
74-80.  April  j:  Very  restless.  Right  arm  apparently  paralyzed; 
in  left  arm,  clonic  cramps.  April  8:  Convulsions  of  right  side  of 
face.  Stififness  of  neck;  pupils  narrow;  little  reaction.  Babinski, 
positive.  Lumbar  puncture  showed  high  pressure  and  dark  fluid. 
April  13 :  Eleven  days  after  the  operation,  exitus  letalis.  Autopsy 
not  permitted.  From  the  clinical  symptoms  there  was  reason  to 
suspect  meningitis,  and,  perhaps,  a  thrombus  in  the  sinus  longi- 
tudinalis. 

Epicrisis :  Here  we  have  a  case  that  at  no  time  developed  severe 
symptoms  and  at  no  time  gave  urgent  indications  for  immediate 
operative  intervention,  yet  on  account  of  the  constantly  recurring 
symptoms,  the  chronicity  of  the  case,  and  the  impossibility  of  cur- 
ing the  disease  by  intra-nasal  operation  (septa  in  the  frontal  sinus) 
the  writer  advised  radical  operation.  If  this  had  been  done  when 
first  advised  it  is  probable  that  we  should  have  found  the  inner  wall 
of  the  frontal  sinus  intact  and  might  have  saved  the  patient's  life. 

It  may  be  added  that  the  x-ray  findings  are  of  interest.  At  the 
operation  the  sphenoidal  sinus  was  found  to  be  of  extraordinary 
large  size,  while  the  skiagraphs  indicated  a  small  sinus.  The 
frontal  sinuses,  on  the  other  hand,  were  small  but  the  antero-pos- 
terior  diameter  was  very  great  on  the  skiagraphs.  Is  there  a  pos- 
sibility of  the  sphenoidal  sinus  "overshadowing"  the  frontal  sinus? 

In  connection  with  this  I  shall  mention  two  other  cases,  the  his- 
tories of  which  are  not  yet  published  but  were  given  to  me  by  Pro- 
fessor Herzfeld  of  Berlin  during  the  summer.  I  shall  present  only 
excerpts  of  these  interesting  cases.  The  first  one  was  a  man  of  57, 
who  had  sustained  a  trauma  at  the  inner  angle  of  the  right  eye  at 
the  age  of  14.  After  several  years  this  finally  healed,  but  eighteen 
years  later  he  was  again  injured  in  the  same  region.  A  fistula 
formed  which  discharged  pus  from  the  right  frontal  sinus  for  sev- 
enteen years.  At  an  attempt  to  close  this  fistula  it  was  found  that 
the  anterior  wall  of  the  frontal  sinus  was  absent,  due  to  the  trauma- 
tisms and  former  operations  on  the  sinus.  Furthermore,  it  was  ob- 
served that  the  cerebral  wall  of  the  left  frontal  sinus  had  a  small  de- 
fect, with  a  normal-looking  but  bulging  dura.  After  the  operation 
there  was  a  rise  in  temperature  and  exitus  letalis. 
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The  remarkable  points  are  that  the  patient's  mind  was  absolutely 
clear,  that  he  was  up  and  about,  without  any  complaints,  and  that 
only  two  hours  before  his  death  coma  suddenly  set  in.  The  men- 
ingitis seems  to  have  been  produced  by  continuity  through  a  de- 
fect found  in  the  dura  at  the  autopsy,  a  defect  that  could  not  be  de- 
tected macroscopically  seven  days  previously  at  the  operation.  H. 
mentions  especially  the  seat  of  the  defect  on  the  left  side,  i.  e.,  the 
side  affected  only  secondarily.  This  has  been  noted  in  other  cases 
as  we  have  already  shown. 

Herzfeld's  second  case  was  a  man  of  29,  who  had  suffered  from 
purulent  discharge  all  his  life.  Suddenly,  acute  exacerbation,  with 
fever,  edema  of  the  eyelids  on  both  sides,  etc.  Operation  showed  a 
periosteal  abscess  and  empyema  of  the  frontal  sinus.  After  the 
operation  the  temperature  became  high,  and  there  was  some  head- 
ache, stiffening  of  the  neck,  etc.  For  these  reasons,  a  second  oper- 
ation was  performed.  After  the  cerebral  wall  of  the  frontal  sinus 
was  chiseled  away  a  mass  of  fetid  pus  was  evacuated  (epidural  ab- 
scess). The  same  night,  exitus  letalis.  Autopsy:  Purulent  men- 
ingitis. "If  the  epidural  abscess  had  been  recognized  and  opened 
sooner  the  patient  would  probably  have  been  saved.  The  persistent 
headache  and  high  temperature  after  the  first  operation  perhaps 
pointed  likewise  in  that  direction."  From  such  histories  we  can 
learn  a  great  deal  and  in  the  interest  of  scientific  progress  it  is  de- 
sirable that  every  one  should  publish  his  cases. 

In  regard  to  suppurations  of  the  sphenoidal  sinuses  mention  should 
be  made  of  central  scotoma  as  one  of  the  early  symptoms  of  cere- 
bral involvement.  This  was  demonstrated  in  a  case  published  by 
the  writer  in  1910  (loc.  cit.),  as  well  as  by  W.  Schulze  Passow's 
Beitrage,  1911,  p.  48. 

In  conclusion,  the  writer  would  say  that  he  has  operated  on  a 
great  many  cases  of  suppurative  sinus  disease — over  150  of  frontal 
sinus  affections  alone — and  that  his  death-rate  has  been  remarkably 
low.  In  the  last  mentioned  class  he  had  only  six  fatalities.  In 
spite  of  this,  the  so-called  radical  operations  on  the  frontal  sinus 
must  be  considered  as  dangerous  and  should  be  undertaken  only 
after  very  careful  deliberation.  That  even  then  mistakes  will  oc- 
cur has  been  shown  in  more  than  one  instance.  Some  cases  which 
might  survive  for  years  with  a  defect  in  the  cerebral  wall 
will  die  of  post-operative  meningitis,  while  others  will  die  if  the 
operation  is  postponed.  These  and  other  problems  will  have  to  be 
solved  by  the  combined  efforts  of  all  laryngologists.  Their  work 
will,  we  hope,  clear  up  this  very  interesting  question  of  rhinogenic 
brain  involvement. 

1003  Madison  Avenue. 


HYPERTROPHIED  TONSILS  INTERFERING  WITH  THE 

ACTION  OF  THE  PALATE  AND  CAUSING 

DEFECTIVE  SPEECH.* 

Dr.  G.  Hudson-MakuEn,  Philadelphia. 

One  of  the  many  objections  offered  to  the  removal  of  the  faucial 
tonsils  is  the  fact  that  the  operation  is  liable  to  be  injurious  to  the 
voice  and  speech,  but  little  reference  has  been  made  to  the  fact  that 
both  the  voice  and  speech  may  be  impaired  by  not  doing  the  opera- 
tion or  by  leaving  the  tonsils  intact. 

I  have  previously  called  attention  to  the  effect  upon  the  palate  of 
hypertrophied  and  degenerated  tonsillar  masses,  the  larger  ones,  by 
reason  of  their  bulk  and  consequent  pressure  upon  the  pillars,  in- 
terfering with  the  action  of  the  palate  and  the  smaller,  degenerated 
and  catarrhal  masses,  by  reason  of  their  sepsis  and  by  the  spread  of 
their  infection,  appearing  to  so  obtund  the  nervous  mechanism  of  the 
palate  as  to  cause  a  sluggish  or  paretic  action  of  its  muscles. 

The  effect  upon  the  speech  is  similar  to  that  of  insufficiency  of  the 
palate  from  otlier  causes,  such  as  a  cleft  palate  or  other  forms  of 
paralysis. 

The  palate  is  a  far  more  important  organ  in  relation  to  the  hu- 
man economy  than  it  is  commonly  supposed  to  be,  and  its  function 
in  phonation  and  articulation  is  not  very  generally  understood.  The 
palate  is  a  movable  organ  and  it  is  composed  largely  of  muscles 
which  have  their  attachments  in  other  movable  organs  of  voice  and 
speech,  notably  the  larynx  and  tongue.  The  palato-pharyngii  mus- 
cles have  attachments  in  the  superior  cornua  of  the  thyroid  cartilage, 
and  thus  they  have  been  called  thyroid  tilting  and  cord  stretching 
muscles  in  the  production  of  voice.  They  are  peculiarly  well  adapt- 
ed to  the  performance  of  this  function  by  reason  of  their  location 
in  the  pharynx  and  the  upward  and  forward  direction  of  their 
pulling  force  when  the  levator  muscles  are  in  contraction ;  and  any- 
thing that  interferes  with  this  action  of  the  palatal  muscles,  even  in 
the  slightest  degree,  must  have  its  injurious  effect  upon  the  char- 
acter of  the  voice. 

Moreover,  another  important  function  of  the  palate,  and  one  that 
appears  chiefly  in  articulation,  is  what  has  been  called  a  valvular 
function,  it  being  for  the  purpose  of  closing  the  air  passage  from 

•Read  before  the  Section  on  Otology  and  Laryngology  of  the  College  of 
Physicians,  Philadelphia,  November,  1912. 
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the  pharynx  to  the  nostrils  during  certain  of  the  explosive  sounds 
of  speech.  A  complete  closure  of  this  valve  fails  to  take  place  in 
almost  all  cases  of  cleft  palate  even  after  a  fairly  successful  opera- 
tion has  been  performed,  and  it  fails  to  take  place  also  in  various 
forms  of  paralysis  of  the  levator  and  other  muscles  of  the  palate. 
The  failure  of  this  closure  in  a  post-operative  cleft-palate  case  is 
due  to  a  lack  of  sufficient  tissue  to  form  the  valve  itself,  and  to  a 
lack  of  sufficient  contractile  power  in  the  muscles  owing  to  cica- 
tricial formations ;  and  the  failure  of  the  valvular  closure  in  paretic 
conditions  of  the  palate,  of  course,  is  due  entirely  to  the  muscular 
insufficiency,  which  appears  in  varying  degrees  all  the  way  from  a 
mere  sluggish  action  to  a  complete  paralysis  of  the  palatal  muscles. 

There  are  two  conditions  of  the  palate  which  accompany  or  fol- 
low diseases  of  the  faucial  and  pharyngeal  tonsils.  These  are:  (1) 
a  hypersensitive  or  hyperesthetic  condition  of  the  muscles,  and  (2) 
an  anesthetic  condition,  the  former  probably  being  the  first  or  more 
acute  stage  of  infection,  and  the  latter  a  more  profound  and  chronic 
stage.  On  the  other  hand,  I  have  found  the  hyperesthetic  condition 
predominating  in  those  cases  having  degenerated  faucial  tonsils, 
which  on  account  of  their  markedly  septic  condition  produce  a 
highly  congested  pharynx,  while  the  anesthetic  and  slightly  paretic 
palate  seems  to  accompany  the  hypertrophied  tonsils,  or  those  which 
interfere  with  the  motility  of  the  palate  in  a  purely  mechanical  way. 

The  patient  whom  I  shall  show  you  is  one  illustrating  this  latter 
condition  in  a  very  marked  manner,  the  tonsils  themselves  being  ob- 
structive because  of  their  size  rather  than  septic  on  account  of  dis- 
ease or  degeneration.  Moreover,  they  are  unusually  large  in  their 
antero-posterior  diameter,  thus  bowing  the  palato-pharj'ngii  and 
palato-linguo  muscles  during  their  action  in  speech-production,  and 
interfering  to  such  an  extent  as  to  render  the  closure  of  the  palatal 
valve  quite  impossible  even  when  the  levators  are  contracted  to 
their  utmost.  This  is  a  good  illustration,  therefore,  of  obstructive 
faucial  tonsils  interfering  with  the  action  of  the  palate  and  causing 
the  characteristic  defects  of  speech  and  voice. 

The  boy  had  formerly  a  good  singing  voice,  but  during  the  last 
few  years  he  has  been  obliged  to  give  up  singing,  and  his  speech,  as 
you  will  observe,  is  defective  chiefly  because  in  the  explosive  conson- 
ants, in  which  the  palatal  valve  should  be  closed,  it  remains  open  and 
there  is  an  escape  of  breath  through  the  nose.  The  effect  is  some- 
what similar  to  that  of  a  leaky  exhaust  valve  in  a  gasoline  engine. 

The  treatment  of  this  condition  would  seem  to  me  to  be  a  re- 
moval of  at  least  a  suftkient  amount  of  tonsillar  tissue  to  permit  of 
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a  freer  action  of  the  palatal  muscles.  My  own  practice  is  to  do  a 
complete  tonsillectomy  only  in  those  cases  in  which  there  is  a 
marked  degenerative  and  catarrhal  condition  of  the  tonsils  with 
thickening  of  the  plica  and  capsule  generally ;  but  in  those  cases 
in  which  there  is  mere  hypertrophy  of  the  tonsillar  masses  I  am  of 
the  opinion  that  a  more  or  less  thorough  removal  of  the  tonsillar 
tissue  only,  leaving  the  capsule  intact,  although  the  more  difficult, 
is  the  more  desirable  operation  so  far  as  the  speech  and  voice  are 
concerned,  because  the  resultant  motility  of  the  palate  is  better 
than  it  is  in  those  cases  following  complete  extra-capsular  ton- 
sillectomy, in  which  we  are  liable  to  have  cicatricial  adhesions  and 
contractions.  This,  however,  is  a  subject  for  discussion,  and  a 
most  interesting  one  because  it  includes  the  whole  question  of  so- 
called  tonsillotomy  vs.  tonsillectomy. 
1627  Walnut  Street. 


Prevention  of  Adenoids.  Wm.  A.  Brady,  Med.  Rec,  May  24,  1913. 
The  cause  of  adenoid  hypertrophy  in  children,  according  to  the 
author's  deduction,  is  lack  of  fresh  air  and  improperly  and  over- 
heated living  rooms.  Weather-phobia  and  excessive  indoor  life  in 
overheated  rooms  produces  the  soil  upon  which  adenoids  develop. 
Urge  the  children  to  play  out  of  doors  in  all  kinds  of  weather  and 
send  them  to  school  where  the  open-air  idea  is  practiced.  The  fam- 
ily should  be  taught  to  acclimate  themselves  to  living  rooms  where 
the  temperature  is  from  60°  to  65°  throughout  the  winter. 

LedERMAN. 


Radio-Active  Substance  in  Treatment  of  Morbid  Conditions  of 

Mouth  and  Teeth.;    M.   Levy,  Deut.  Med.   Wchnschr.,  June 

5,  1913. 

In  cases  of  psoriasis  of  the  mucosa  of  the  mouth,  in  pyorrhea  al- 

veolaris,  loosening  of  the  teeth  without  pus,  marginal  gingivitis, 

leucoplakia  of  the  tongue  and  mouth,  dental  fistula,  and  stomatitis 

ulcerosa.  Levy  found  this  therapy  to  be  very  effective.  Ed. 


ACUTE  PHLEGMONOUS  EPIQLOTTIDiTIS.* 

Dr.  M.  D.  Lederman,  New  York  City. 

Acute  phlegmonous  epiglottiditis  is  an  infectious  process  involv- 
ing the  submucous  structures  of  the  epiglottis  and  contiguous 
tissues.  In  the  four  cases  which  came  under  my  observation  sup- 
puration accompanied  the  inflammatory  syndrome. 

The  disease  is  characterized  by  a  sudden  onset  with  distinct  lo- 
cal manifestations.  A  seemingly  normal  person  experiences  a  sharp 
pain  in  the  throat  accompanied  by  painful  deglutition  and  a  sense 
of  fullness  or  obstruction  in  this  region.  The  act  of  swallowing 
soon  becomes  an  effort  and  the  patient  is  verj'  uncomfortable  and 
distressed.  The  voice  is  distinct  and  guttural.  These  symptoms 
rapidly  progress  and  may  assume  a  serious  aspect  in  a  few  hours. 

At  times  the  attack  is  ushered  in  with  a  chill,  followed  by  a  rise 
of  temperature.  Headache,  nausea,  and  general  malaise  may  ac- 
company the  other  symptoms.  The  course  of  the  temperature  is  not 
regular.  It  is  highest  at  the  invasion,  falls  abruptly  as  the  process 
improves,  and  again  ascends  if  complications  arise.  The  pulse  does 
not  show  much  irregularity,  but  is  weak  and  compressible. 

On  inspection,  the  pharynx  appears  normal  or  slightly  congested. 
Further  examination  shows  an  enormously  swollen  epiglottis.  It  is 
dusky  red  in  color,  three  or  four  times  its  natural  size,  and  so  ob- 
structs the  laryngeal  orifice  that  it  is  impossible  to  obtain  a  clear 
view  of  that  cavity.  In  all  my  patients  the  edema  extended  to  the 
ary-epiglottic  folds.  In  two  instances  this  infiltration  was  so  marked 
as  to  cause  difficulty  in  breathing.  One  woman  was  brought  into 
the  Lebanon  hospital  in  the  ambulance  in  a  cyanotic  condition.  In 
none  of  the  cases  was  there  any  history  of  previous  throat  infec- 
tion. 

In  this  affection  the  edema  is  usually  limited  to  the  oral  surface 
of  the  epiglottis,  and  does  not  extend  to  the  laryngeal  side  of  the 
cartilage.  It  rarely  reaches  the  interior  of  the  larynx.  There  is  an 
anatomical  reason  for  this  peculiarity.  Schnitzler^  states  that  the 
submucosa  of  the  lingual  surface  of  the  epiglottis  is  loosely  attached 
while  that  of  the  laryngeal  side  is  closely  connected  to  the  cartilage, 

•Read  at  the  Nineteenth  Annual  Meetlnst  of  the  American  lArynKOloglcal. 
RhinoloKical  and  OtoloRlcal  Society.  Waghlniirton,  D.  C.  May.  1913.  and 
at  tho  Meeting  of  the  LArynfcolOKlcal  Section  of  thf  N'l-w  Yurk  Academy 
of  Medicine,  Deccnnber,   1913. 
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except  in  the  region  of  the  nodule.  Furthermore,  the  submucous 
cellular  tissue  of  the  epiglottis  extends  unbroken  to  the  latteral  walls 
of  the  pharynx  and  to  the  base  of  the  tongue ;  thus  accounting  for  the 
infiltration  at  this  site  in  these  cases  and  in  infectious  diseases  of  the 
tonsil  and  tongue. 

While  edema  of  the  ventricular  band  is  sometimes  present  we 
seldom  see  a  serous  extravasation  of  the  true  cord  because  of  its 
closely  attached  musculature. 

Acute  edematous  diseases  of  the  epiglottis  and  larynx  is  rarely 
seen  in  children.  In  a  series  of  245  cases  collected  by  Sestier,"  only 
twice  did  the  aflfection  occur  as  a  primary  lesion. 

Our  colleague,  Clement  F.  Theisen,"  called  attention  to  acute  infec- 
tion of  the  epiglottis  some  years  ago,  in  his  very  instructive  report 
of  three  cases  of  angina  epiglottidea  anterior.  The  attack  came  on 
suddenly,  with  elevation  of  temperature  and  symptoms  associated 
with  an  acute  septic  process.  In  all  the  cases  there  was  consider- 
able edema  of  the  anterior  surface  of  the  epiglottis,  and  in  two  of 
them  the  ary-epiglottic  folds  were  involved.  The  subjective  symp- 
toms were  similar  to  those  I  have  mentioned.  No  purulent  secre- 
tion followed  the  surgical  treatment.  Nevertheless,  the  bacteriolog- 
ical examination  of  the  exudate  showed  the  presence  of  a  mixed 
infection  (staphylococcus  and  pneumococcus,  and  streptococcus  and 
pneumococcus).  These  examinations  were  made  from  the  secretion 
taken  from  the  deeper  tissues  immediately  after  the  infiltrated  sub- 
mucosa  had  been  scarified  and  were  not  surface  contaminations. 

In  two  of  my  cases  the  same  micrococci  were  found  in  the  purul- 
ent discharge ;  therefore  such  cases  should  be  considered  acute 
primary  infections.  That  this  disease  is  not  of  recent  origin  is 
shown  in  Theisen's  article,  where  he  refers  to  a  case  reported  by 
Mainwaring  in  1791,  showing  all  the  typical  symptoms. 

The  infiltration  that  follows  the  invasion  of  any  pathogenic  bac- 
teria may  be  either  serous  or  purulent  in  character. 

In  commenting  upon  the  origin  of  septic  infections  of  the  throat, 
Semon'  calls  attention  to  the  conclusions  of  Dr.  Max  Jordan's*  in- 
vestigations on  the  "Etiology  of  erysipelas."  Jordan  states:  (1) 
There  is  no  specific  pus  microbe.  Together  with  the  streptococcus 
and  staphylococcus  there  are  a  great  number  of  bacteria  which  will 
cause  suppuration.  (2)  That  pyogenic  micrococci  can  produce  all 
forms  of  inflammation  besides  the  purulent  variety.  Semon  further 
says  that  in  these  acute  septic  lesions,  though  they  differ  somewhat 
in  their  appearance  and  location,  pathologically  they  are  identical 
and  only  differ  in  their  virulence.    Furthermore,  it  is  absolutely  im- 
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possible  to  diflferentiate  between  the  edematous  and  the  purulent 
types  of  infection. 

In  considering  this  phase  of  the  disease  Theisen^  quotes  the  ob- 
servations of  Welch,  who  found  that  when  the  pneumococcus  of 
the  edematogenic  variety  (diplococcus  lanceolatus)  was  injected 
subcutaneously  into  the  tissues  of  some  of  the  lower  animals,  it  uni- 
formly produced  extensive  local  subcutaneous  edema.  He  ex- 
pressed the  opinion  that  the  pneumococcus  was  a  factor  in  the  pro- 
duction of  the  edema  in  his  cases. 

That  certain  regions  are  primarily  attacked  is  probably  due  to  a 
break  in  the  continuity  of  the  mucous  membrane,  thus  permitting 
ready  entrance  of  the  pathological  factor.  When  we  consider  the 
numerous  forms  of  bacteria  constantly  present  in  the  cavities  of  the 
upper  air  passages,  it  is  surprising  that  we  do  not  encounter  more 
cases  of  these  serious  infections.  The  tissue  resistance  must  be 
very  great. 

In  the  cases  herewith  reported  there  were  no  distinct  etiological 
factors  to  account  for  the  infection  of  the  epiglottis  except  in  one 
instance.  This  patient  had  been  in  a  sanitarium  three  years  before 
for  the  treatment  of  pulmonary  tuberculosis,  but  was  discharged  in 
good  condition.  Three  of  the  patients  were  females,  and  the  other 
was  a  young  man.    All  recovered. 

Case  I :  This  case  has  been  previously  reported.  A  young  mar- 
ried woman,  25  years  of  age,  retired  in  good  health.  At  7  o'clock 
the  next  morning  she  was  suddenly  wakened  by  a  sharp  pain  in  the 
throat,  which  persisted  throughout  the  day,  being  much  aggravated 
by  swallowing.  A  feeling  of  fullness  in  the  throat,  with  pain  in  the 
right  ear  were  also  experienced.  Severe  headaches,  pains  in  the  back 
and  limbs,  chilliness,  nausea  and  vomiting  were  accompanying  symp- 
toms. The  temperature  at  3  p.  m.  of  that  day  was  104° ;  pulse  90. 
Nothing  abnormal  was  seen  in  the  pharynx  at  that  time  by  the  at- 
tending physician.  Twelve  hours  after  the  onset,  a  further  examina- 
tion was  made  by  a  laryngologist  who  found  the  epiglottis  very 
edematous  and  partially  hiding  the  laryngeal  structures,  which,  how- 
ever, were  normal  in  appearance.  Local  treatment  was  instituted 
with  free  purgation.  Ice  was  applied  externally  and  iiuernally,  the 
larynx  was  sprayed  with  adrenalin  and  cocain  solution,  and  the  epi- 
glottis was  painted  with  a  50  per  cent  solution  of  argyrol.  The 
edema  gradually  increased  during  the  night,  and  an  area  of  indura- 
tion appeared  on  the  lingual  surface  of  the  epiglottis  near  its  base 
on  the  right  side.  The  serous  infiltration  had  spread  to  the  adjacent 
pharyngeal  wall,  base  of  the  tongue,  and  aryepiglottic  folds.     The 
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next  morning  at  8  o'clock,  I  saw  the  young  woman  in  consultation. 
She  was  resting  upright  in  bed,  had  an  anxious  expression,  and 
spoke  in  a  guttural  voice  with  considerable  difficulty.  A  constant 
effort  to  clear  the  secretion  from  the  throat  was  noticed.  Respira- 
tion was  embarrassed  and  the  patient  gave  the  impression  of  being 
very  ill.  She  remarked  that  the  lump  in  the  throat  felt  much  larger 
than  on  the  previous  day,  and  that  deglutition  was  extremely  pain- 
ful and  difficult.  Dr.  Barnert,  who  was  in  attendance,  stated  that 
the  local  condition  had  increased  very  rapidly  and  had  assumed  a 
serious  aspect. 

On  inspection,  I  fotmd  the  pharynx  quite  normal,  but  the  laryn- 
geal mirror  brought  to  view  an  enormously  swollen  epiglottis,  dusky 
red  in  color.  There  was  an  indurated  region  at  the  base  of  the 
epiglottis  more  prominent  than  the  neighboring  tissues,  while  the 
edema  extended  to  the  base  of  the  tongue  and  to  both  ary-epiglottic 
folds.  There  was  also  some  infiltration  of  the  right  ventricular 
band,  so  that  only  a  portion  of  the  interior  of  the  larynx  and 
the  left  vocal  cord  was  visible.  The  latter  was  not  affected.  Im- 
mediate operation  was  advised,  and  on  making  a  deep  incision  into 
the  indurated  area  we  were  much  pleased  to  see  about  a  half  dram 
of  foul-smelling  pus  come  out.  The  epiglottis  was  further  scarified 
to  lessen  the  edema.  Following  this  treatment,  with  the  con- 
tinuance of  the  adrenalin  application,  ice  internally  and  external- 
ly, the  local  condition  improved  for  several  hours.  Then  a  re-.-'c- 
cumulation  of  pus  caused  a  return  of  the  edema  at  the  base  of  the 
tongue  and  ary-epiglottic  folds.  Dr.  Barnert  reopened  and  dilated 
my  original  incision  with  a  blunt  instrument  and  gave  exit  to  con- 
siderable retained  purulent  secretion.  A  leech  was  applied  to  each 
side  of  the  neck  and  in  two  hours  the  patient  felt  greatly  relieved. 
The  temperature  returned  to  normal,  but  deglutition  remained  quite 
painful  until  a  moderate-sized  slough  came  away.  In  a  few  days 
the  epiglottis  had  resumed  its  normal  outline.  On  the  eighth  day 
the  patient  was  discharged  from  observation,  with  nothing  to  show 
for  her  alarming  experience  except  a  shallow  depression  at  the  site 
of  the  infection.  Examination  of  the  pus  showed  chains  of  strepto- 
cocci and  some  encapsulated  diplococci,  probably  the  pneumococcus. 

Case  2:  Airs.  P.,  26  years  old,  was  brought  to  Lebanon  Hos- 
pital in  the  ambulance  during  the  night  of  December  15,  1912.  Three 
days  prior  to  admission  she  felt  chilly  and  a  sudden  pain  in  her 
throat.  She  soon  afterward  experienced  difficulty  with  pain  in  swal- 
lowing, also  some  disurbance  in  breathing,  and  a  constant  desire 
to  clean  the  throat  from  secretion.      She  had  an  irritating  cough. 
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Tliese  symptoms  gradually  became  aggravated  until  she  was  brought 
to  the  hospital. 

On  her  arrival,  the  house-surgeon  found  the  patient  cyanosed  and 
dyspnoeic.  In  a  mufifled  voice  she  complained  of  great  distress  and 
obstruction  in  her  throat.  Her  general  appearance  indicated  a 
grave  condition.  The  throat  was  immediately  examined  but  noth- 
ing abnormal  was  found  in  the  pharynx  except  a  marked  pallor  of 
the  mucous  membrane  of  the  soft  palate  and  pharyngeal  wall.  The 
epiglottis  was  edematous  and  greatly  enlarged.  The  edema  in- 
volved the  ary-epiglottic  folds  on  both  sides,  and  only  a  restricted 
view  of  the  interior  of  the  larynx  could  be  obtained,  which  did  not 
seem  to  be  involved.  The  temperature  was  102° ;  respiration  28 ; 
pulse  94.  Examination  of  the  chest  showed  tactile  and  vocal 
fremitus  slightly  increased  with  some  dullness  on  right  side.  Voice 
and  breath-sounds  could  be  heard  distinctly,  both  anteriorly  and 
posteriorly  at  the  same  side.  No  active  symptoms  were  noted. 
Palliative  treatment  consisted  of  free  purgation,  adrenalin  spray, 
1-3000,  with  ice  internally  and  externally.  Tracheotomy  instru- 
ments were  kept  at  hand,  as  the  woman's  condition  demanded  that 
all  possible  precautions  be  observed.  The  symptoms  subsided  dur- 
ing the  next  few  hours,  and  when  I  saw  her  the  next  day  tiie  face 
was  but  little  cyanosed,  though  phonation  and  respiration  were  de- 
cidedly affected.  She  was  fairly  comfortable  in  an  upright  posi- 
tion. Deglutition  was  very  difficult  and  painful,  and  only  ac- 
complished after  considerable  effort  which  brought  on  short 
paroxyms  of  coughing.  The  pharynx  revealed  nothing  of  especial 
moment  excepting  the  pallor  previously  mentioned.  The  appear- 
ance of  the  epiglottis  suggested  a  small  sausage.  It  was  bluish-red 
and  almost  entirely  obstructed  the  superior  opening  of  the  larynx. 
No  distinct  picture  of  the  interior  could  be  seen.  The  edema  was 
very  decided  in  both  ary-epiglottic  folds ;  the  arytenoids  were  very 
prominent,  but  showed  the  translucent  nature  of  the  infiltration. 

Under  cocain  anesthesia,  the  epiglottis  was  incised,  but  only  after 
several  deep  incisions  did  I  locate  the  pus-cavity.  In  this  instance 
also  a  considerable  amount  of  foul-smelling  pus  was  discharged. 
The  ary-epiglottic  region  was  incised  to  further  drainage.  The 
after-treatment  consisted  of  half-hourly  applications  of  cold  25 
per  cent  ichthyol-glycerin  mixture.  Ice  was  applied  to  the  neck 
and  was  given  to  the  patient  between  treatments.  Ten  grains  of 
urotropin  in  solution  were  administered  every  four  hours  for  its 
antiseptic  effect.  Fluid  diet  was  continued  until  the  local  condition 
permitted  solid  food.     In  twenty-four  hours  there  was  sufficient 
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improvement  to  lengthen  the  interval  between  the  ichthyol  appli- 
cations. No  attempt  was  made  to  disturb  the  patient  during  sleep 
so  long  as  the  respiration  was  not  too  labored.  This  method  of 
treatment  was  continued  until  the  subsidence  of  the  local  trouble. 
No  further  complications  developed  and  the  patient  left  the  hospital 
at  the  end  of  eleven  days,  in  good  condition.  The  temperature  never 
rose  above  103°,  and  gradually  dropped  to  normal.  Examination 
of  the  purulent  discharge  showed  a  streptococcus  infection.  No 
tubercle  bacilli  were  found,  and  I  consider  that  this  was  an  acute 
infectious  process  independent  of  her  pulmonary  condition.  This 
patient  also  received  two  doses  of  streptococcic  vaccine  (P.  D.  & 
Co.)  40  millions  each. 

Case  j:  R.  K.,  female,  .32  years  of  age,  single,  admitted  to 
Lebanon  Hospital  February  9,  1913.  Never  had  any  previous 
serious  ailments.  A  few  days  prior  to  admission  she  felt  a  sudden 
pain  in  the  throat,  accompanied  by  painful  and  difficult  swallowing 
and  some  interference  with  breathing.  These  symptoms  gradually 
progressed  until  it  was  necessary  to  enter  the  hospital.  Physical  ex- 
amination was  negative;  temperature  101°,  pulse  104,  respiration 
28.  The  pharynx  was  slightly  congested,  but  the  epiglottis  was  de- 
cidedly swollen,  dusky  red,  with  the  edema  extending  to  the  left 
ary-epiglottic  fold.  She  could  swallow  only  fluids,  with  consider- 
able effort,  and  also  complained  of  a  lump  in  her  throat.  She  was 
given  the  usual  local  treatment  (ichthyol  and  ice).  When  I  ex- 
amined her  on  the  following  day  the  same  state  of  affairs  existed, 
but  the  patient  stated  that  she  felt  better  than  when  admitted  and 
had  a  fair  night.  After  the  parts  had  been  cocainized,  a  small 
yellowish  focus  about  3  mm.  in  extent  was  seen  at  the  base  of  the 
epiglottis  on  the  left  side  near  the  root  of  the  tongue.  This  was  in- 
cised and  a  few  drops  of  pus  observed.  The  epiglottis  and  ary- 
epiglottic  fold  on  the  same  side  was  also  scarified.  The  ichthyol- 
glycerin  and  ice  treatments  were  continued  as  before,  with  increasing 
intervals,  as  the  local  picture  improved.  No  further  trouble  ap- 
peared, and  the  woman  left  the  hospital  at  the  end  of  nine  days  in 
good  condition.  The  interior  of  the  larynx  was  not  afifected.  Un- 
fortunately, no  bacteriological  examination  was  reported.  Urotro- 
pin  was  administered  in  this  case.  This  was  a  milder  type  of  the 
disease  under  consideration. 

Case  4 :  G.  D.,  male,  26  years  old,  came  to  the  throat  depart- 
ment of  the  Lebanon  Hospital  Dispensary  in  the  afternoon  of  April 
22.  He  complained  of  a  fullness  in  his  throat,  painful  and  difficult 
swallowing.     His  symptoms  had  started  two  days  before,  but  he 


LEDERMAN:     acute   phlegmonous  EPIGLOTTIDITIS.  31 

thought  it  was  a  simple  sore  throat,  and  used  a  gargle  of  peroxid 
of  Iiydrogen.  He  recalled  that  he  had  felt  chilly  at  the  beginning  of 
the  attack. 

As  I  was  visiting  in  the  Hospital  at  the  time,  the  young  man 
was  brought  to  me  for  prompt  surgical  treatment.  His  tempera- 
ture was  100.8°.  On  examination,  I  found  an  enormously  swollen 
epiglottis,  with  an  edema  of  the  base  of  the  tongue  reaching  half 
way  to  the  free  surface  of  the  epiglottis.  Some  purulent  discharge 
was  seen  along  the  right  side  of  the  lingual  attachment  of  the  epi- 
glottis. Both  ary-epiglottic  folds  were  edematous.  A  restricted 
view  of  the  larynx  showed  no  involvment  of  the  interior.  Under 
cocain  anesthesia,  a  liberal  incision  was  carried  into  the  infiltrated 
mass  at  the  base  of  the  tongue  and  epiglottis,  and  a  considerable 
quantity  of  pus  was  discharged.  The  incision  was  followed  by  free 
bleeding.  The  opening  was  dilated  by  means  of  a  laryngeal  appli- 
cator to  insure  complete  drainage,  and  several  scarifications  were 
made  into  the  edematous  epiglottis  and  arytenoid  region.  In  spite 
of  emphatic  protest  and  explanation  of  the  danger  of  sudden  suffo- 
cation, the  patient  assumed  all  responsibility,  and  walked  to  his 
home  a  few  blocks  from  the  hospital.  The  ichthyol-glycerin  mix- 
ture was  prescribed  to  be  applied  in  the  usual  way,  together  with  ice 
applications  and  active  purgation.     Fluid  diet  was  also  enjoined. 

The  following  afternoon,  April  23.  1913,  the  young  man  reap- 
peared at  the  hospital,  greeted  me  smilingly,  stated  that  he  felt 
much  better,  but  objected  to  the  taste  of  that  black  medicine.  There 
was  a  decided  improvement  in  the  local  process.  The  abscess-cav- 
ity was  still  draining,  and  the  edema  had  diminished  considerably. 
A  good  view  of  the  larynx  could  now  be  obtained  and  showed  no 
involvement.  The  ichthyol-glycerin  treatment  was  continued  at 
greater  intervals,  and  the  patient  instructed  to  return  for  further 
observation.     His  temperature  at  this  visit  was  normal. 

Not  having  seen  the  case  again  I  infer  that  his  throat  needed  no 
further  attention.  The  bacteriological  examination  showed  a 
staphylococcus  infection. 

At  my  initial  examination,  I  was  surprised  to  find  so  little  dis- 
turbance in  this  patient's  breathing,  in  the  presence  of  so  much 
edema  and  swelling.  This  case  seems  to  corroporate  the  statement 
of  Gougcnheim  "that  the  respiratory  difficulty  is  due  to  the  im- 
mobility of  the  crico-arytenoid  articulation,  and  not  to  aspiration  of 
the  swollen  ary-cpiglottic  folds." 

To  emphasize  the  serious  nature  of  acute  infectious  disease  of  the 
epiglottis  and  larynx,  I  have  only  to  direct  your  attention  to  the 
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four  fatal  cases  mentioned  by  Theisen  in  his  interesting  paper,  and 
to  the  five  similar  results  in  a  series  of  fourteen  cases  which  Semon^ 
reports  in  his  classic  paper. 

We  must  bear  in  mind  that  alarming  symptoms  appear  suddenly 
but  may  subside  in  a  few  hours  under  active  treatment.  When  local 
measures  fail  to  bring  about  the  desired  results  the  question  of 
tracheotomy  arises.  Moure  states  that  in  these  cases  intubation  is 
a  serious,  difficult  and  dangerous  operation,  and  that  tracheotomy 
is  the  method  of  choice.  Semon  remarks  that  we  must  be  very  care- 
ful in  adding  further  shock  in  these  desperate  cases.  Seven  of  his 
patients  operated  upon  by  tracheotomy  did  not  recover. 

Some  of  the  complications  that  have  appeared  during  the  course 
of  septic  infections  of  the  upper  air  passages,  are :  pleurisy,  peri- 
carditis, endocarditis,  pneumonia,  peritonitis,  and    meningitis. 

Summary:  Acute  infectious  epiglottiditis  suddenly  appears  with- 
out warning.  Its  progress  is  rapid  and  its  symptoms  are  character- 
istic.   It  is  seldom  seen  in  children. 

Though  the  four  cases  herewith  reported  were  primary  mani- 
festations, this  disease  may  appear  secondary  to  infective  conditions 
of  the  teeth,  tonsils,  pharynx,  or  tongue. 

The  ichthyol-glycerin  treatment  has  proved  very  beneficial  fol- 
lowing the  surgical  intervention.  The  stock  or  autogenous  vaccines 
should  be  considered  in  the  treatment  of  these  cases. 

That  this  is  not  a  rare  condition,  is  proved  by  the  fact  that  my 
three  last  cases  were  seen  within  a  period  of  five  months  in  the 
same  institution. 
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ON  THE  USE  OF  ELECTRO-MAQNETS  IN  THE  EXTRACTION 

OF  METALLIC  BODIES  FROM  THE  TRACHEA  AND 

BRONCHI,  WITH  REPORT  OF  CASES.* 

Dr.  Samuel  IglauER,  Cincinnati. 

Electro-magnets  have  been  employed  in  a  very  limited  number  of 
cases  in  the  extraction  of  foreign  bodies  from  the  deeper  air-pas- 
sages. With  the  perfection  of  the  bronchoscope  the  use  of  magnets 
has  rightly  fallen  more  and  more  into  the  background.  It  is  the 
purpose  of  this  paper  to  report  two  cases  in  which  the  magnet  was 
tried,  and  to  point  out  that  there  still  remains  a  limited  field  in 
which  magnets  may  be  advantageously  employed. 

In  the  literature  eleven  cases  are  recorded  in  which  extraction  by 
electro-magnets  was  undertaken.  Seven  of  these  cases  were  suc- 
cessful and  four  resulted  in  failure.  To  this  list  should  be  added 
the  brilliant  case  which  Dr.  Lynch^  has  reported  to-day,  and  one 
success  and  one  failure  of  my  own. 

Garel,'  in  February,  1901,  reported  the  case  of  a  child,  18  months 
old,  in  which  a  nail  had  been  lodged  in  the  right  bronchus  for  two 
months.  A  radiogram  showed  the  nail  head-up.  A  high  tracheotomy 
was  made  and  while  the  incision  was  held  open  with  retractors  an 
eye  magnet  was  placed  in  the  Opening  of  the  air  passage.  The  nail 
became  dislodged  and  instantly  attached  itself  to  the  magnet.  The 
nail  was  3j4  inches  long  (G  cm.)  and  the  magnet  had  attracted  it 
through  a  distance  of  from  5  to  6  cm.     (The  child  recovered.) 

Piechaud's'  case  was  recorded  during  the  same  year  as  that  of 
Garel.  A  nail  had  become  lodged  in  the  left  bronchus  of  a  child 
31/i  years  of  age,  and  had  been  in  situ  for  about  six  weeks. 

A  metal  sound,  curved  on  the  end,  was  introduced  through  a 
tracheotomy,  and  was  guided  into  the  bronchus.  The  proximal  end 
of  the  rod  was  then  brought  in  contact  with  an  electro-magnet  and 
the  nail  was  thereby  attracted  to  the  distal  end,  and  successfully  re- 
moved. 

Two  years  later,  Lermoyez  and  Guisez*  reported  the  case  of  a 
man  26  years  of  age  who  had  inspirated  a  small  carpet  tack  eight 
weeks  before.  A  radiogram  at  first  revealed  the  tack  (1  cm.  long, 
with  a  head  ^  cm.  in  diameter)  in  one  of  the  divisions  of  the 
right  bronchus.  After  an  unsuccessful  bronchoscopic  examination, 
the  tack  passed  further  down  and  subsequently  lower  bronchoscopy 

•n«ad  at  the  Elgrhtfcnth  Annual  Moetlnjr  of  the  American  Academy  of 
Ophthalmology  and  Oto-I>arynBolOKy,  ChattanooRa.  October  29,  1913. 
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showed  the  tack  1  to  2  cm.  from  the  orifice  of  a  bronchus  of  the 
third  order.  A  specially  constructed  electro-magnet  was  then  in- 
troduced through  the  tracheotomy  incision  and  the  tack  was  re- 
moved at  the  first  attempt.  The  whole  procedure  did  not  require 
five  minutes.     (Recovery.) 

In  September,  1904,  Hosmer^  reported  the  removal  of  a  shingle 
nail  from  the  left  bronhcus  of  a  child.  The  nail  which  had  been  in 
situ  for  13  days  was  extracted  by  an  electro-magnet  provided  with  a 
long  tip  which  was  introduced  through  a  tracheal  incision.  (Re- 
covery.) 

Burk"  records  the  case  of  a  child  who  had  inspirated  an  iron  screw 
eleven  days  before.  The  screw  was  first  located  in  the  left  main 
bronchus  but  extraction  with  a  bronchoscope  failed  at  the  first  at- 
tempt. A  radiogram  subsequent  to  this  examination  showed  that 
the  foreign  body  had  lodged  in  a  lateral  bronchus,  but  lower  bron- 
choscopy failed  to  reveal  its  presence.  Thereupon  an  elongated 
electro-magnet  was  introduced  through,  and  2  cm.  beyond  the 
bronchoscope,  and  the  screw  was  removed  without  difficulty.  (Re- 
covery.) 

The  case  of  Dr.  P.  H.  Hickey'  was  a  very  unusual  one.  A  child, 
3  years  old,  inspirated  a  steel  safety  pin.  The  x-ray  examination 
showed  the  pin  in  the  trachea  immediately  below  the  larynx.  Tra- 
cheotomy failed  to  expose  the  pin  and  the  fiuoroscope  showed  that 
it  had  passed  downward  until  its  lower  end  was  in  the  right  bron- 
chus. "The  child  was  placed  under  a  giant  magnet,  the, tip  of  the 
magnet  being  placed  over  the  locality  against  the  chest  wall  where 
the  rays  showed  the  pin  was  located.  The  giant  magnet  was  then 
moved  in  tlie  direction  of  the  child's  head  and  a  slight  cough  showed 
that  the  pin  was  moving  with  the  magnet.  The  tracheotomy  tube 
was  removed  as  the  tip  of  the  magnet  approached  the  neck  and  the 
pin  was  pulled  up  through  the  trachetomy  wound."  Recovery. 
The  pin  had  been  in  the  bronchus  for  about  thirty-six  hours. 

Martin'  reported  the  case  of  a  boy,  8  years  old,  in  whose  right 
bronchus  a  screw  1^4  inches  long  had  been  lodged  for  five  months. 
Subsequent  to  the  inspiration  of  the  foreign  body  the  patient  had 
developed  an  abscess  of  the  lung  which  had  been  drained  through  a 
resected  rib,  but  the  radiogram  showed  that  the  foreign  body  had 
not  been  removed  during  this  operation.  Under  the  guidance  of  the 
x-rays,  a  large  forceps  was  passed  through  the  external  opening  to 
the  screw.  A  giant  magnet  was  then  brought  into  contact  with  the 
handle  of  the  forceps  and  the  screw  was  pulled  out  through  the  at- 
traction of  the  magnet.    Recovery. 
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In  two  unfortunate  cases  Massei"  was  unable  to  extract  foreign 
bodies  by  the  aid  of  an  electro-magnet.  In  the  first  patient,  aged  3 
years,  a  glass-headed  pin  was  lodged  in  a  bronchus,  and  in  the  sec- 
ond case  a  nail  had  become  impacted  (forty  days)  in  the  right  bron- 
chus of  a  boy  of  8  years. 

An  unsuccessful  case  was  reported  by  Brokaw*",  and  one  by  Hub- 
bard." In  the  latter  case  an  upholster  tack  had  become  lodged  in 
the  left  bronchus  of  a  child  of  9  years.  Attempts  at  extraction 
with  a  magnet  were  unavailing  as  the  foreign  body  was  impacted. 

Brokaw's  experience  was  almost  identical  with  that  of  Hubbard, 
but  he  later  succeeded  in  withdrawing  the  foreign  body  with  a  for- 
ceps introduced  through  an  endoscopic  tube. 

REPORT  OF  author's  CASES. 

The  following  case  presents  some  very  interesting  and  unusual 
features : 

Case  I :  The  patient,  S.  R.,  male,  aged  G  years,  was  first  seen  in 
consultation  with  Dr.  F.  Leever,  on  August  22,  1912.  His  parents 
stated  that  about  three  and  a  half  years  ago  he  w^as  supposed  to  have 
swallowed  a  metal  screw.  The  stools  had  been  watched  but  the 
foreign  body  had  not  been  found.  No  particular  symptoms  were 
noted  at  first,  but  after  some  time  the  child  suffered  frequently  with 
croupy  cough  and  was  treated  for  bronchitis.  In  February,  1912, 
he  went  through  a  severe  attack  of  pneumonia,  lasting  seven  weeks. 
After  the  acute  stage  had  passed  he  came  under  the  care  of  Dr. 
Leever  who  found  a  consolidation  of  the  lower  lobe  of  the  left  lung. 
This  failed  to  resolve  during  the  next  three  months.  During  this 
period  he  had  a  very  protracted  cough  with  mucoid  expectoration 
containing  at  times  traces  of  blood,  and  accompanied  by  a  septic,  ir- 
regular fever,  ranging  from  normal  to  103°,  104°  and  became  "re- 
duced to  a  skeleton,"  (weight  37J/2  lbs.).  In  the  course  of  his  illness 
the  child  developed  clubbed  fingers  and  toes,  as  well  as  an  inguinal 
hernia. 

Qn  June  8,  1912,  he  suddenly  expectorated  a  large  amount  of 
foul-smelling  pus,  slightly  streaked  with  blood.  After  this,  ex- 
pectoration became  very  profuse,  as  much  as  30  ounces  a  day,  and 
the  child  always  had  a  pus-basin  with  him.  Repeated  examinations 
for  tubercle  bacilli  were  negative.  After  a  time  the  general  con- 
dition improved  somewhat  so  that  the  child  was  able  to  walk. 

The  diagnosis  of  an  unresolved  pneumonia  with  abscess  forma- 
tion was  made  by  Dr.  I^eever  and  Dr.  Lamb.  Accordingly,  on  Au- 
gust 22,  1912,  a  radiogram  was  made  by  Dr.  Lange.  This  showed 
a  consolidation  of  the  left  lower  lobe  of  the  lung,  in  which  an  ab- 
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scess  cavity  containing  a  foreign  body  (a  screw?)  could  be  seen.  It 
lay  head-downward  at  the  termination  of  the  left  bronchus,  oppos- 
ite the  fourth  rib  anteriorly  and  the  seventh  rib  posteriorly. 
(Figure  1.) 

On  August  24,  1912,  under  general  anesthesia,  (atropin  hypoder- 
mically)  upper  bronchoscopy  was  undertaken.  Owing  to  the 
dyspnea  and  profuse  secretion  this  was  soon  abandoned.  A  trach- 
eotomy was  then  made  through  which  a  bronchoscope  was  intro- 
duced into  a  large  abscess  cavity,  at  the  termination  of  the  left 
bronchus.  A  large  amount  of  pus  was  pumped,  mopped  and  coughed 
out  through  the  tube,  but  the  secretion  was  so  profuse  that  after 


Figure   1.     Radiogram  showing  an  abscess   o£  the   left  lung  containing  a 
metal  screw,    (retouched). 


prolonged  search  the  examination  was  discontinued  and  a  trach- 
eotomy tube  was  inserted. 

Following  this  unsuccessful  bronchoscopy,  the  giant-magnet  de- 
signed by  Dr.  Ranly'-  was  procured.  This  magnet,  with  a  lifting 
power  of  6000  pounds  is  provided  at  one  pole  with  a  flexible  exten- 
sion in  the  shape  of  a  heavy  chain  through  which  the  magnetic  force 
may  be  applied,  where  desired.     (Figure  2.) 

In  addition  to  this,  a  tracing  was  taken  from  the  x-ray  plate,  ac- 
cording to  which  a  solid  steel  bar  was  patterned  so  that  it  would 
correspond  to  the  line  of  the  trachea  and  left  bronchus.  This  rod 
was  9J4  inches  long  and  ^4  inch  in  diameter  and  was  flattened  on 
the  convex  side  so  that  it  would  not  obstruct  the  right  bronchus. 
(Figure  3.) 
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On  August  29,  1913,  under  local  anesthesia,  (reinforced  by  atro- 
pin),  lower  bronchoscopy  was  again  tried,  but  owing  to  the  profuse 
secretion,  again  failed  as  before. 

A  steel  tube  was  next  passed  through  the  bronchoscope  into  the 
abscess  cavity  and  was  then  connected  with  the  magnet,  but  this 


Figure 


The  giant-mapnet  of  Dr.  John  Ranly. 


failed  to  draw  out  the  foreign  body.  The  bronchoscope  was  then 
removed  and  the  solid  steel  bar,  guided  by  touch,  was  passed  through 
the  trachea  and  left  bronchus  into  the  abscess  cavity. 

The  chain  from  the  magnet  was  brought  into  contact  with  the 
bar  and  the  current  turned  on.  The  operating  table  and  patient 
were   then    slowly   pulled   away    from   the   magnet   and   the    steel 
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emerged  from  the  trachea  with  the  screw  dangHng  on  the  end.  The 
screw  was  badly  corroded  and  measured  j4  of  an  inch  (2  cm.)  in 
length.     (Figure  4.) 

Subsequent  History:  The  tracheal  canula  was  first  left  out,  but 
it  became  necessary  to  re-introduce  it  the  same  night.  It  was  worn 
for  twenty-four  days  thereafter,  since  expectoration  continued  pro- 
fuse, and  could  be  readily  expelled  through  the  canula.  Following 
the  removal  of  the  foreign  body  the  patient  gradually  improved 
and  gained  in  weight,  while  the  expectoration  diminished  for  several 
weeks,  only  to  increase  again  after  that. 


Figure  3.     Steel    rod    which    was    magnetized   and    with    which    the    screw 
was   attracted   and   extracted. 


Six  months  after  the  foreign  body  had  been  removed,  the  lung 
still  remaining  consolidated,  (slight  fever,  profuse  expectoration, 
etc.).  It  was  decided  to  drain  the  abscess  externally.  This  was 
done  by  Dr.  Langdale.  A  second  drainage  operation  became  neces- 
sary three  months  later. 

At  the  present  time,  the  wound  is  still  discharging  somewhat; 
expectoration  has  almost  ceased,  and  the  patient  has  gained  15J/2 
pounds  in  all. 

Remarks:  The  unusual  features  of  this  case  were  the  length  of 
time  the  foreign  body  had  been  in  situ  and  its  accidental  discovery 
by  the  x-ray  after  the  diagnosis  of  abscess  of  the  lung  had  been 
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made.  The  ease  with  which  magnetic  extraction  was  accompHshed 
after  bronchoscopy  had  failed  is  also  worthy  of  note. 

Case  2:  The  following  case  is  as  interesting  as  Case  1.  Miss  D. 
J.,  aged,  19,  was  seen  in  consultation  with  Dr.  Mithoefer  on  October 
1,  1912.  She  stated  that  a  few  hours  before  she  had  put  some  pins 
in  her  mouth  and  had  choked  on  one  of  them.  Some  one  in  the 
factory  where  she  worked  had  attempted  to  extract  the  pin  with 
her  fingers,  but  to  no  avail.  Laryngoscopic  examination  at  first 
failed  to  show  the  pin.  A  radiogram  was  therefore  taken  by  Dr. 
Lange,  and  this  revealed  the  pin  behind  the  epiglottis. 

The  laryngoscope  then  showed  the  foreign  body  in  a  vertical  po- 
sition immediately  behind  the  epiglottis,  with  the  head  of  the  pin 
resting  at  the  anterior  commissure  and  the  tip  embedded  loosely  in 
the  epiglottis.  It  seemed  as  if  the  pin  might  at  any  moment  topple 
off  into  the  trachea. 

Upon  request  the  patient  produced  a  pin  which  she  declared  was 
identical  with  the  one  she  had  swallowed.     This  companion  pin 


Figure  K.  The  foreign  body,  actual  size,  removed  by  magnetic  at- 
traction. 

proved  to  be  easily  magnetized,  and  it  was  explained  to  the  patient 
that  we  desired  to  extract  the  pin  with  a  magnet,  .as  I  feared  that 
the  forceps  might  easily  dislodge  the  foreign  body. 

The  patient  was  taken  to  the  office  of  Dr.  Ranly.  The  larynx 
was  cocainized  (by  the  drop  method)  and  a  curved  steel  bar  was 
being  magnetized  by  contact  with  the  magnet.  The  first  attempt 
failed  and  upon  a  second  attempt  the  pin,  much  to  our  chagrin,  be- 
came dislodged  and  disappeared. 

A  radiogram  immediately  thereafter  showed  the  pin  in  a  lower 
division  of  the  left  bronchus.  The  following  day,  assisted  by  Dr. 
Murphy  and  Dr.  Mithoefer,  I  made  a  prolonged  search  for  the  pin 
hv  upper  bronchoscopy,  but  it  could  not  be  found. 

On  October  4,  1912,  Dr.  Murphy  and  I  took  the  patient  to  Pitts- 
burg, to  consult  Dr.  Chevalier  Jackson,  who  considered  it  a  very 
difficult  case.  He  made  a  prolonged  bronchoscopic  search  for  the 
foreign  body,  but  was  unable  to  find  it.    A  few  days  later  he  made 
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a  second  unsuccessful  search  for  the  pin.  On  October  12,  1912, 
the  patient  developed  pneumo-thorax.  Dr.  Hartley  Anderson  there- 
upon removed  the  pin  from  the  lung  through  an  external  operation. 
The  pin,  after  its  removal,  was  tested  with  a  magnet,  but  could  not 
be  magnetized.  The  patient  recovered,  and  in  a  few  weeks  the  lung 
had  fully  expanded. 

Remarks:  In  this  case  extraction  with  a  magnet  seemed  a  per- 
fectly rational  procedure,  but  I  was  led  astray  by  the  companion  pin 
which  the  patient  presented.  The  failure  in  this  case  was  as  dis- 
appointing as  was  the  satisfaction  in  the  first  case. 

EXPERIMENTS  ON  ANIMALS. 

In  all  the  clinical  cases  heretofore  recorded  the  magnet  has 
been  applied  through  a  tracheotomy.  De  Roaldes,^^  in  a  series  of 
experiments  on  the  cadaver,  was  unable  to  guide  an  object  from 
the  trachea  through  the  larynx  into  the  mouth.  He  suggested  the 
use  of  two  magnets,  one  to  be  applied  over  the  trachea  and  the 
other  to  be  introduced  into  the  mouth. 

In  some  recent  experiments,  assisted  by  Dr.  Ranly,  I  have  under- 
taken the  direct  extraction  of  magnetizable  bodies  from  the  trachea 
and  bronchi  of  dogs,  by  the  attraction  of  magnetized  steel  rods, 
introduced  through  the  larynx,  into  the  deeper  air-passages. 

Four  dogs  were  used,  one  of  these  was  a  dead  animal  and  three 
were  living,  anesthetized  animals.  (One  of  the  latter  died  after- 
three  experiments  had  been  performed.) 

The  procedure  was  as  follows :  A  foreign  body,  (^nail,  bolt, 
screw  or  needle)  was  introduced  through  a  bronchoscope  into  the 
lower  trachea  or  into  a  bronchus.  The  bronchoscope  was  then  re- 
moved and  a  steel  rod  was  passed  throug*!!  the  larynx  into  the 
deeper  air-passages.  In  order  to  attract  the  foreign  body,  the  rod 
was  then  magnetized  by  contact  with  the  electro-magnet. 

At  different  times,  fifteen  objects  were  in  this  manner  introduced 
through  the  larynx,  while  one  was  inserted  through  a  tracheotomy. 
Of  the  fifteen  foreign  bodies,  six  were  recovered  per  zias  naturales 
and  two  through  a  tracheotomy.  Since  the  rods  were  of  smaller  di- 
ameter than  the  trachea  the  animals  were  not  asphyxiated  when  the 
rods  were  introduced.  The  foreign  body  introduced  through  the 
trachea  could  not  be  recovered.  Of  the  total  number  of  objects  re- 
covered, all  but  one  were  from  live  animals,  and  of  the  eight  ob- 
jects recovered,  four  had  been  in  the  bronchi,  and  four  in  the 
trachea. 

Prota"  records  some  similar  experiments,  all  of  which,  however, 
were  performed  through  the  open  trachea  of  the  animals. 
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From  the  results  of  his  experiments  as  well  as  from  my  own, 
the  conclusion  may  be  drawn  that  the  metallic  bodies  must  be  free, 
or  very  loosely  impacted  in  the  trachea-bronchial  tract  if  it  is  to 
be  extracted  by  a  magnet. 

Jackson's"  article  contains  a  similar  conclusion. 

In  exceptional  instances,  in  human  beings,  it  might  be  possible 
to  combine  suspension  laryngoscopy  and  magnetic  attraction  by 
means  of  steel  rods  passed  through  the  suspension  laryngoscope, 
corresponding  to  the  experiments  on  animals  recorded  above. 

A  review  of  the  recorded  clinical  cases,  as  well  as  of  my  own. 
leads  to  the  conclusion  that  in  exceptional  instances  the  electro- 
magnet may  prove  of  great  value  in  the  extraction  of  foreign  bodies 
from  the  lungs.  These  cases  would  be  limited  to  that  group  in 
which  the  foreign  body  was  beyond  the  reach  of  a  bronschoscope 
or  was  concealed  in  profuse  secretions.  The  magnet  may  also  at- 
tract the  foreign  body  and  thereby  shorten  the  search  when  an  ex- 
ternal operation  becomes  necessary.  In  the  vast  majority  of  in- 
stances, however,  the  bronchoscope  will  remain  the  instrument  of 
choice. 
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THE    VIOLET  RAY  AND  OZONE  OF  USE  IN  NOSE,  THROAT 
AND  EAR  CONDITIONS.* 

Dr.  Kate  W.  Baldwin,  Philadelphia. 

So  much  is  claimed  for  the  violet  ray  and  so  much  is  said  against 
it  that  I  hesitate  to  bring  its  use  before  the  members  of  the  Academy. 
My  excuse  for  so  doing  is  that  I  am  convinced  that  all  who  are  not 
utilizing  it  for  both  treatment  and  diagnosis  are  neglecting  a  valuable 
aid.  For  diagnosis  alone  it  is  worth  investigating  by  the  specialist, 
the  internist  and  the  surgeon.  It  may  help  the  internist  and  the  sur- 
geon to  eliminate  many  supposed  points  of  pain  and  to  narrow  to  a 
small  part  of  the  anatoni}^  the  true  focus  of  many  widely  disseminat- 
ed symptoms.  What  is  true  for  the  surgeon  and  the  internist  is 
equally  valuable  for  the  nose,  throat  and  ear  specialist.  It  localizes 
pain  almost  to  the  exact  point  most  involved.  That  which  the  pa- 
tient describes  as  general  frontal  headache  is  localized  in  one  or 
both  frontal  sinuses ;  or  the  sinus  may  be  demonstrated  free,  and 
the  pain  traced  to  the  exit  or  the  supra-orbital  nerves.  Again,  one 
nerve  may  be  eliminated  and  the  other  found  extremely  sensitive  to 
the  rays.  Usually  some  restricted  area  that  is  more  acutely  sensi- 
tive than  any  other  is  isolated. 

The  pain  or  soreness  disappears  with  treatment  from  the  peri- 
phery of  the  involved  area  first,  and  later  from  the  actual  patho- 
logical tissue  involved.  Having  thus  localized  the  area,  the  etiology 
— local,  general,  or  both  local  and  general — is  more  easily  deter- 
mined, and  must  be  carefully  searched  for  and,  if  possible,  removed. 
Dislike  of  the  violet  ray  is  not  frequent,  but  is  very  decided  when  it 
exists. 

I  do  not  wish  to  weary  you  with  details  of  cases ;  so  I  will  mere- 
ly mention  three  that  will  indicate  their  general  character  and  the 
scope  of  the  treatment : 

Case  J :  The  patient  was  Miss  C,  a  teacher,  who  had  for  many 
years  been  subject  to  extremely  severe  right-temporal  and  frontal 
headaches,  which  were  more  frequent  and  more  severe  when  the 
general  system  was  overtaxed,  and  resulted  in  great  exhaustion. 
The  various  headache  remedies  relieved  the  attacks  but  did  not 
diminish  their  frequency  or  severity.     Although  the  first  use  of 

•Read  at  the  Eighteenth  Annual  Meeting  of  the  American  Academy  of 
Ophthalniology  and  Oto-Laryngology,  Chattanooga,  Tenn.,  October  28, 
191S. 
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the  violet  ray  quickly  cured  one  of  her  most  severe  seizures,  so 
great  was  her  dislike  for  it  that  she  decided  that  she  preferred  to 
continue  to  rely  upon  the  less  prompt  relief  obtained  from  drugs. 
During  the  next  six  or  eight  months  I  saw  her  occasionally  but  gave 
no  violet  rays.  Finally  Miss  C.  reported  that  not  for  years  had  she 
experienced  so  few  or  such  mild  attacks  of  headache  as  since  the 
use  of  the  violet  ray.  "As  every  condition,"  she  said,  "has  been  the 
same  since  that  time  as  before,  the  improvement  must  be  due  to 
that !"  Her  dislike  for  the  violet-ray  treatment  was  not  less,  but 
she  wished  to  make  further  trial  in  order  to  see  whether  possibly 
her  headaches  might  become  wholly  a  past  experience.  The  result 
was  that,  in  spite  of  her  aversion,  each  application  of  the  ray  was 
followed  by  a  recognized  feeling  of  comfort.  Commencing  over 
the  cervical  nerves,  I  gradually  diminished  the  current,  reaching  the 
especially  involved  area  with  a  very  mild  application  and  then 
gradually  increased,  until  the  point  of  easy  tolerance  was  reached. 
After  only  four  treatments,  Miss  C.  left  for  her  summer  vacation. 
On  September  1  she  left  this  report:  "The  best  ever!  Do  not  at 
all  mind  that  it  is  time  for  school." 

Case  2:  This  patient  was  a  boy  of  10  years  with  chronic  sup- 
purative otitis  media,  probably  from  the  time  of  erupting  his  first 
teeth.  There  was  a  large  perforation  of  the  lower  anterior  segment 
of  the  drum  membrane,  with  much  and  frequent  foul  discharge. 
The  adenoids  had  been  removed  without  improving  the  aural  con- 
dition. No  further  operation  on  nose  or  throat  was  indicated. 
After  carefully  cleansing  and  disinfecting,  I  used  ozone,  as  gen- 
erated by  the  violet-ray  apparatus,  directly  in  the  ear.  It  passed 
freely  through  the  Eustachian  tube  into  the  throat.  I  also  gave  it 
through  the  mouth  and  nose.  In  a  surprisingly  short  time  the  dis- 
charge stopped  and  the  perforation  closed.  An  attack  of  measles 
interrupted  the  tlreatment ;  but,  much  to  my  surprise,  there  was  no 
relighting  of  the  aural  infection. 

Case  7, :  Dr.  N.,  a  dentist,  came  in  one  evening  with  a  very  un- 
comfortable sore  throat ;  temperature  and  much  general  distress. 
The  tonsils  and  lateral  folds  were  well  covered  with  a  grayish-yel- 
low exudate,  suggestive  of  serious  infection.  After  cleaning  the 
area  involved,  the  throat  electrode  was  thoroughly  used  Qver  all 
the  exudate,  and  the  surface  electrode  down  the  spine,  especially 
the  cervical  region.  Cutting  off  all  appointments  for  the  next  day 
was  advised,  and  an  early  morning  report  requested.  The  morning 
telephone  message  was  a  surprise,  in  that  it  reported  entire  relief 
from  discomfort  and  absence  of  exudate  in  the  throat     Insisting 
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upon  personal  judgment,  I  found  no  trace  of  exudate  and  no  fever 
Nothing  further  developed. 

The  harsh,  nervous  cough,  with  or  without  an  enlarged  lingual 
tonsil,  is  usually  greatly  relieved.  Enlargement  of  the  thyroid  gland 
diminishes  and  distressing  symptoms  are  removed.  Even  broken- 
down  tuberculous  cervical  glands  respond  in  a  satisfactory  manner. 

I  am  very  anxious  that  a  free  discussion  follow  and  that  favor- 
able or  unfavorable  reports  be  given. 

This  paper  does  not  include  the  use  of  the  therapeutic  lamp  with 
violet  screen. 

1117  Spruce  Street. 


Pole  Ligation  for  Hyperthyroidism.  Pearson.  Dublin  lour,  of 
Med.  Sci.,  July,  1913. 
A  case  of  severe  acute  hyperthyroidism  is  reported  in  which  pole 
ligation  was  performed  with  a  very  successful  result.  In  reference 
to  the  technic  stress  is  laid  on  the  importance  of  including  in  the 
ligature  veins,  lymphatics,  and  nerve  filaments  as  well  as  arteries. 
The  operation  is  especially  suited  for  (1)  mild  and  early  cases 
which  fail  to  respond  to  medical  treatment,  yet  which  do  not  re- 
quire the  more  serious  operation  of  partial  thyroidectomy;  (2) 
acute  severe  cases  especially  in  the  presence  of  emaciation  of 
cardiac  dilation.  In  many  of  these  it  should  be  employed  as  a  pre- 
liminary to  excision  which  may  be  carried  out  subsequently,  when 
the  patient  is  in  better  condition,  with  much  less  risk.  Excision  on 
the  other  hand  should  be  performed  in  cases  with  even  mild  thyro- 
toxic symptoms  if  the  gland  is  much  enlarged,  and  it  is  required 
after  a  time  in  many  cases  which  have  been  treated  by  ligation  be- 
cause in  the  words  of  Hayo,  "Most  of  the  ligated  cases  will  relapse 
within  from  one  to  three  years,  although  their  condition  will  not 
be  so  bad  as  before  the  ligation."  Guthrie. 


SKULL  OF  ABORIGINES.     SPECIMEN  OF  TEMPORAL  BONE. 

Dr.  Thomas  J.  Harris,  New  York  City. 

The  specimen  which  I  take  the  liberty  of  presenting  was  found 
in  the  collection  of  skulls  of  the  Anatomical  Institute  of  the  Uni- 
versity of  Freiburg.  It  is  marked  a  "boeroc,"  presumably  an  ab- 
origines' skull  from  the  South  Sea  Islands.  The  rational  explana- 
tion of  its  character  is  the  one  usually  given  for  all  these  conditions, 
namely,  an  extensive  cholesteatomatous  disease.  When  I  first  saw 
the  specimen  I  was  under  the  impression  that  it  was  unique,  but 
have  later  learned  on  consulting  the  literature  that  such  is  not  the 
case. 


riKure   1. 

The  specimen,  which  was  the  right  temporal  bone,  represents  two 
cavities  originally  separated  by  a  complete  bridge  1  mm.  wide,  which 
was  broken  in  the  removal.  It  will  be  noted  that  the  mastoid  pro- 
cess is  preserved  below.  Alwve  the  cavity  extends  to  the  zygoma. 
The  anterior  opening  shows  almost  complete  absence  of  the  poster- 
ior wall  of  the  glenoid  cavity.  Posteriorly,  one  immense  cavity  is 
seen  representing  the  entire  antrum  and  mastoid  cells  and  extend- 
ing upward  as  far  as  the  tegmen  antri  and  the  tegmen  tynipani,  the 
latter  of  which  contains  a  defect  of  4  mm.  in  the  vertical  diameter, 
by  3  mm.  in  the  horizontal.  No  vestige  remains  of  the  posterior 
wall  of  the  canal.    The  iimcr  wall  shows  clearly  the  facial  canal  and 
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the  fenestrae  ovale  and  rotunda,  the  promontory  and  the  opening  of 
the  Eustachian  tube.  The  left  temporal  bone,  which  was  not  re- 
moved, showed  a  similiar  bridge  1  mm.  wide.  The  mastoid  antrum 
did  not  appear  to  be  opened.  There  were  two  large  defects  in  the 
tegmen  tympani  and  here  also  the  facial  canal,  the  fenestrum  ro- 
tundum  and  the  fenestrum  ovale  were  plainly  to  be  seen,  as  well 
as  the  opening  of  the  Eustachian  tube.  Both  cavities  are  smoothly 
rounded  out,  as  if  with  a  burr. 

The  exact  measurements  are  as   follows :     The  right  side,  the 
posterior  cavity  1.6  cm.  vertically,  1.2  cm.  horizontally,  2.2  cm.  deep. 


Figure   2. 

The  anterior  cavity,  1.3  cm.  vertically,  1  cm.  horizontally;  the  depth 
of  the  two  cavities  in  the  intero-posterior  diameter,  3.2  cm.  The 
left  temporal  bone,  the  posterior  cavity,  1.6  cm.  vertically  1.2  cm. 
horizontally,  2  cm.  deep.  The  anterior,  1.2  cm.  vertically,  1.2  cm. 
horizontally,  depth  of  the  antero-posterior  of  the  two  cavities,  2 
cm. 

My  thanks  are  due  to  the  Director  of  the  Anatomical  Institute 
of  the  University  of  Freiburg  for  the  privilege  of  presenting  this 
specimen. 

101  East  40th  Street. 


BRAIN  EXPLORER  AND  TWO  MODIFICATIONS  OF  ALL- 
PORT'S  SPECULUM. 

Dr.  Harold  Gii'Ford,  Omaha. 

The  brain  explorer  is  meant  to  supply  a  want  which  I  have  long 
felt  when  operating  for  brain  abscess.  The  uncertainty  which  at- 
tends the  attempt  to  open  an  abscess  with  a  knife  or  aspirating 
needle  when  no  flow  of  pus  follows  the  introduction  of  the  in- 
strument has  led  to  the  practice  of  following  this  by  the  introduc- 
tion of  a  pair  of  forceps  more  or  less  in  the  track  of  the  original 


Figure    1. 


Allport-Jansen    mastoid     retractor    with     off-set    branches    and 
somewhat   slightly   sharpened    points. 


puncture  in  the  hope  of  opening  a  wide  enough  passage  for  thick 
pus  to  escape.  This  procedure,  while  sometimes  successful,  is  so 
brutal  that  it  does  not  appeal  to  the  average  operator  except  as  a 
last  resort.  The  brain  explorer  is  a  pair  of  knives  which  can  be 
introduced  as  one  blade,  as  far  as  the  operator  thinks  necessary. 


Figure  2.     Retractor  for  tying  the  jugular. 

and  then  spread  as  little  or  as  much  as  may  be  desired.  If  no  pus 
follows  they  can  be  pushed  in  farther  and  the  separation  again 
tried;  thus  proceeding  to  as  great  a  depth  as  may  be  thought  jus- 
tifiable, with  the  certainty  that  no  abscess  which  has  been  pierced 
by  the  points  will  be  concealed  by  the  closing  in  of  the  tissues. 

The  smaller  of  the  speculums  is  a  slight  modification  of  the  All- 
port  speculum  as  modified  by  Jansen ;  the  change  consisting  in  set- 
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ting  the  branches  off  a  quarter  of  an  inch  from  the  main  plane  of 
the  instrument  and  slightly  sharpening  the  points  of  the  teeth.  This 
gives  the  instrument  a  hold  which  is  desirable  in  swollen  tissues. 


Figure  3.     Brain  explorer.     The  figure  shows  the  points  blunter  than  they 

really  are. 

The  Other  speculum  is  for  use  in  tying  the  jugular  and  will,  I 
think,  commend  itself  to  any  otologists  who  have  done  this  opera- 
tion themselves.  The  instruments  are  made  by  V.  Mueller  and  Co., 
1775  Ogden  Avenue,  Chicago. 

567  Brandies  Building. 


INSTRUMENT   FOR   SEPARATING    THE  VOCAL  CX)RDS  AND 
OPENING  THE  MOUTH  OF  THE  ESOPHAGUS.* 

Dr.  R.  C.  Lynch,  New  Orleans. 

This  is  adopted  from  the  long  nasal  speculum  of  Killian.  The 
blades  separate  1^  inches  at  the  top,  are  nine  inches  long,  and  the 
screw  will  retain  the  blades  in  the  required  position. 

I  use  it  for  separating  the  vocal  cords  while  the  patient  is  sus- 
pended on  the  Killian-Albrecht  apparatus.  With  it  I  can  see  into 
the  trachea  without  a  tube,  can  determine  the  location  and  extent 
of  attachment  of  sub-glottic  and  tracheal  tumors,  can  use  a  mirror 


for  examining  the  under-surface  of  the  vocal  cords  and  the  walls  of 
the  trachea,  remove  foreign  bodies  attached  to  the  vocal  cords,  or 
floating  free  in  the  trachea. 

A  peanut  in  the  trachea  of  a  child,  14  months  old,  was  very  nice- 
ly removed  this  way.  The  instrument  can  be  used  for  looking  into 
tbe  mouth  of  the  esophagus  and  thus  facilitate  the  location  of  webs, 
tumors,  foreign  bodies  high  up,  and  strictures  in  this  region. 

624  Gravier  Street. 

•Presented  at  the  Eighteenth  Annual  Meeting  of  the  American  Academy 
of  Ophthalmology  and  Oto-Laryngology,  Chattanooga,  Tenn.,  October,   1913. 


LA  FORCE  HEMOSTAT  TONSILLECTOME.* 

Dr.  B.  D.  La  ForcEj  Ottumwa,  Iowa. 

At  a  meeting  of  the  Academy  of  Ophthalomology  and  Oto-Laryn- 
gology  1  made  a  preliminary  report  of  an  instrument  devised  for 
the  bloodless  enucleation  of  the  faucial  tonsil  back  of  its  capsule. 

Before  the  instrument  was  presented  and  the  preliminary  report 
made,  Dr.  Joseph  Beck  of  Chicago,  who  has  helped  very  materially 
to  work  out  the  technic  of  the  operation,  and  I  applied  the  hemostat 
and  ligature  to  the  faucial  tonsil  back  of  the  capsule  and  a  complete 
enucleation  was  done  without  the  loss  of  a  single  drop  of  blood. 

The  operation  of  applying  the  hemostat  back  of  the  capsule, 
crushing  the  tissues  for  seven  minutes,  and  enucleating  the  tonsil  in 
the  adult  as  well  as  in  children  was  done  with  the  loss  of  only 
enough  blood  to  tinge  the  mucus. 

From  my  experience  with  the  instrument  before  the  report  was 
made  and  since  that  time,  and  from  my  observation  of  the  instru- 
ment in  the  hands  of  several  noted  laryngologists,  including  the 
very  skillful  preliminary  work  done  by  Dr.  Beck,  I  feel  justified  in 
making  the  statement  that  I  am  convinced  this  instrument  will  be 
of  decided  usefulness. 

The  instrument  is  provided  with  a  hemostat  which  has  two 
crushing-surfaces  something  similar  to  the  blades  of  an  artery 
forceps,  which  are  about  two  and  one-half  mm.  broad,  a  ligature 
carrier,  a  cutting-blade  and  an  opening  made  almost  square,  in  which 
the  tonsil  is  engaged. 

The  tonsil  is  engaged  into  the  fenestra  of  the  instrument  after 
the  method  of  Dr.  Sluder,  the  crushing-blade  forced  down  back  of 
the  tonsil  and  all  of  the  tissues  immediately  in  apposition  to  the 
tonsil  held  firmly  between  the  two  crushing  surfaces  by  screwing 
down  the  wheel  attached  to  the  crusher.  The  hemostat  is  allowed 
to  remain  in  place  from  five  to  ten  minutes ;  the  time  should  be  de- 
termined accurately  by  the  watch. 

If  the  ligation  is  to  be  done,  the  ligature  is  placed  in  the  groove 
over  the  end  of  the  ligature-carrier  with  the  ligature  held  firmly 
against  the  end  of  the  carrier  by  engaging  the  ligature,  after  being 
tightly  drawn,  into  a  small  spring  catch.  The  ligature-carrier  is  then 
pushed  forward  through  the  pedicle  produced  by  the  hemostat,  the 

•Presented  at  the  Meetlntt  of  the  American  Academy  of  Ophthalmologrr 
and   Oto-L/arynKOloKy,   Chattanooga.   Tenn.,   October,   1913. 
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ligature  released  from  the  spring  catch  and  the  ligature-carrier 
brought  back  leaving  the  loop  on  the  farther  side  of  the  pedicle. 
The  loop  is  then  caught  with  forceps  and  brought  around  the  handle- 
end  of  the  instrument,  one  end  of  the  ligature  passed  into  the  loop 
and  the  ligation  of  the  pedicle  completed  by  tying  it  either  with  or 
without  a  ligature  knot  tier  made  for  tliis  purpose.. 

The  ligation  has  also  been  accomplished  by  looping  a  number 
one  snare  wire  over  the  ligature-carrier  and  running  the  loop  of 
wire  through  the  pedicle.  If  it  is  to  be  tied  in  three  sections,  the 
ligature  carrier  is  displaced  as  far  as  it  will  go  upward,  and  having 
penetrated  the  pedicle  in  this  location,  the  carrier  is  withdrawn. 


leaving  the  wire  loop  in  place  where  it  is  to  be  grasped  with  for- 
ceps, the  loop  threaded  with  a  ligature  thirty-six  inches  long  and 
brought  through  the  pedicle  from  behind  forward  bv  retracting  the 
wires.  The  ligature  is  then  cut  in  such  a  way  that  the  upper  third 
of  the  pedicle  may  be  tied. 

The  part  of  the  ligature  which  is  left  through  the  pedicle  we  will 
call  ligature  number  two,  which  we  will  say  has  ends  A  and  B. 
We  next  put  the  ligature  carrier  as  far  down  as  it  will  go.  put  wire- 
loop  over  it  as  before,  pierce  the  pedicle  and  put  the  end  of  the 
ligature  that  was  left  after  ligature  number  one  was  made,  taking 
the  end  that  was  through  the  pedicle  we  have  called  B,  and  pass  it 
into  the  loop  of  wire.    Then  retract  the  wire,  cut  the  loop  and  tie 


LA    FORCE :     HEMOSTAT   TONSILLECTOME.  51 

the  middle  third  of  pedicle  and  then  tie  the  lower  third  of  pedi- 
cle by  tying  the  other  two  ends. 

At  this  time  one  end  of  ligature  number  one  is  tied  to  one  of  the 
ends  of  ligature  number  two,  and  the  other  end  of  ligature  number 
two  tied  to  one  of  the  ends  of  ligature  number  three,  so  that  there 
will  be  no  gaping  of  the  stump  when  the  tonsil  is  cut  off  and  hemo- 
stat  released. 

After  the  hemostat  has  been  applied  for  from  five  to  ten  min- 
utes or  after  the  ligation  has  been  accomplished,  the  smaller  wheel 
is  turned  to  the  right  and  the  tonsil  cut  off,  being  held  with  forceps 
and  removed.  The  larger  wheel  is  then  turned  to  the  right,  the 
catch  on  the  hemostat  released  so  that  the  instrument  may  be  re- 
moved from  the  throat. 


Congenital   Occlusions   of    the   Esophagus   and    Lesser    Bowel. 

EuiN'GTON.     Glasgow  Med.  Jour.,  July,  1913. 

Two  specimens  are  described  which  illustrate  a  malformation  of 
the  tracheo-esophageal  septum.  In  both  of  them  the  upper  segment 
of  the  esophagus  ended  as  a  blind  sac  attached  to  the  trachea  below 
the  level  of  the  larynx.  A  free  communication  existed  between  the 
lower  segment  and  the  trachea  close  above  the  bifurcation  of  the 
latter,  and  the  upper  and  lower  segments  were  not  united  by  con- 
necting bands.  Both  fetuses  presented  other  malformations,  one  of 
them,  transposition  of  the  thoracic  and  abdominal  viscera,  septal 
occlusion  of  the  duodenum,  and  atresia  ant ;  the  other,  various  ab- 
normalities of  the  recto-vesical  region. 

Reference  to  the  literature  of  the  subject  shows  that  both  spe- 
cimens were  examples  of  the  prevailing  type  of  esophageal  malfor- 
mation. Discussing  the  etiology  the  author  regards  it  as  probable 
that  the  malformation  is  due  to  an  abnormal  relationship  of  the 
tracheo-esophageal  ridges  (which  separate  trachea-esophagus)  to 
the  posterior  wall  of  the  esophagus,  the  ridges  becoming  fused  with 
the  latter  over  a  greater  or  lesser  area.  Guthrie. 


NEW  YORK  ACADEMY  OF  MEDICINE.* 

SECTION    ON    LARYNGOLOGY    AND    RHINOLOGY. 

Report  of  Retiring  Secretary. 

Mr  Chairman  and  Members  of  the  Section:  Your  Secretary  has 
the  honor  to  present  the  following  report  for  the  year,  1913 : 

STATISTICAL : 

Total  enrollment 167 

Number  of  meetings 9 

Average  attendance  65 

Number  of  papers  read 14 

Number  of  patients  presented 35 

Number  of  specimens  exhibited 5 

Number  of  instruments  demonstrated. 5 

Number  of  cases  reported _ 11 

Number  of  reports  other  than  cases 4 

Total  number  joining  in  discussions 228 

The  year  which  is  officially  ended  with  this  meeting  has  been 
noteworthy  in  several  respects. 

There  have  been  but  two  resignations  and  one  death,  that  of 
Charles  Huntoon  Knight,  M.  D. 

While  we  have  added  sixteen  fellows  to  our  enrollment,  our  to- 
tal, when  compared  with  that  of  last  year,  represents  a  loss  of  two 
members.  Aside  from  the  resignations  and  death  above  noted, 
this  apparent  discrepancy  is  accounted  for  by  the  removal  of  err- 
ors which  had  crept  into  permanency,  year  after  year,  under  the 
old  system  of  enrollment. 

Correspondence  with  other  Secretaries  of  Sections  brought  about 
united  action,  resulting  in  a  change.  Secretaries  are  now  notified, 
by  mail,  of  additions,  affecting  the  enrollment  of  any  particular  sec- 
tion. 

The  average  attendance  has  been  unusually  good  and  the  inter- 
est in  the  scientific  discussions  sustained  and  satisfactory.  During 
the  year,  the  following  guests  have  also  addressed  us,  from  time  to 
time:  Charles  E.  White,  President  New  England  Conservatory  of 
Music;  Dr.  Harris  Taylor,  Principal  of  the  New  York  Institute 
for  the  Improved  Instruction  of  Deaf  Mutes ;  Miss  Helen  Keller 
(5  min.)  ;  Dr.  Otto  Joachim,  New  Orleans;  Dr.  Chevalier  Jackson, 

•PubUshed  in  The  Laryngoscope  by  Order  of  the   Section. 

52 


VAN    WAGENEN  :     REPORT   OF   SECRETARY.  53 

Pittsburgh ;  Dr.  E.  B.  Gleason,  Dr.  H.  M.  Goddard,  Dr.  Ross  Skil- 
lern  and  Dr.  Geo.  H.  Coates,  all  of  Philadelphia ;  Dr.  Clinton  Wag- 
ner, founder  of  the  Society,  retired  and  now  resident  in  London, 
England;  Dr.  Bert  Munday,  New  York;  Dr.  Cyril  Barnert,  New 
York ;  Dr.  Henry  L.  Swain.  New  Haven ;  Dr.  James  C.  Callison, 
New  York. 

Our  position  or  opinion  has  been  sought  on  two  matters  of  pub- 
lic interest  and  importance :  (a)  the  pending  legislation  for  the 
further  restriction  of  the  possession,  use  and  sale  of  cocain  and 
eucain  and  their  salts.  The  so-called  "Walker  Bill"  or  Assembly 
Bill,  692,  as  it  was  then  designated,  (b)  Our  attitude  toward  those 
of  our  public  school  children  who  become  afflicted  with  hyper- 
trophied  tonsils  and  adenoids,  and  the  requisite  provisions  which 
dispensaries  should  maintain  for  the  proper  treatment  and  care  of 
such  applicants. 

In  respect  to  each  and  both  of  these  problems,  this  Society,  act- 
ing as  such  or  through  its  officers  or  special  committees,  took  a  dig- 
nified and  compelling  position.  Under  the  provisions  of  "The  Walk- 
er Bill,"  the  opponents  of  the  unlawful  traffic  in  these  drugs,  lead 
by  Judge  Swan  and  Asst.  Dist.  Att.  Delahanty,  sought  to  enact  a 
drastic  and  far-reaching  law,  entirely  oblivious  to  our  rights  and 
time-honored  privileges  and  privacy.  Against  such  legislation  we 
protested  with  insistence  and  the  whole  force  of  our  established 
position,  yet  with  a  deep  and  abiding  sense  of  our  duty  to  the  pub- 
lic in  the  presence  of  this  menace  to  the  home  and  the  individual. 
It  is  gratifying  to  state,  that  our  suggestions  and  recommendations 
received  the  serious  attention  which  they  deserved  and  have  since 
become  part  of  the  law  of  the  state. 

In  regard  to  the  second  question,  a  reply  was  drawn  up  and  for- 
warded to  the  Associated  Out-Patient  Clinics  of  the  City  of  New 
York,  having  its  basis  on  the  written  replies  to  the  circular  letter, 
embodying  these  queries,  issued  to  members  by  your  Secretary. 
This  letter  created  a  deep  impression  upon  the  Executive  Commit- 
tee of  that  Association,  and  copies  were  made  and  distributed  to 
each  institution  in  the  membership,  for  its  further  information  and 
future  guidance. 

We  have  signalized  the  closing  months  of  the  year  with  two 
events  of  cardinal,  intrinsic  importance :  On  November  6,  we  ar- 
ranged and  successfully  carried  out  our  annual  meeting  before  this 
Academy.  Again,  on  November  25,  we  made  history,  unique  in 
the  life  of  this  Academy  and  the  laryngological  world,  when  we 
celebrated  the  Fortieth  Anniversary  of  the  foundation  of  this  Sec- 
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tion,  originally  the  New  York  Laryngological  Society,  with  fitting 
and  impressive  exercises.  Since  the  event  your  Secretary  has  been 
the  recipient  of  many  messages  of  graceful  acknowledgement  of  the 
invitation,  addressed  by  us  to  laryngologists  of  recognized  standing 
and  representative  ability  in  this  country  and  many  distant  lands,  all 
of  which  have  been  very  appreciative  of  our  position,  as  the  oldest 
laryngological  society  in  these  or  foreign  parts.  Doubtless  the  oc- 
casion would  have  passed  without  recognition,  had  it  not  been  for 
the  enthusiasm  and  untiring  eflorts  of  our  distinguished  member, 
David  Bryson  Delavan,  who  stimulated  and  entertained  us  with  his 
comprehensive  and  historical  address  and  presented  this  Section 
with  the  handsome  bronze  tablet,  commemorative  of  the  event, 
which  now  occupies  a  place  on  the  walls  of  this  Academy.  The  oc- 
casion was  made  doubly  interesting  by  the  presence  of  the  founder, 
Clinton  Wagner,  M.  D.,  who  delivered  a  masterly  address,  outlin- 
ing the  early  life  of  this  Society. 

The  retrospect  of  our  year.   1913,  therefore,  bears  ample  wit- 
ness to  our  industry  and  activity  as  an  organization. 
Respectfully  submitted, 
Cornelius  Doremus  Van  Wagenen,  M.  D.,  Secretary. 
William  Wesley  Carter,  M.  D.,  Chairman 


Suspension  Laryngoscopy.  W.  Freudenthal,  Med.  Rec,  Feb. 
22,  1913. 
The  author  gives  his  personal  experiences  with  this  modern 
method  of  direct  inspection  of  the  larynx  and  considers  it  a  valu- 
able contribution  to  our  laryngeal  technic.  There  are  several  ad- 
vantages connected  with  the  method.  (1)  We  see  parts  which 
could  not  be  seen  otherwise.  (2)  Other  parts,  as  neoplasms,  assume 
a  dififerent  aspect.  (3)  It  is  easier  for  the  patient  and  for  the 
physician  to  operate  in  this  way.  By  this  technic  the  anterior  wall 
of  the  larynx  can  readily  be  seen  and  the  diseased  area  treated. 
Ulcerations  can  be  more  thoroughly  curetted  than  before.  The 
paper  is  illustrated  and  the  histories  of  the  cases  are  detailed. 

Lederman. 
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NEW  YORK  ACADEMY  OF  MEDICINE. 

SECTION  ON  LAlty.NGOLOGY  AND   RHINOLOQY. 

V  Commemoration  exercises  and  presentation  of  tablets, 

November  25,  191  J. 

VVnxiAM  W.  Carter,  Chairman. 

Introduction  of  Dr.  Wagner.        Dii.  Wii.i.iam  Wesley  Carter. 

It  affords  me  great  pleasure  to  congratulate  you  on  this  auspicious  oc- 
casion, and  to  welcome  you  to  the  Academy.  It  Is  with  a  feeling  of  keen 
appreciation  mingled  with  a  sense  of  my  own  unworthiness  that  I  as- 
sume the  duties  of  Chairman  at  this,  the  Fortieth  Anniversary  of  the 
oldest  I^ryngological  Society  in  the  world.  This  occasion  marks  an  epoch 
in  laryngology;  it  has  no  precedent  in  the  history  of  our  specialty.  It 
belongs  to  us,  therefore,  with  strong  propriety  to  celebrate  this  day. 

We  meet,  not  of  necessity,  nor  for  the  purpose  of  applauding  our  own 
work,  but  we  meet  that  we  may  pay  a  well  deserved  tribute  to  those 
pioneers  through  whose  earnest,  courageous  efforts  laryngology  has  been 
raised  from  its  cradle  of  unpopularity  to  its  present  enviable  position  of 
distinction  and  efficiency. 

The  work  of  a  pioneer  is  hard,  and  must  be  accomplished  in  a  spirit  of 
unselfishness,  for  he  is  wise  enough  to  realize  that  the  span  of  one  life  is  too 
short  to  bring  his  enterprise  to  its  mature  and  perfect  issue;  and  he  knows 
full  well  that  the  sweetest  fruits  of  his  labors  are  to  be  enjoyed  by  those 
who  come  after  him. 

Of  that  great  company  of  pioneers,  a  distinguished  representative  is 
with  us  to-night,  Dr.  Clinton  Wagner.  Dr.  Wagner  graduated  in  medicine 
about  the  time  that  the  Civil  war  began,  lie  became  a  member  of  the 
Medical  Corps  of  the  I'.  S.  Army.  The  unparalleled  opportunities  afforded 
by  this  association  gave  him  a  position  of  first  rank  among  the  sur- 
geons of  that  day. 

Following  the  war  he  went  abroad  and  devoted  himself  to  the  study 
of  laryngology.  While  in  Vienna  he  made  the  acquaintance  of  several 
young  Americans  who  were  also  interested  In  the  new  specialty.  When 
he  returned  to  Ainerlea,  he  established  a  clinic  in  New  York  City,  the 
success  of  which  was  so  great  that  several  public-spirited  men  furnished 
the  means  for  providing  a  home  for  it.  This  was  the  beginning  of  the 
Metro|K)litan  Throat  Hospital,  and  through  the  work  in  this  institution 
he  was  Inspired  to  organize  the  New  York  Laryngological  Society.  This 
was  In  1873,  and  it  is  the  great  event  which  we  celebrate  to-night,  and 
this  1b  the  man  to  whom  we  are  indebted  for  launching  this  Society  upon 
Its  career  of  usefulness.     Upon  him  all  of  our  felicitations  are  focussed. 

1  rejoice  to  make  way  for  Dr.  Clinton  Wagner,  founder  of  the  New  York 
LnryncoloKlfal  Society. 

ss 
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ADDRESS.       DU.  CLINTON   WAQJJER. 

This  celebration  of  the  fortieth  anniversary  of  the  founding  of  the  New 
York  Laryngological  Society  was  conceived  by  my  friend,  Dr.  Delavan, 
your  former  chairman,  who  for  many  years  has  been  a  most  indefatigable 
worker  In  developing  and  uplifting  the  specialty  of  laryngology  and  rhinol- 
ogy;  now  he  has  rescued  from  oblivion  the  almost  forgotten  New  York 
Laryngological  Society  and  has  placed  its  name  on  record  in  enduring 
bronze.  I  have  been  requested,  as  one  of  the  early  laryngologists  in  New 
York  to  speak  of  the  work  accomplished  by  them. 

Forty  years  ago,  the  number  of  men  in  this  city  who  were  familiar 
with  the  then  modern  methods  of  examining  the  throat  and  nose  could 
be  easily  counted.  Most  of  us  had  received  practical  or  clinical  instruc- 
tion in  London,  Berlin,  Vienna,  or  Paris,  but,  notwithstanding,  our  knowl- 
edge of  the  diseases  of  the  nose  and  throat  was  very  limited.  We  could 
be  compared,  perhaps,  to  young  men  fresh  from  the  colleges  and  hospitals, 
with  minds  stored  with  the  ideas  of  other  men  in  the  matter  of  the  treat- 
ment of  diseases  but  with  no  fixed  views,  such  as  one  acquires  from  prac- 
tical and  personal  experience  when  called  upon  to  think  and  act  for  one's 
self.  In  other  words,  our  knowledge  of  the  throat  and  nose  bad  taken 
no  concrete  form,  for  we  had  no  blazed  trail  to  follow  through  the  Intri- 
cacies of  this  department  of  medical  science. 

We  met  one  evening  at  my  house,  in  October,  1873,  and  decided  to  or- 
ganize a  society,  not  only  for  mutual  improvement  and  the  advancement 
and  enlargement  of  our  limited  knowledge  of  the  diseases  of  the  throat 
and  nose,  but  we  had  also  in  view  establishing  on  a  solid  footing  with 
the  medical  profession  at  large  the  specialty  of  laryngology  and  rhinology 
in  this  country,  for  the  reason  that  many  of  the  physicians  of  the  time 
looked  askance  upon  all  specialties.  The  general  practitioners  in  medi- 
cine and  surgery  were  jealous  of  interlopers;  the  probang  and  gargles 
were  their  sole  reliance  for  all  cases  of  sore  throat.  The  nose  was  ignored. 

The  aurist,  who  preceded  us,  had  had  his  troubles  in  obtaining  recogni- 
tion; in  fact  the  physician  who  undertook  to  cure  chronic  deafness  was 
regarded  as  a  charlatan.  A  surgeon  in  one  of  London's  largest  and  best 
known  hospitals,  but  a  short  time  prior  to  the  date  to  which  I  have  re- 
ferred, coming  to  the  subject  of  the  ear  during  his  course  of  lectures,  dis- 
missed it  curtly  by  asserting  that  there  were  but  two  classes  of  ear  trou- 
ble, or  deafness,  those  that  could  be  cured  with  the  syringe  and  those 
that  could  not,  and  for  the  latter  nothing  could  be  done. 

All  of  us  who  met  on  that  evening  in  October  were  connected  with 
clinics  for  the  diseases  of  the  throat.  At  subsequent  meetings  we  sent 
cases  of  special  or  unusual  interest,  which  were  examined  and  discussed 
by  those  present,  all  of  whom  were  young,  hard-working,  ambitious,  and 
determined  to  make  successful  careers  during  the  coming  years  in  this 
the  largest  city  in  America  and  destined  to  become  the  largest  city 
in  the  world.  Not  all  of  them  continued  to  follow  the  spec- 
ialty; those  that  did,  succeeded  to  the  full  measure  of  their  expecta- 
tions and  always  stood  first  among  laryngologists;  they  were  George 
Morewood  Lefferts,  Francke  Huntington  Bosworth,  Morris  J.  Asch,  Wool- 
sey  Johnson,  and  Norman  D.  Bridge.    The  two  latter  died  young.    Others, 
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such  as  Charles  McBurney,  Robert  Fulton  Wler,  Matthew  D.  Mann,  and 
Francis  P.  Kinnlcutt  sought  broader  fields,  but  all  became  well  known. 

Many  young  men  came  to  our  clinics  for  instruction.  I  had  patients 
from  various  parts  of  this  country  and  Canada,  but  from  the  Potomac 
river  to  the  Rio  Grande  there  was  absolutely  no  one  to  whom  I  could  re- 
fer patients  for  further  treatment  at  their  home-towns  or  cities.  However, 
the  specialty  became  popular,  not  only  with  the  laity  but  also  with  the 
profession  which  at  first  had  given  it  the  cold  shoulder,  when  it  was 
learned  many  aliments  of  the  throat  could  be  relieved  by  physicians  famil- 
iar with  the  more  modem  methods  of  treatment.  As  an  evidence  of  the 
rapid  growth  and  popularity  of  the  specialty, — within  less  than  five  years 
after  the  organization  of  this  Society  it  was  deemed  desirable  to  have  u 
national  society,  and  the  American  Laryngological  Society  was  organized 
at  Buffalo,  with  a  membership  at  that  time  limited  to  fifty  but,  later,  in- 
creased. In  the  nineties,  a  sister  society  was  organized,  the  American 
Laryngological,  Rhinological  and  Otological,  with  a  large  membership  roll. 

During  the  two  years  that  I  spent  abroad  acquiring  a  knowledge  of  the 
specialty  the  treatment  of  nasal  troubles  was  practically  ignored;  of 
course,  polypi,  foreign  bodies,  and  tumors  were  recognized  and  removed, 
but  there  was  no  systematic  instruction  given  for  nasal  troubles,  as  there 
was  for  the  larynx  and  pharynx.  The  prevalence  of  chronic  rhinitis,  or 
so-called  nasal  catarrh,  stimulated  research  into  the  hidden  labyrinths 
of  the  nose,  and  in  this  branch  of  the  specialty  we  went  rapidly  ahead  of 
our  confreres  on  the  other  side  of  the  Atlantic. 

Dr.  Horace  Green,  whom  the  profession  in  our  country  to-day  appreci- 
ates and  honors,  was  the  first  throat  specialist  in  America,  and  the  first 
in  the  world  to  demonstrate  that  an  instrument  could  be  Introduced  into 
the  larynx  through  the  rima  glottidis  into  the  trachea,  and  as  far  as  the 
bifurcation  of  the  bronchi.  For  the  local  treatment  of  the  larynx  he  used 
a  sponge  probang  charged  with  a  strong  solution  of  nitrate  of  silver,  and 
by  means  of  a  catheter  introduced  solutions  into  the  bronchi  for  the  re- 
lief or  cure  of  certain  pathological  conditions.  His  work  on  "Polypi  of 
the  lar>-nx  and  edema  of  the  glottis,"  showed  that  he  was  far  In  advance 
of  the  age  in  which  he  lived;  he  not  only  diagHOsticated  the  presence  of 
laryngeal  growths,  but  successfully  relieved  them  by  means  of  laryngo- 
tracheotomy.  If  the  laryngoscope  had  not  been  discovered  as  an  aid  to 
diagnosis  there  would  nevertheless  be  to-day  throat  specialists  following 
the  methods  and  teachings  of  Dr.  Horace  Green. 

I  have  endeavored  thus  briefly  to  set  forth  the  good  work  accomplished 
by  the  early  laryngologists  in  establishing  the  first  laryngological  society 
In  the  world;  "they  builded  better  than  they  knew,"  and  as  a  tree  ia 
known  by  its  fruit,  so  will  the  work  of  these  pioneers  be  appreciated  and 
understood  when  we  look  upon  the  scientific  work  now  being  done  by  the 
Section  on  Laryngology  and  Rhlnology  of  the  New  York  Academy  of 
Medicine. 

DISCUSSION. 

Db.  Carter:  After  listening  to  this  masterly  review  of  our  early  his- 
tory I  feel  quite  sure  that  we  can  appreciate  more  fully  the  meaning  of 
Lowell's  words,  when  he  said  "The  past  is  a  good   nurse." 


58  SOCIETY   PROCEEDINGS. 

Certainly  Dr.  Wagner's  remarks  should  make  us  realize  that  the  main 
object  after  all  Is  the  promotion  of  the  science  and  art  of  our  specialty. 

Introduction  of  Dr.  Delavan.      Dh.  Carter. 

The  next  speaker  of  the  evening  is  so  well  known  to  this  audience  that 
a  formal  introduction  is  unnecessary  to  insure  him  an  enthusiastic  greet- 
ing. 

But  aside  from  this  feeling  of  personal  satisfaction  at  having  him  with 
us  tonight,  we  are  tilled  with  delightful  anticipations  awakened  by  his 
subject,  inspired  as  it  is  by  the  highest  of  professional  ideals;  the  desire 
to  keep  alive  in  us  an  interest  in  the  great  men  of  the  past,  to  give  to 
the  Society  the  credit  that  it  deserves,  and  to  perpetuate  in  lasting  bronze 
Its  noble  origin.    May  we  always  have  such  a  friend  and  know  his  value. 

Larngology  in  New  York.     Dit.    D.    Bhvso.v    Dei..\vax. 

We  have  met  to  commemorate  the  fortieth  anniversary  of  the  New  York 
Laryngological  Society,  the  first  society  of  laryngology  ever  established 
In  this  country  or  in  the  world.  We  are  also  accorded  the  great  privilege 
of  offering  our  tribute  of  honor  and  appreciation  to  its  modest  but  far- 
sighted  and  public-spirited  founder.  Dr.  Clinton  Wagner,  the  guest  of  the 
evening,  and  to  those  associated  with  him  in  the  Society's  primal  organi- 
zation. It  is  well  that  we,  as  men  loyal  to  the  medical  profession  of  the 
country  and  justly  proud  of  the  city  in  which  we  live,  should  fearlessly 
claim  for  New  York  the  credit  for  intellectual  and  scientific  eminence 
which  through  many  generations  its  physicians  havg  so  richly  deserved, 
and  that  we  should  at  this  time  recount  the  story  of  what  New  York  has 
done  for  laryngology,  and  study  the  exploits  of  the  men  who  have  con- 
tributed in  so  many  wonderful  ways  to  its  tame. 

L<ong  before  the  invention  of  the  laryngoscope  it  was  in  the  City  of 
New  York  that  attention  was  first  seriously  turned  to  the  special  study 
of  diseases  of  the  throat;  here  that  the  most  important  principle  connected 
with  the  physiologj-  of  the  throat  was  first  discovered;  here  that  the  pos- 
sibilities of  the  topical  treatment  of  the  larynx  were  first  demonstrated,  de- 
veloped, and  perfected;  here  that  intra-laryngeal  surgery  had  its  birth;  the 
first  public  throat  clinic  in  America, — perhaps  in  the  world, — was  estab- 
lished here;  here  the  causes  of  nasal  obstruction  were  first  understood  and 
successfully  treated,  and  the  way  thus  opened  for  the  recognition  and  treat- 
ment of  sinus  disease;  here  that  Roller,  abandoning  Europe,  taught  the 
value  of  local  anesthesia  and  gave  us  cocaln;  here  the  first  post-graduate 
schools  were  established,  important  features  of  which  were  well  organized 
and  equipped  departments  for  instruction  in  laryngology ;  here  it  was  that 
French  perfected  photography  of  the  larynx,  herp  Edison  invented  the 
phonograph,  and  here,  again,  in  the  city  of  New  York,  was  founded  the 
first  Society  of  Laryngology  in  the  world. 

The  founding  of  the  society  was  the  culmination  of  more  than  a  cen- 
tury of  earnest  groping  for  the  light;  and  while  the  progress  was  tedious 
and  slow  there  was  a  constant  advancement  of  which  this  was  the  suc- 
cessful, the  triumphant  issue.  It  was  not  until  the  latter  part  of  the 
first  half  of  the  nineteenth  century  that  the  subject  began  to  receive  con- 
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siderable  and  increasing  attention.  In  1846,  Horace  Green  presented  his 
"Treatise  on  bronchitis,"  the  result  of  work  begun  by  hlni  in  1838. 

In  this  extraordinary  thesis  he  first  described  what  he  called  "Catheter- 
ization of  the  larynx."  Under  this  unpretending  title  he  announced  the 
great  discovery  that  a  foreign  body  could  be  Introduced  into  the  larynx 
and  even  below  the  -vocal  cords  without  producing  suffocation.  For  this 
all-important  discovery  credit  is  beyond  question  due  to  Green.  The  worth 
of  his  suggestion  as  to  the  value  of  local  appiications  to  the  larynx  in 
general  and,  in  particular,  of  nitrate  of  silver  is  proved  by  the  fact  that 
in  the  Vienna  clinics  and  elsewhere  silver  was  the  main  reliance  for  more 
than  a  generation,  and  as  added  contirmation  is  the  fact  that  argyrol  is 
to-day  one  of  our  most  popular  remedies.  Green's  publications  covered  a 
much  wider  field  than  we  have  alluded  to  and  were  destined  to  produce 
a  revolution  in  the  treatment  of  laryngeal  disease  and  to  open  the  way 
for  new  methods,  both  medical  and  surgical,  which  have  constantly  in- 
creased in  number  and  value  from  that  time  to  the  present  day. 

To  the  name  of  Horace  Green  must  be  added  that  of  another  citizen  of 
-Vew  York,  Dr.  Gurdcn  Buck,  who,  in  1848,  published  a  series  of  classical 
papers  upon  "Edema  ot  the  larynx,"  in  which  he  taught  the  diagnosis 
of  these  cases  by  palpation,  and  devised  a  special  knife  which,  safely 
guarded  by  the  forefinger  of  the  examiner,  could  be  passed  into  the  larynx 
and  applied  with  successful  effect. 

In  1858,  the  dawn  ushered  in  by  Horace  Green  was  made  brilliant  day- 
light by  ^fanuel  Garcia's  invention  of  the  laryngoscope  and  the  way  was 
prepared  for  the  establishing  of  the  specialty  upon  a  definite  and  firm 
basis.  Here,  again.  New  York  took  the  lead,  at  least  in  this  hemisphere, 
for  it  was  the  distinguished  Ur.  Krackowitzer,  surgeon  to  the  New  York 
Hospital,  who  first  in  this  country  procured  a  laryngoscope  from  Vienna 
and  with  it,  in  1858,  demonstrated  the  vocal  cords. 

Following  the  announcement  of  Garcia's  Invention  and  Czermak  and 
Tuerck's  appreciation  of  It,  a  clinic  was  established  in  Vienna  by 
Tuerck  to  which  many  students  resorted  for  instruction  in  .the 
new  art.  This  was  followed  by  other  clinics  in  Vienna  and  in  Paris,  and 
later  in  London  and  Berlin,  the  most  noted  of  which  were  under  the 
direction  of  Tobold  of  Berlin,  von  Schroetter  of  Vienna,  Mackenzie  of 
Liondon,  and  Fauvel  and  Krishaber  of  Paris.  The  progressive  young  Amer- 
icans were  not  slow  to  take  advantages  of  these  opportunities,  for  in  that 
day,  contrary  to  what  is  now  the  case,  if  laryngology  was  to  be  learned 
at  all  it  was  necessary  to  go  abroad  to, study  it.  Among  those  early 
students  were  our  founders. 

But  the  success  of  their  effort  in  establishing  this  Society  was  not  con- 
fined to  New  York.  Five  years  after  the  organization  of  the  New  York 
Society,  able  laryngologists  were  to  be  found  In  most  of  the  principal 
cities  of  the  Northern  States.  So  great  was  the  increase  that,  following 
Dr.  Wagner's  original  intention  In  187X,  the  American  I>aryngoIogical  As- 
sociation was  founded.  Meanwhile,  the  British  I^aryngologlcal  Asaocta- 
tlon  was  founded  by  Sir  Morell  Mackenzie  In  1888,  ten  years  after  th<? 
American  I^aryngologlcal  Association,  and  not  until  fifteen  years  after  the 
Karyngologlcal  Society  of  New  York,    The  national  asaoclationB  of  France 
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and  Belgium  were  begun  in  1890,  that  of  Italy  in  1892,  and  of  Holland, 
in  1893, — Scandinavia,  Russia,  Germany,  Austria,  and  Spain  not  being 
at  that  time  represented. 

The  men  who  entered  the  department  of  laryngology  in  those  early  days 
were  of  the  highest  type.  Not  a  few  of  them  had  seen  service  in  the 
Civil  war,  either  as  members  of  the  medical  corps  or  in  some  other  branch 
of  the  service.  Chief  among  them  was  Dr.  Wagner,  whose  war-record  is 
an  eloquent  tribute  to  the  courage  and  efficiency  of  the  man.  Entering  the 
medical  corps  in  1860,  he  served  with  distinction  until  the  close  of  the 
conflict.  He  established  numerous  hospitals,  among  them,  the  first  float- 
ing hospital  on  western  waters.  He  was  Surgeon  in  Chief  of  the  Regular 
(or  Second)  Division  of  the  Fifth  Corps  of  the  Army  of  the  Potomac. 
At  the  battle  of  Gettysburg,  his  hospital  was  the  one  nearest  to  the  firing 
line  and,  in  the  desperate  attempt  of  the  Confederates  to  retake  Little 
Round  Top,  was  in  the  midst  of  such  a  hot  fire  of  shot  and  shell  that  it 
became  necessary  to  abandon  it  for  a  less  exposed  position.  As  the  out- 
growth of  his  opportunities  during  those  stirring  years  Dr.  Wagner  had 
a  rich  surgical  experience  before  he  was  25. 

Dr.  Asch  also  saw  service  as  an  army  surgeon.  Dr.  Rufus  Pratt  Lin- 
coln enlisted  when  a  Junior  at  Amherst  College,  entering  as  Second  Lieu- 
tenant and  rising  rapidly  to  the  colonelcy  of  the  Thirty-Seventh  Regiment 
Massachusetts  Volunteers,  and  having  been  severely  wounded  in  several 
important  battles  was  mustered  out  near  the  close  of  the  war  with  the 
rank  of  Brevet  Brigadier  General. 

I  call  attention  to  this  phase  of  the  life  of  the  time  because  by  reason 
of  it  extraordinary  opportunities  were  given  for  the  development  of  strong 
traits  of  character  and,  in  the  medical  service,  for  unlimited  opportunity 
In  medical  as  well  as  surgical  worli.  The  men  who  entered  laryngology, 
moreover,  were  generally  of  good  position  and  excellent  education,  pos- 
sessed of  fine  intelligence,  and  able  to  afford  the  means  for  securing  the 
best  special  training.  They  realized  the  value  of  the  new  specialty  as  a 
field  for  scientific  investigation  and  for  practical  work.  Of  highly  trained 
power  of  observation,  untiring  clinicians,  and  diligent  readers,  they  re- 
lied upon  the  experience  gained  by  such  means  rather  than  upon  the  not 
always  Infallible  findings  of  the  laboratory.  They  were  also  enthusiastic 
teachers.  No  wonder  that  their  pupils  were  inspired  with  a  little  of  th« 
leaven  which  they  so  freely  gave. 

As  before  stated,  rhinology  was  unknown  in  the  early  seventies.  At- 
tempts were  made  to  treat  naso-pharyngeal  catarrh,  but  beyond  that  and 
the  surgical  treatment  of  polyps  and  growths,  and  the  control  of  epis- 
taxls,  little  was  done.  Nasal  obstruction  was  not  understood,  and  the 
causes  leading  to  it  were  practically  unrecognized,  although  Catlin  in  a 
very  interesting  work  had  called  attention  to  "mouth-breathing"  In  1853, 
and  Clinton  Wagner  had  presented  an  admirable  thesis  on  the  same  sub- 
ject, as  related  to  medicine,  in  1881.  Nasal  affections  in  general  were 
grouped  under  the  head  of  ''nasal  catarrh,  or  chronic  rhinitis."  The 
surgery  of  the  septum  and  of  the  turbinated  bodies  did  not  exist.  The 
nasal  sinuses,  except  anatomically,  were  unknown. 
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Dr.  William  Chapman  Jarvis,  a  member  of  the  New  York  Society,  was 
the  first  who  recognized  and  directed  attention  to  the  importance  of  nasal 
obstruction  due  to  undue  swelling,  or  to  chronic  hypertrophy,  of  the  nasal 
bodies,  and  he  devised  that  most  Ingenious  of  all  Instruments  for  cor- 
recting the  difficulty,  the  so-called  Jarvis  snare.  Bosworth  recognized 
the  part  played  In  nasal  obstruction  by  nasal  spurs,  and  was  the  first  to 
advocate  their  removal  by  means  of  the  saw.  Another  member  of  the 
New  York  Society,  James  H.  GoodwilUe,  substituted  for  Bosworth's  saw 
the  dental  engine  for  the  carrying  of  trephines  and  burrs;  and  still  an- 
other member,  Asch,  recognized  the  inadequacy  of  the  efforts  made  by 
Adams  and  others  to  repair  deficiencies  of  the  nasal  septum  and  gave  us 
tne  first  practical  method  for  their  relief;  this  method,  with  its  modifica- 
tions, still  holds  a  position  of  much  usefulness,  in  spite  of  newer  and 
less  conservative  measures. 

Dr.  Louis  Sass  made  many  contributions  to  the  armamentarium  of  our 
specialty,  notably  his  modification  of  the  spray  atomizer,  which  super- 
bang  and  revolutionized  the  method  of  making  applications  to  the  throat. 

Finally,  we  have  within  New  York  State,  Dr.  John  O.  Roc,  whose  won- 
derful originality,  ingenuity  and  technical  skill  in  repairing  nasal  de- 
formities in  general  have  caused  him  to  outrank  all  others,  either  in  this 
seded  the  use  of  the  laryngeal  brush,  as  the  brush  had  superseded  the  pro- 
country  or  abroad.  Lincoln  also  did  notable  nasal  work,  especially  in 
the  treatment  of  naso-pharyngeai  fibroma.  He  was  the  first  president  of 
the  new  section  after  the  merging  of  the  New  York  Laryngological  So- 
ciety with  the  New  York  Academy  of  Medicine. 

One  of  the  most  interesting  Inventions  that  laryngology  has  produced 
was  made  by  our  distinguished  colleague  from  Brooklyn,  Dr.  Thomas 
Rushmore  French.  I.,ennox  Browne  of  London  had  succeeded  In  photo- 
graphing by  time-exposure  the  larynx  of  a  singer  who  could  demonstrate 
his  own  remarkably  tolerant  throat.  Dr.  French  devised  a  special  camera 
by  means  of  which  any  larynx  or  upper  pharynx  that  could  be  demon- 
strated at  all  could  be  photographed  by  an  instantaneous  process.  Thus 
a  new  and  effective  method  was  provided  for  the  study  of  the  upper  air 
passages,  and  many  new  facts  were  developed  upon  the  subject  of  the 
physiology  of  the  parts  and  of  the  production  of  the  voice.  Indeed,  with 
the  advent  of  French's  camera  and  Edison's  phonograph.  New  York  placed 
the  study  of  voice  production  for  the  first  time  upon  a  genuinely  scien- 
tific basis.  French  has  also  devised  an  adjustable  table  for  securing  the 
upright  position  of  the  patient  in  the  removal  of  adenoids  and  other 
operations  upon  the  throat  and  head.  This  chair,  which  has  been  per- 
fected within  the  last  year,  is  the  most  admirable  device  of  its  kind  that 
has  yet  been  Invented. 

Joseph  J.  O'Dwyer,  of  New  York,  a  man  of  lofty  character  and  far-see- 
ing intelligence,  devised  the  method  of  intubation  for  the  relief  of  laryn- 
geal obstruction  in  diphtheria,  one  of  the  most  remarkable  exploits  in 
the  history  of  surgery,  and  which  was  recognized  by  him  as  being  applica- 
ble In  many  other  and  widely  different  conditions  of  laryngeal  disease 
and  injury.  In  addition  to  diphtheria,  he  applied  It  to  obstruction  of  the 
larynx  due  to  acute  diseases,  to  injuries  and  lacerations  of  the  soft  parta. 
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and  to  fractures  of  the  laryngeal  cartilages.  He  also  employed  It  with 
success  in  the  treatment  of  cicatricial  contractures  of  the  larynx,  and  his 
methods  in  this  class  of  laryngeal  deformity,  elaborated  by  the  modifica- 
tions of  Dr.  John  Rogers,  of  New  York,  have  proved  far  superior  to  any 
that  preceded  them  or  to  those  of  European  device  which  have  been  of- 
fered to  us  of  late  years. 

In  the  literature  of  laryngology,  New  York  has  always  occupied  a  prom- 
inent place.  Following  the  introduction  of  the  laryngoscoi>€,  a  number 
of  works  appeared  in  Europe  which  were  of  greater  or  less  value.  It  re- 
mained for  three  English-speaking  authors  to  present  complete  treatises 
upon  the  subject  of  laryngology  and  rhinology.  These  were  J.  Solis- 
Cohen  of  Philadelphia,  Sir  Morell  Mackenzie  of  London,  and  Francke  H. 
Bosworth  of  New  York.  These  thoroughly  comprehensive  works  exerted 
a  final  influence  in  the  establishing  of  the  specialty  throughout  the  world, 
that  has  never  been  equalled.  Among  the  other  writers  of  the  day,  Bev- 
erley Robinson,  Elsberg,  Wagner  and  Lefferts  were  eminent.  All  of  the 
leading  men  of  the  time  were  doing  excellent  original  work  and  freely 
recording  their  results.  What  they  accomplished  would  have  been  worthy 
of  all  credit  had  it  ended  with  them.  But  through  us  who  came  under 
its  influence  and  through  those  who  in  turn  have  been  our  pupils,  we 
may  hope  that  it  will  live  and  flourish  for  many  generations  to  come.  A 
valuable  contribution  is  Dr.  Elsberg's  "Bibliography  of  laryngology  in  the 
United  States,"  dating  from  the  earliest  records  to  1875.  In  1875  Dr.  Lef- 
ferts began  to  publish  monthly  a  complete  report  of  the  current  laryn- 
gological  literature  of  the  world.  This  was  carried  on  by  him  for  a  num- 
ber of  years,  and  later  was  taken  up  without  interruption  by  the  "Index 
Medicus,"  where  it  is  still  continued.  Of  the  total  amount  of  laryngolog- 
ical  literature  of  the  world,  the  United  States  contributes  25  per  cent,  and 
of  this  New  York's  share  is  large  and  of  superior  excellence. 

Of  teachers,  New  York  has  produced  and  Is  still  producing  a  splendid 
array,  many  of  whom  have  attained  the  highest  distinction,  both  In  the 
departments  of  graduate  and  of  undergraduate  instruction.  Dr.  Wagner 
established  the  Metropolitan  Throat  Hospital  and  made  it  a  model  insti 
tutlon,  which  soon  became  famous  among  those  desiring  advanced  in 
stru<;tion.  Many  of  his  pupils  were  destined  to  advance  to  positions  of 
eminence,  as  such  names  as  Desvenine,  of  Havana,  Lowman,  of  Cleve- 
land, and  Simpson,  of  New  York,  will  testify. 

According  to  the  statements  of  the  late  Dr.  Elsberg,  he  himself  was  the 
first  to  lecture  on  laryngology  in  the  United  States.  He  began  in  New 
York  City  in  1861,  and  in  186a  established  a  laryngological  clinic  at  the 
University  Medical  College.  Dr.  Elsberg  claimed  that  this  was  the  first 
public  clinic  in  America  and  perhaps  in  the  world.  The  present  year 
(1913)  marks  its  fiftieth  anniversary  and  finds  in  New  York  City  alone 
nearly  sixty  clinics  for  the  treatment  of  diseases  of  the  throat. 

In  the  history  of  the  Society,  the  fine  altruism  of  medicine  at  Its  best 
has  been  splendidly  shown.  The  great  discoveries  were  not  hoarded  for 
the  purpose  of  personal  gain  but  were  freely  and  enthusiastically  given 
to  the  profession  and  to  the  world,  with  the  freest  liberality  and  the  most 
oroad-minded  and  philanthropic  spirit.  The  idea  that  salvarsan  could  be 
patented  had  not  occurred  to  their  unsophisticated  minds. 
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The  history  of  the  Society  since  It  became  the  Section  on  Laryngology 
of  the  Academy  of  Jledkine,  Itself  the  tirst  and  best  institution  of  its 
kind  in  the  world,  is  too  recent  to  admit  my  bringing  It  before  you  to- 
night.   SuflBce  it  to  say  that  It  has  thus  far  well  sustained  its  traditions. 

Its  present  is  most  satisfactory  and  the  promise  of  the  future  was  never 
more  bright. 

It  is  my  strong  and  earnest  desire  to  excite  and  foster  a  lively  interest 
In  the  history  of  our  specialty  In  this  country.  That  a  knowledge  of  what 
has  been  done  in  the  past  by  others  may  at  any  time  be  productive  of 
most  valuable  results  to  ourselves  has  been  frequently  shown.  Thus,  the 
work  of  Professor  Langley  and  of  the  Wrights  in  the  invention  of  a  flying 
machine,  although  apparently  a  failure,  was  turned  to  brilliant  success 
by  the  introduction  of  the  motor  engine.  A  given  work  of  the  past  may 
have  fallen  short  of  success  simply  for  the  lack  of  some  element  or  de- 
tail which  later  years  have  supplied.  This  idea  has  been  beautifully  illus- 
trated by  the  evolution  of  the  bronchoscoi)e.  We  of  New  York  may  claim 
no  inconsiderable  share  of  the  credit  for  this  wonderful  invention,  as  will 
be  seen  when  we  remember  the  principles  upon  which  it  depends.  These 
are,  the  tolerance  of  the  larynx  to  the  presence  of  a  foreign  body,  the  in- 
sertion into  it  of  a  tube  capable  of  dilating  It  to  Its  fullest  extent,  and 
the  Introduction  through  this  tube  and  into  the  deeper  parts  of  the  air 
|)assages  of  a  powerful  light.  The  tolerance  of  the  larynx  to  the  passage 
of  a  foreign  body  was  first  definitely  established  by  Horace  Green  of  New 
York;  O'Dwyer  of  New  York  demonstrated  that  the  larynx  would  retain 
a  dilator  for  an  indefinite  length  of  time.  He  himself  also  devised  a  tube 
for  the  express  purpose  of  facilitating  the  expulsion  of  foreign  bodies  from 
the  trachea;  thus  propounding  the  grand  fundamental  idea  of  the  instru- 
ment. Acting  upon  this  suggestion.  Coolidge  of  Boston  lengthened  the 
O'Dwyer  tube  and  illuminated  the  trachea  through  it  with  a  strong  re- 
flected light.  Tho«as  Edison  of  New  York  had  invented  the  incandescent 
electric  lamp,  and  this  had  been  modified  in  the  form  of  lamps  capable 
of  being  used  in  the  exploration  of  various  cavities  of  the  body.  To  adopt 
this  principle  of  examination  to  the  method  of  Coolidge  and  of  Moaher. 
also  of  Boston,  was  comparatively  simple,  and  when  Klrsteln  and  Killian 
had  exhausted  their  Ingenuity  Chevalier  Jackson,  another  American,  set 
his  brilliant  mind  upon  the  matter  and  gave  to  the  world  the  perfected 
bronchoscope. 

Again,  the  fact  that  an  invention  or  an  Idea  Is  old  Is  no  proof  that  It 
is  necessarily  inferior  to  something  more  recent.  On  the  contrary,  many 
an  old  method  Is  superior  to  the  ones  which  have  taken  its  place,  and  its 
abandonment  has  been  a  step  backward  and  a  distinct  loss.  There  are 
always  those  who  will  say:  "Of  what  use  is  a  knowledge  of  the  past? 
Why  should  I  waste  time  upon  it  when  the  present  holds  out  so  much  to 
me  and  the  future  Is  beyond?"  No  thinking  man  can  satisfy  his  mind 
with  this  sentiment,  as  the  history  of  the  development  of  the  broncho- 
scope proves.  We  have  no  way  of  Judging  of  the  future,  or.  Indeed,  of 
truthfully  understanding  the  present  but  by  the  past.  And,  knowing  the 
past  and  guiding  ourselves  by  it,  how  many  successes  might  we  emulate, 
how  many  errors  avoid?     History  Instructs  and  warns.     Tradition,  the 
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outgrowth  of  history,  dignifies;  -while,  fostered  by  tradition,  sentiment 
stimulates  us  to  action  and  inspires  us  to  high  alms. 

One  of  the  chief  objects  of  this  meeting  is  to  arouse  in  the  members  of 
the  Society,  present  and  to  come,  a  lively  interest  in  the  work  of  the  past. 
To  that  end  we  have  tried  to  give  not  only  the  record  of  its  origin  and 
its  early  career,  but  to  place  In  the  permanent  keeping  of  a  strong  and 
enduring  institution  certain  definite  reminders  of  the  past  of  laryngology 
in  America  and  in  New  York.  These  things  might  have  been  deposited 
elsewhere,  but  there  is  no  city  where  they  so  rightfully  belong  as  in  New 
York,  and  no  institution  likely  to  better  utilize  and  appreciate  them  than 
the  Academy  of  Medicine. 

This  tablet,  which  I  have  taken  great  satisfaction  In  preparing  for  you, 
has  been  accepted  by  the  Trustees  of  the  Academy  and  approved  by  the 
members  of  the  Section  on  Laryngology  in  regular  meeting.  I  place  it  In 
your  safe-keeping  with  full  confidence  that  it  will  fulfill  its  intended  mis- 
sion. May  it  arouse  in  us  and  in  those  who  shall  come  after  us  a  desire 
for  full  and  thorough  knowledge  in  all  that  pertains  to  our  chosen  field 
of  professional  work;  may  it  add  to  our  enthusiasm  and  respect  for  this 
great  metropolis  of  which  we  are  citizens;  may  it  stimulate  a  just  appre- 
ciation of  American  medicine  and  a  high  ambition  to  forever  keep  it  by 
superior  ability,  by  superior  energy,  and,  far  above  all,  by  superior  in- 
tegrity, in  tho  forefront  of  the  progress  of  the  world. 

Acceptance  of  Bronze  Tablet  and   Memorabilia.         Dr.  William  Wesley 

UAETER. 

Dr.  Delavan:  In  presenting  this  artistic  bronze  tablet  commemorat- 
ing the  fortieth  anniversary  of  the  Laryngological  Section  of  the  Acad- 
emy of  Medicine,  you  record  to  posterity  the  distinction  of  its  birth;  and 
in  donating  these  valuable  memorabilia  bearing  upon  its  early  history, 
and  these  early  models  of  instruments,  some  of  which*  we  find  so  useful 
to-day,  and  thus  showing  the  evolution  of  our  present  armamentarium, 
you  have  established  a  shrine  to  which  its  members  can  ever  look  for 
inspiration. 

In  accepting  these  historic  emblems  the  Section  recognizes  with  grate- 
ful appreciation  your  professional  pride  in  its  welfare,  and  it  pledges 
Itself  to  maintain  the  high  standard  upon  which  the  original  society  was 
founded. 

Organized  as  it  was  in  the  very  infancy  of  laryngology  in  this  country 
this  Section  has  exerted  a  distinct  influence  upon  our  specialty,  and  has 
contributed  its  full  share  to  its  unparalleled  growth.  It  is  well,  there- 
fore, tor  us,  who  have  come  upon  the  arena  after  the  first  great  battles 
have  been  fought  and  won  by  our  worthy  forbears,  to  know  whence  came 
the  enthusiasm  that  has  accomplished  these  results. 

Among  all  the  specialties  not  one  has  advanced  with  more  rapid  strides; 
for  only  a  few  years  ago  laryngology  received  only  a  modicum  of  re- 
spect and  its  devotees  were  almost  ostracised  by  the  general  profession. 
But  all  this  is  changed,  and  it  is  now  recognized  as  a  calling  well  worthy 
of  the  best  efforts  of  the  most  skillful  men  in  the  profession. 
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Laryngology  is  a  child  of  necessity,  and  like  all  such  offsprings  it  is 
endowed  with  those  sturdy  characteristics  especially  designed  for  over- 
coming difficulties.  But  the  position  of  distinction  that  our  specialty 
now  occupies  Is  due,  not  to  any  fortuitous  circumstances,  but  to  the  char- 
acter of  the  men  who  have  embraced  It.  So  let  us  not  fail,  while  utilizing 
the  gains  of  science,  to  appreciate  the  dignity  and  worth  of  those  through 
whom  they  were  obtained. 

At  no  time  in  the  history  of  laryngology  have  there  been  so  many  able 
men  engaged  in  devising  new  methods  and  in  perfecting  the  old;  to  name 
one  would  necessitate  the  naming  of  dozens;  and  to  even  mention  the  new 
and  efficient  procedures  for  relieviog  the  various  abnormal  conditions  that 
arise  within  our  field  of  effort  would  require  an  extra  allowance  of  time. 
I  may  mention  only  one,  the  bronchoscope;  this  instrument  has  opened 
up  a  new  field  to  the  laryngologist,  the  extent  of  which  with  its"  won- 
derful possibilities  is  only  just  beginning  to  be  appreciated.  The  know- 
ledge of  this  instrument  should  be  spread  throughout  the  length  and 
breadth  of  the  land,  so  that  every  layman  may  know  that  when  a  foreign 
body  becomes  lodged  in  the  air  passages  it  may  be  removed  under  the 
direct  guidance  of  the  eye  by  one  skilled  in  Its  use.  This  knowledge 
would  stimulate  the  parent  to  act  quickly  should  this  emergency  arise, 
and  I  believe  that  many  children  would  be  saved  from  death  by  suffo- 
cation, broncho-pneumonia  and  abscess  of  the  lung. 

Our  Section  has  not  only  followed  the  great  advances  made  in  our  sci- 
ence but  It  has  contributed  to  It  largely.  Indeed  there  are  men  within  my 
hearing  tonight  whose  contributions  to  the  science  of  our  specialty  have 
been  admired,  not  only  in  our  own  country  but  in  foreign  parts  as  well, 
and  their  works  claim  a  place  of  distinction  in  the  literature  of  every 
country  in  the  world.  There  are  men  among  us  who  have  drunk  deep  of 
the  astral  wines,  and  who  can  see,  engraved  upon  the  very  stars  them- 
selves, the  great  future  of  our  specialty. 

It  Is  Indeed  a  fitting  tribute  to  this  the  oldest  laryngological  society 
in  the  world,  that  this  beautiful  bronze  tablet  shall  occupy  an  appropriate 
place  on  the  walls  of  the  Academy,  where  it  will  preserve  in  perpetuity 
the  distinction  of  its  birth. 

DISCUSSION. 

Dr.  Gleitsman.v  said  that  he  had  occasion  about  seven  years  ago  to 
look  up  the  early  history  of  laryngology  in  the  United  States,  at  the  oc- 
currence of  the  seventieth  birthday  of  the  late  Leopold  Schroetter,  whose 
previous  assistant  requested  his  former  pupils  to  contribute  articles  to  a 
"Festschrift"  to  be  dedicated  to  him. 

Schroetter  at  that  time  was  not  only  an  excellent  and  popular  teacher, 
drawing  physicians  from  many  countries  to  his  clinic  but  was  also  a 
very  convivial  fellow,  who  Joined  his  students  In  the  evening  In  the  fa- 
vorite medical  restaurant,  the  Riedhof,  which  was  still  In  existence  at  a 
visit  to  Vienna  In  1909. 

The  development  of  laryngology  In  the  United  States  has  been  so  fully 
described  by  Dr.  Delavan  that  very  little  can  be  added,  while  In  Schroct- 
ter's  "Festschrift,"  1907,  It  was  stated  that  In  twelve  colleges  no  laryn- 
gology wag  taught,  now  all  have  teachers  for  our  specialty. 
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As  Dr.  Delavan  stated.  Dr.  Klsberg  established  (1863)  the  first  laryn- 
gologlcal  clinic  at  the  University  .Medical  College.  The  College  of  Phy- 
sicians and  Surgeons  opened,  at  Dr.  Leit'ert's  request,  a  laryngological 
clinic  in  1875,  which  soon  became  well  and  favorably  known  by  the 
thorough  teaching  and  the  practical  clinical  work  of  the  assistants.  To 
this  clinic  Leffert  devoted  all  his  energy  and  he  kept  complete  memoranda 
of  its  work  till  he  resigned.  He  gave  the  speaker  the  privilege  to  inspect 
them,  and  he  prefaced  and  dedicated  them  with  a  tribute  to  the  interest 
and  help  he  had  derived  in  his  work,  viz.,  to  his  wife. 


Regular  Meeting,  December  17,  1913. 

Hydrorrhea  Nasalis:  Cured,      Dr.  John  Uutt.m.\x. 

The  patient  was  sick  in  April,  lUlO.  One  morning  on  getting  up  she 
had  a  copious,  clear,  watery  discharge  from  the  nose.  This  continued 
for  a  day  and  night,  and  at  night  she  could  not  sleep  for  she  had  to  bend 
forward  and  put  towels  under  her  nose — if  she  lay  on  her  back  the  dis- 
charge would  run  down  the  throat  and  choke  her.  This  continued  for 
six  weeks  and  then  suddenly  stopped.  Then  she  had  another  attack  which 
lasted  for  a  week  or  two.  She  went  to  all  sorts  of  dispensaries  and  to 
various  doctors,  but  the  attacks  continued  off  and  on  for  three  years,  with 
Intervals  of  a  few  weeks  or  months.  She  was  a  hair  dresser  by  vocation, 
but  could  not  follow  her  occupation  because  the  discharge  would  fall  up- 
on the  hair  of  her  customers.  In  April,  1911,  she  went  for  six  weeks  to 
a  large  Eye,  Ear,  and  Throat  Hospital  in  the  city  and  was  examined  very 
thoroughly;  her  blood  was  examined,  and  an  x-ray  picture  was  taken, 
and  then  as  she  expressed  it,  they  suggested  "to  operate  on  her  spinal 
column."  This  she  refused,  and  finally  came  to  Dr.  Guttman,  who  had 
the  discharge  examined  at  the  Neurological  Institute.  They  reported 
that  the  discharge  was  nasal,  not  spinal  fluid.  Dr.  Guttman  then  tried 
various  medications  without  any  effect.  He  then  removed  the  middle 
turbinate  body  on  the  healthy  side.  The  discharge  came  from  the  left 
side,  but  the  right  turbinate  was  removed  without  any  effect.  A  week 
later,  the  left  turbinate  was  removed  and  immediately  the  discharge 
ceased  and  has  not  since  recurred.  The  patient  feels  as  well  as  she  ever 
did. 

The  condition  seems  to  be  a  sort  of  vaso-motor  disturbance  belonging 
to  the  same  class  as  hay-fever  and  rhinitis  nervosa.  It  is  a  reflex  irrita- 
tion. The  point  of  irritation  lies  probably  in  the  nose,  thence  affecting 
the  nerve  which  leads  to  the  central  nervous  system,  and  from  there  to 
the  vaso-motor  nervous  system, — hence  the  discharge.  The  condition 
seems  to  have  been  checked  by  severing  the  ends  of  the  centripetal  nerve 
and  so  inhibiting  the  irritation.  There  was  no  sign  of  any  accessory 
sinus  affection,  and  nothing  of  any  significance  to  be  seen  but  the  copious 
exudation.  Dr.  Guttman  said  that  this  was  the  only  theory  by  which  he 
could  explain  the  case.    He  could  only  find  one  similar  case,  reported  by 
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St.  Clair  Thomson.  In  this  case  Lichtwitz  operated  on  the  nose  and 
by  entering  the  frontal  sinus  through  the  nose  was  able  to  cure  the  con- 
dition. 

DISCUSSION. 

Dr.  H.\R.Mo>f  SiHTii  said  that  he  wished  to  corrobrate  the  symptoms 
enumerated  by  Dr.  Guttman,  as  the  case  had  been  under  his  personal 
supervision  at  the  Manhattan  Eye,  Ear  and  Throat  Hospital.  He  had  had 
the  fluid  examined  chemically  to  determine  If  It  were  a  true  hydrorrhea 
or  a  cerebro-splnal  fluid,  the  only  way  by  which  the  character  ol  tha  di*. 
charge  can  be  accurately  determined,  and  the  report  had  proved  it  to  be 
a  true  hydrorrhea.  Examination  of  the  mucosa  revealed  little  or  noth- 
ing to  account  for  the  excessive  discharge.  The  patient  became  discour- 
aged and  left  the  hospital  without  operative  measures  being  Instituted. 
Dr.  Smith  said  that  he  had  seen  Dr.  St.  Clair  Thomson's  case  referred  to, 
which  was  in  many  ways  similar  to  this  one.  In  Thomson's  case  the  wo- 
man could  hold  her  head  over  a  cup  and  fill  it  with  fluid  in  two  or  three 
hours.  The  skiagraph  showed  no  fracture  of  the  cribriform  plate  nor  any 
sinus  Involvement.  He  said  that  Dr.  Guttman  was  to  be  congratulated 
upon  perfecting  a  cure,  as  the  woman  was  in  such  a  state  that  she  was 
unable  to  carry  on  her  vocation. 

Dk.  Fhf.iokxtiial  said  that  it  seemed  to  be  a  clear  case  of  hydrorrhea 
nasalis,  of  which  he  had  seen  a  good  many  cases  in  former  years.  The 
main  symptom  is  nervousness.  The  discharge  starts  when  it  pleases 
the  patient  and  stops  when  it  pleases  the  patient.  He  had  seen  cases  con- 
tinue for  a  year,  and  then  without  any  indication,  cease.  In  one  instance 
the  cerebro-spinal  fluid  came  from  the  nose.  That  case  contined  for  five 
years;  it  started  after  Dr.  Herman  Knapp  had  removed  the  middle  turbi- 
nate bone,  and  continued  for  Ave  or  six  years  and  then  suddenly  ceased. 
Whether  these  cases  are  fore-runners  of  accessory  sinus  disease,  he  could 
not  say.  He  cited  a  case  in  which  a  lady  had  had  a  hydrorrhea  on  one 
side  of  the  nose  for  years,  and  then  suddenly  developed  a  frontal  sinus- 
itis on  the  same  side.     She  was  operated  upon  and  got  perfectly  well. 

Db.  Lederman  inquired  about  the  condition  of  the  turbinals  in  this  case 
and  the  indications  for  their  removal.  The  fact  that  the  hydrorrhea  was 
cured  so  promptly  was  evidence  of  its  neurotic  origin,  and  Dr.  Guttman's 
theory  no  doubt  accounted  for  the  condition. 

Dit.  Guttman  said  that  he  could  not  give  an  accurate  explanation  of 
the  case.  It  was  simply  an  exempliflcation  of  the  old  l^tln  quotation, 
cessanti  causa  cessat  effectus."  (when  the  cause  ceases  the  effect  ceases). 
Dr.  Freudenthal's  explanation  of  nervousness  was  not  sufllcient,  for  the 
nervousness  could  have  ceased  long  before  the  turbinectomy,  but  it 
stopped  an  hour  after  the  operation  on  tlie  affected  side.  That  must  have 
had  some  connection,  for  if  it  were  nervousness  alone  why  did  it  not  stop 
when  the  healthy  side  was  operated  upon?  The  history  of  nervousness 
may  have  had  something  to  do  with  the  condition,  but  the  operation  on 
the  healthy  side  had  no  effect  whatever;  whereas  as  soon  as  the  affected 
side  was  operated  upon  the  discharge  ceased.  There  were  not  many  ob- 
jective symptoms.  There  were  hardly  any  pathological  conditions.  Tli« 
turbinates  were  removed  because  there  seemed  nothing  else  to  do. 
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Lymphatic  Leucemia.    Dr.  B.  Munday. 

The  case  was  presented  more  on  account  of  its  rarity  tban  because  It 
was  a  strictly  throat  condition.  It  was  a  case  of  acute  lymphatic  leuc- 
emia, and  was  mainly  Interesting  from  the  diagnostic  standpoint.  It  had 
run  an  acute  course,  the  temperature  ranging  from  102°  to  105°  with 
remissions.  The  trouble  began  in  the  left  parotid  gland,  and  three  days 
later  the  other  side  was  affected.  At  first  it  was  supposed  to  be  a  case  of 
mumps,  but  not  being  relieved  by  the  usual  treatment  and  the  submaxil- 
lary glands  becoming  involved,  the  patient  was  taken  to  a  pathologist 
who  made  a  blood  examination,  showing  a  leucocytosis  of  80,000,  the  lym- 
phocytes predominating  to  the  extent  of  67  per  cent. 

The  case  is  to  be  distinguished  from  spleno-myelogenous  leucemia,  the 
more  common  form,  the  lymphatic  form  being  a  rare  condition.  The 
distinguishing  feature  between  the  two  is  that  In  the  lymphatic  leucemia 
the  lymphocytes  predominate;  in  the  other,  the  myelocytes,  peculiar  to 
the  bone  marrow,  are  in  excess.  It  is,  of  course,  to  be  differentiated  from 
pseudo-leucemia  or  Hodgkins'  disease.  , 

The  case  was  of  three  weeks'  duration.  The  child  had  an  aphthous  sto- 
matitis. The  blood  count  showed  hemoglobin,  80  to  85  per  cent;  er- 
ythrocytes, 4,000,000;  leucocytes,  80,000.  Differential  count;  large  mono- 
nuclear lymphocytes,  15  per  cent;  small  mononuclear  lymphocytes,  67  per 
cent;  polynuclear  neutrophiles,  15  per  cent.  In  the  spleno-myelogenous 
form  the  myelocytes  would  be  from  60  to  SO  per  cent. 

The  spleen  in  this  case  is  markedly  enlarged,  and  the  x-ray  shows  a 
distinct  tumor  of  the  mediastinum. 

Db.  Law  said  that  there  was  not  much  need  for  interpretation  of  the 
x-ray  plate,  for  the  growth  was  so  large  that  one  could  determine  the  out- 
line very  clearly.  The  lower  border  of  the  tumor  overlaps  the  heart  and 
extends  to  the  right  side  about  4  inches  beyond  the  sternum.  It  was 
almost  as  large  as  the  heart  in  every  diameter.  If  it  were  not  for  the  his- 
tory of  the  case,  one  would  be  liable  to  say  that  it  was  an  enlarged  thy- 
mus, but  taking  the  history  into  account,  he  was  inclined  to  think  that 
it  was  a  tumor,  probably  involving  the  thymus  structure. 

Dii.  GuNTZER  asked  if  the  x-ray  plate  could  be  seen. 

Dk.  LiEderman  asked  what  the  blood-count  was  in  a  case  of  ordinary 
cervical  adenitis. 

Dr.  Munday  replied  that  he  could  not  answer  that  question  off  hand 
but  that  the  question  of  diagnosis  lay  in  the  differential  blood  count;  an 
acute  adenitis  would  give  a  high  percentage  of  polymorphonuclear  leuco- 
cytes. 

Db.  Emekson  said  that  it  would  depend  on  the  character  of  the  infection. 

Dr.  Thurber  asked  if  the  child  had  any  dyspnea. 

Dr.  Munday  replied  that  there  was  none  yet,  but  that  there  was  a 
marked  engorgement  of  the  superficial  veins  of  the  chest  and  abdomen. 

Db.  Cocks  asked  if  Dr.  Munday  had  excluded  the  possibility  of  the 
stomatitis  being  caused  by  Vincent's  organisms.  Dr.  Sondern  read  a 
paper  last  spring  before  the  Academy  of  Medicine,  calling  attention  to 
the  close  connection  between  'Vincent's  angina  and  lymphatic  leucemia. 
There  might  be  such  an  association  in  this  case. 
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Db.  Carter  inquired  whether  the  thymus  is  not  frequently  enlarged  in 
lymphatic  leucemia. 

Dk.  Muxday,  replying  to  Dr.  Carter's  inquiry  about  the  thymus,  said 
that  he  had  been  looking  up  that  question  and  that  it  did  not  seem  to  be 
given  as  one  of  the  diagnostic  points. 

In  regard  to  Dr.  Coclis'  question  about  Vincent's  angina  and  the  stoma- 
titis. Dr.  Munday  said  that  had  occurred  only  recently  and  did  not  exist 
at  the  beginning  of  the  trouble.  An  examination  has  not  yet  been  made 
to  determine  whether  or  not  it  is  a  case  of  Vincent's  angina. 

Laryngectomy  Combined  with  GastrostorViy.  Dr.  Frank  Torek. 

The  feeding  of  a  patient  wlio  has  been  subjected  to  an  extensive  laryn- 
gectomy, especially  if  complicated  by  a  partial  resection  of  the  pharynx,  is 
attended  by  difficulties  and  dangers.  If  a  permanent  t.ul)e  is  Introduced 
through  the  nose  into  the  esophagus  its  constant  presence  not  only  causes 
the  patient  much  inconvenience  but  also  interferes  with  the  healing  of 
the  wound  through  the  fact  that  the  tube,  which  cannot  be  kept  aseptic, 
rests  against  the  suture  of  the  pharynx.  This  suture  becomes  infected 
and  gives  way,  and  not  rarely  necrosis  results.  The  Infection  spreads 
downward,  and  the  tracheal  stump  which  had  been  sutured  to  the  skin, 
may  separate  from  it  here  and  there.  It  may  then  happen  that  even  after 
the  patient  has  successfully  rallied  from  the  operation  as  such,  he  will 
aspirate  secretions  and  succomb  to  a  pneumonia. 

If,  on  the  other  hand,  the  stomach-tube  is  introduced  every  time  the 
patient  Is  to  be  fed,  the  conditions  are,  it  anything,  still  worse,  for  the 
introduction  of  the  tube,  done  at  least  occasionally,  by  the  nurses,  may 
easily  result  in  perforation  of  the  suture  line.  1  have  experienced  such 
a  case  in  which  the  tube  had  been  pushed  through  the  suture  line  of  the 
pharynx,  and  the  accident  was  not  noticed  until  the  fluid  food  that  was 
poured  into  the  tube  ran  through  the  dressings  into  the  patient's  lap. 

In  the  case  here  presented  I  overcame  these  difficulties  in  a  very  sim- 
ple way.  When  the  laryngectomy  had  been  completed  1  performed  a  gas- 
trostomy according  to  Witzel's  method  in  order  to  administer  the  food 
through  the  gastric  fistula.  The  case  was  a  far  advanced  one,  in  which 
not  only  the  whole  larynx  and  epiglottis  had  to  be  removed,  but  also  the 
anterior  wall  of  the  pharynx  had  to  be  resected  to  the  extent  of  three 
or  four  centimeters  and  a  portion  of  the  base  of  the  tongue  likewise  had 
to  be  excised.  Under  these  cilrcumstances  the  conditions  for  suturing 
the  pharynx  were,  of  course,  very  unfavorable.  .Nevertheless,  although  on 
the  sixth  day  the  presence  of  mucus  in  the  wound  gave  proof  that  a  por- 
tion of  the  wound  had  given  way,  the  after-treatment,  particularly  as  re- 
gards the  change  of  dressings,  was  so  simple  that  the  difference  between 
this  case  and  former  ones  was  marked. 

The  healing  of  the  wound  progressed  without  any  disturbance.  The 
pharynx  fistula  closed  after  4^  weeks  and  the  patient  cotild  again  swallow 
both  fluid  and  solid  food.  At  the  same  time  the  gastrostomy  tube  was  re- 
moved and  the  gastric  fistula  closed  promptly,  without  leaking  a  drop. 

The  addition  of  a  gastrostomy  to  an  extirpation  of  the  larynx  does  not 
add  very  materially  to  the  severity  of 'the  operation;  for  the  laryngectomy 
Is  done,  as  I  have  lately  always  performed  It,  under  local  anesthesia.     In 
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Buch  advanced  cases  the  severe  dyspnea  forbids  operating  under  general 
anesthesia,  unless  one  has  chosen  to  perform  a  preliminary  tracheotomy. 
This,  however,  one  will  prefer  to  avoid  In  the  interest  of  asepsis.  For 
local  anesthesia  I  employ  a  ^^  per  cent  solution  of  novocain  with  supra- 
renin  deep  injections  being  made  to  anesthetize  the  trachea  and  larynx, 
and  superficial  ones  for  the  overlying  soft  parts.  The  deep  injections  are 
.  four  in  number  on  each  side.  The  first,  to  block  the  superior  laryngeal 
nerve,  Is  made  between  the  hy/Oid  bone  and  thyroid  cartilage  into  the  thy- 
ro-hyold  membrane  two  centimeters  from  the  median  line.  The  incisure 
of  the  larynx  serves  as  a  guide  to  the  median  line.  The  other  three  In- 
jections are  made  at  points  farther  down  to  reach  the  posterior  part  of 
the  larynx  and  trachea.  For  these  a  curved  needle  Is  of  advantage.  One 
of  these  Is  made  behind  the  cricoid  cartilage,  another  below  the  isthmus, 
and  the  lowest  one  in  the  region  of  the  jugular  notch.  At  least  5  ccm.  of 
the  solution  is  injected  at  each  site,  the  injection  beginning  at  the  deep- 
est spot  and  being  continued  as  the  needle  is  drawn  forward.  Then  super- 
ficial injecions  are  made  corresponding  to  the  lines  of  incision.  1  em- 
ployed a  T-shaped  incision.  The  operation  itself  is  made  according  to 
Glucks  well  known  method,  with  transverse  division  of  the  trachea  and 
suture  of  the  tracheal  stump  to  the  skin  in  the  jugular. 

When  the  laryngectomy  has  been  completed,  the  patient,  who  now 
breathes  again  with  perfect  ease,  can  readily  take  an  inhalation  narcosis 
through  the  tracheal  opening  for  his  gastrostomy.  Of  course  it  is  also 
possible  to  perform  the  gastrostomy  under  local  anesthesia. 

This  little  addition  to  the  technic  of  laryngectomy,  1  feel  sure,  will 
prove  to  be  of  good  service  in  many  difficult  and  extensive  cases. 

DISCUSSION". 

Dr.  Fkeudexthai.  said  that  he  saw  the  patient  early  in  the  spring.  At 
that  time  there  was  a  mass  of  tissue  which  was  not  absolutely  character- 
istic of  malignant  growth,  and  it  did  not  appear  very  large.  He  advised 
removal  of  a  piece  for  examination  and  explained  what  would  be  the  re- 
sult if  it  proved  to  be  malignant.  A  piece  was  removed  under  suspension 
laryngoscopy,  and  during  this  procedure  he  saw  how  large  the  mass  real- 
ly was.  Large  pieces  were  removed,  as  the  patient  had  asked  that  the 
whole  mass  be  taken  out,  if  possible.  The  tissue  was  examined  and  re- 
ported to  be  non-malignant.  However,  it  grew  very  rapidly,  and  within 
a  few  weeks  the  same  procedure  was  repeated.  Again  the  report  was 
that  it  did  not  show  any  malignancy,  although  it  seemed  clear  to  him 
that  the  condition  was  malignant,  or  it  would  not  have  returned  so  quick- 
ly. About  that  time  he  left  for  Europe,  and  on  his  return  in  the  fall  the 
patient  showed  up  again  suffering  from  a  severe  dyspnea,  and  asked 
whether  he  could  go  to  Dr.  Torek  for  an  operation.  Dr.  Freudenthal 
said  that  he  assented  to  this,  and  was  present  at  the  operation,  and  had 
been  Impressed  by  the  large  amount  of  novocain  used  by  Dr.  Torek, — 150 
to  180  of  a  half  per  cent  solution, — and  also  by  the  gastrostomy  which 
Dr.  Torek  performed,  which  was  an  entirely  new  point  in  such  a  condi- 
tion. If  it  proves  as  beneficial  in  other  cases  as  in  this  one  it  should  be 
more  generally  applied. 

(To  be  continued). 
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Du.  Ross  Hall  Skillern,  Chairman. 

Tracheotomy  with  Lantern  Slide  Demonstrations.  Db.  Chevalier  Jackson. 

Indications  for  tracheotomy  may  be  classified  under  three  heads:  1. 
Dyspnea.  2.  Therapeutic  measure  in  the  absence  of  dyspnea.  3.  As  a  pre- 
liminary to  other  surgical  procedures  namely  laryngectomy,  laryngotomy, 
and  laryngostomic  fistula. 

Dyspnea  demands  tracheotomy.  We  preach  early  tracheotomy  and  per- 
form It  late.  When  cyanosis  is  present  we  have  waited  too  long.  Ashy 
gray  color  is  associated  with  dangerous  dyspnea.  Two  cases  of  papilloma 
were  found  dead  in  bed;  operation  delayed  too  long. 

Instruments:  A  knife,  the  index  and  the  middle  fingers  are  the  essen- 
tials. 

Anesthesia:     Always  local  and  absolutely  never  general. 

The  accessory  muscles  aid  to  a  greater  degree  than  we  realize;  there- 
fore a  patient  with  marked  dyspnea  dropping  off  to  sleep  may  choke  up 
because  the  aid  of  accessory  muscles  has  been  arrested.  Chloroform  should 
never  be  used.  We  keep  on  reporting,  "patient  ceased  to  breathe  under 
general  anesthesia;"  a  "few  whiffs  of  chloroform  and  the  patient  died." 

As  far  as  the  anatomy  is  concerned,  forget  it  altogether.  The  Doctol- 
Illustrated  (blackboard  demonstration)  what  he  termed  as  a  safety  and 
danger  zone  In  the  operation.  The  safety  zone  in  the  center  and  the  dan- 
ger zone  to"  the  right  and  left,  the  latter  containing  the  vessels  and  nerves 
are  pushed  aside. 

Technic:  Technic  is  more  often  neglected  than  in  any  other  class  of 
operations;  asepsis  counts  just  the  same  as  in  any  other  operation  but  if 
the  case  is  an  extremely  urgent  one  do  not  let  the  patient  die  on  account 
of  certain  prescribed  rules  but  be  as  careful  as  possible  l>ocal  asepsii 
reduces  the  mortality  in  tracheotomy  to  2  per  cent. 

Operations:  The  three  methods  usually  described  are:  1.  Through  the 
crlco-thyrold  membrane.  2.  The  high.  3.  The  low  tracheotomy.  Opera- 
tions through  the  crico-thyrold  membrane  should  be  eliminated  as  use- 
less. If  one  Is  unfamiliar  witlj  laryngeal  work  any  operation  is  Justifiable 
In  extreme  cases.  The  so-called  high  and  low  operations,  a  misfortune  In 
literature.  One  great  big  wound  from  the  thyroid  cartilage  down  makes 
the  operation  easy.  The  deep  operation  is  difficult  and  we  have  a  low- 
down  deep  wound.  Dissecting  with  the  aid  of  groove  director  Is  beautiful 
from  an  anatomical  point  of  view  but  there  is  no  advantage  In  this  meth- 
od, and  besides  we  often  want  to  get  through  as  soon  as  possible.  By  all 
means  avoid  the  stab  wound. 

Two  Incisions  should  complete  the  operation.  Caution:  Do  not  cut 
too  deep,  especially  does  this  rule  apply  to  children  during  coughing  on 
account  of  the  party  wall  between  trachea  and  esophagus,  the  latter  may 
be  wounded.    Make  one  long  Incision  avoiding  the  cricoid  cartilage.    The 
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large  portion  of  the  post-operating  trouble  is  due  to  injuries  to  cricoid. 
Rough  use  of  dilators  and  retractors  is  apt  to  strip  pericondrium  from 
tracheal  rings  and  cause  exuberant  granulations  damaging  inter-annular 
membrane  and  followed  by  stenosis.  Uo  not  be  carried  away  with  new 
plans  such  as  flap  or  window  flap  operations  which  are  liable  to  be  fol 
lowed  by  necrosis  of  cartilage  and  stenosis.  Uo  not  stop  cutting  with 
fl.rst  hiss  of  air.  With  a  crack  of  two  or  three  rings  we  have  made  in- 
cision free  enough  for  excess  of  air.  It  is  well  to  have  the  air  impreg- 
nated with  compound  tincture  of  benzoin.  It  is  essential  to  have  two 
canulae  to  facilitate  dressings  and  avoid  delay.  Get  all  tenacious  mat- 
ter out  of  tube  before  boiling  the  latter  otherwise  it  is  more  difScult  to 
remove  and  be  sure  tube  is  in  trachea  and  long  enough  to  allow  for  swell- 
ing; and  every  tube  ought  to  have  an  obturator.  An  especially  trained 
nurse  for  this  world  is  indispensable. 

Morphin  should  not  be  administered — cough  is  the  watch  dog.  In  tuber- 
culous laryngitis  tracheotomy  may  be  performed  as  a  therapeutic  meas- 
ure. To  induce  anesthesia — interdermatic  instead  of  hyperdermatic  meth- 
od is  advised.  In  absence  of  sand  bag,  tucking  back  of  forehead  will 
bring  operating  field  into  prominence. 

Most  rapid  method  of  operating:  Middle  index-finger  and  thumb  of 
left  hand  to  push  soft  parts  to  left  and  right  of  operating  field  and  when 
In  a  hurry  do  not  bother  about  isthmus  of  thyroid  gland  or  veins.  "When 
about  to  incise  trachea,  fixing  middle  finger  on  left  side,  and  thumb  on 
right  the  index-finger  is  moved  downward  feeling  washboard-like  rings 
of  trachea. 

After-care:  It  is  a  mistake  to  sew  up  the  wound  because  cartilage  is 
extremely  slow  to  unite,  not  on  account  of  emphysema  but  because  we 
are  apt  to  get  fungations  within  the  trachea.  Pack  wound  lightly  with 
broad  pieces  of  bichlorid  gauze  until  healed  from  the  bottom. 

DISCUSSION. 

Dr.  J.  SoLis-CoHEN :  My  method  would  now  appear  antiquated.  For 
local  anesthesia  I  have  often  used  refrigeration  and  am  opposed  to  gen- 
eral anesthesia.  Would  take  away  hangers  from  each  side  of  the  tube, 
inner  tube  can  readily  be  raised  without  them.  To  maintain  moisture 
keep  an  apron  of  gauze  over  the  opening.  Forcing  a  too  short  tube  may 
cause  emphysema  into  connective  tissue;  curetting  into  connective  tissue 
over  the  line  of  incision  will  prevent  it.  Have  always  made  a  small  in- 
cision to  avoid  scarring,  and  a  short  bladed  knife  with  a  shoulder  is  rec- 
ommended to  avoid  wounding  the  posterior  wall  of  the  trachea;  incise 
during  insipration. 

Treatment:  Always  use  two  tubes.  The  tube  is  held  in  position  with 
button  tapes,  one  tape  is  long  and  other  short  and  they  button  on  th» 
Bide  Instead  of  the  back.  Cannot  see  how  long  tubes  avoid  striking  the 
anterior  or  posterior  wall  when  the  patient  is  in  the  sitting  position. 

Dk.  \Vm.  L.  RoDM,\x:  It  is  always  inspiring  to  hear  Dr.  Jackson  talk 
and  1  am  pleased  to  have  listened  to  his  well-thought-out  principles.  We 
are  glad  to  have  Dr.  Skillern  who  is  skilled  in  this  work  as  a  colleague. 
I  agree  that  we  often  think  about  early  operations  but  really  do  them 
late.     1  wish  to  emphasize  one  point,  that  is,  the  importance  of  oral  an- 
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tisepsis  in  operations  on  the  jaw,  throat  and  tongue.  On  account  of  the 
danger  of  septic  pneumonia,  keep  such  patients  up  to  encourage  expector- 
ation. The  stab-wound  is  an  unsurgical  procedure,  the  opening  is  entire- 
ly too  small.    I  favor  the  high  operation  and  a  long  incision. 

Dr.  Royal  W.  Be.mis:  When  tracheotomy  is  performed  after  intubation 
in  croup  cases  the  low  operation  is  preferred,  to  get  below  the  membrane 
and  usually  a  small  incision  is  made. 

Dr.  G.  W.  Macke.nzie:  I  would  ask  Dr.  Jackson  if  he  has  ever  found 
any  benefit  following  tracheotomy  in  benign  growths  of  the  larynx,  for  in- 
stance papilloma. 

Dk.  G.  M.  Coates  inquired  as  to  Dr.  Jackson's  method  of  using  local 
anesthesia.  Dr.  Coates  said  he  had  been  accustomed  to  infiltrate  the 
skin  with  novocain  and  use  Schleich's  solution  for  deeper  infiltrations 
but  doubted  whether  the  latter  was  really  necessary.  He  was  glad  to 
know  that  Dr.  Jackson  never  used  general  anesthesia  as  it  always  seemed 
to  him  that  a  terrible  chance  was  taken  when  ether  was  given  to  a  case 
where  respiration  was  already  so  much  embarrassed  as  in  the  majority  of 
cases  needing  tracheotomy.  The  long  tubes  shown  by  Dr.  Jackson  are 
most  useful  and  vastly  superior  to  the  old  short  tubes  which  were  often 
forced  out  of  the  wound  by  post-operative  swelling  or  emphysema.  He 
was  particularly  glad  to  hear  Dr.  Jackson  lay  much  stress  on  the  after- 
treatment,  as  that  part  of  the  subject  is  usually  neglected  in  text-books. 

Dr.  Ross  Hall  Sku.lerx  :  Tracheotomy  at  present  may  be  viewed  from 
two  standpoints;  that  of  the  surgeon  and  that  of  the  laryngologist.  The 
former  frequently  does  not  find  an  indication  for  the  operation  until  it 
is  too  late  while  the  laryngologist  is  often  in  doubt  as  to  the  advisabil- 
ity of  tracheotomy,  intubation  or  bronchoscopy.  It  may  be  that  the  new 
suspension-laryngoscopy  of  Killian  will  go  far  towards  solving  the  prob- 
lem, a  problem  moreover  which  requires  instant  decision  as  far  as  the 
operation  Itself  is  concerned.  Dr.  Jackson's  point  regarding  the  lengthy 
incision  is  the  crux  of  the  entire  procedure  as  the  trachea  can  then  bo 
opened  under  absolute  control  of  the  eyes  without  any  semblance  of  "stab- 
bing by  feel."  One  of  the  most  difficult  points  to  deal  with  in  the  after- 
treatment  is  the  expulsion  of  the  canula  with  consequent  danger  of  suf- 
focation. This  is  due  to  the  faulty  construction  of  the  ordinary  canula 
as  usually  found  In  the  shops.  They  are  entirely  too  short  and  can  eas- 
ily be  drawn  out  of  the  trachea  by  the  post-operative  swelling  and  par- 
oxysms of  coughing.  Dr.  Jackson's  long  tubes  are  constructed  to  obviate 
this  difUculty.  Another  complication  which  not  infrequently  ensues  In 
the  after-treatment  is  difficult  canulization.  This  is  due  to  the  spin  of 
granulation-tissue  which  forms  on  the  posterior  tracheal  wall  just  above 
the  curve  of  the  canula  and  on  removing  the  tube  presses  on  the  anterior 
wall;  thus  occluding  the  tracheal  lumen.  Chiarl  has  Invented  a  chimney 
canula  to  overcome  this  difficulty  but  the  long  tubes  of  Jackson  are  far 
better  adapted  for  this  purpose  besides  having  the  advantage  of  being 
easier  to  remove  and  cleanse. 

Dr.  Jackson  (closing):  In  regard  to  Dr.  Coates  inquiry  I  find  the  in- 
ttrdermlc  method  of  local  anesthesia  quite  satisfactory.  Salt  solution 
•lone  Is  not  sufficient  but  1-100  gr.  of  cocain  to  the  ounce  of  salt  solution 
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Is  quite  sufficient.  An  infinitesimal  amount  of  cocain  will  blunt  the  nerve 
endings.  Amount  of  cocain  in  Scliielcti's  solution  entirely  unnecessary- 
Have  not  practiced  the  deep  infiltration  method  but  if  doing  so  would  go 
through  the  line  of  sitin  incision;  there  is  no  objection  to  it  and  I  believe 
It  a  good  suggestion. 

Replying  to  Dr.  Mackenzie  I  would  say  that  in  my  practice  tracheotomy 
has  been  of  no  advantage  in  cases  of  papillomata  but  cannot  say  that  I 
am  convinced  it  is  of  no  benefit.  Tracheotomy  is  of  benefit  in  all  con- 
ditions associated  with  pus  in  the  larynx  on  account  of  drainage  through 
tracheotomy  tube.  Children  expectorate  very  well  through  the  tube  but 
not  through  the  mouth. 


Regular  Meeting,  October  21,  191S. 

Operations  for  the  Correction  of  Deformities  of  the  Nose.  Practical  De- 
monstration of  Bridge-Splint  and  Bone  Transplantation  Operations  on 
the  Cadaver.    Dn.  Willl^m  Wesley  CARTsai. 

I  am  glad  that  your  President  has  specified  in  his  invitation  to  me  to 
address  you  that  I  shall  present  this  subject  in  a  practical  way,  for  I  am 
quite  certain  that  no  more  satisfactory  way  could  have  been  chosen  to 
convey  information  upon  this  essentially  practical  subject  than  by  de- 
monstration on  the  cadaver  and  by  the  recital  of  one's  clinical  experience. 

For  practical  purposes  nasal  deformities  may  be  divided  into:  (1) 
Those  without  loss  of  tissue.  (2)  Those  in  which  there  has  been  more  or 
less  destruction  of  the  bony  and  cartilaginous  framework  of  the  organ. 
Cases  belonging  to  the  first  classes  are  congenital,  acquired  or  due  to  trau- 
matism, and  as  a  rule  are  amenable  to  the  bridge-splint  operation.  This 
procedure  has  for  its  object  the  replacement  of  the  tissues  of  the  nose  in- 
to their  normal  position,  and  corrects  the  intra-nasa!  as  well  as  the  ex-* 
ternal  deformity. 

Description  of  instruments:  The  bridge-splint  consists  of  a  lightly  con- 
structed steel  bridge,  the  two  wings  of  which  are  hinged  together  in  the 
middle,  the  distance  to  which  these  wings  can  be  separated  is  regulated 
by  a  thumb-screw.  The  edges  of  the  wings  are  padded  with  rubber.  The 
second  part  of  the  instrument  consists  of  two  small  intra-nasal  splints 
perforated  by  several  small  holes. 

Description  of  operation:  Unless  the  case  is  one  of  recent  fracture  we 
must  first  mobilize  the  bony  framework  of  the  nose  by  means  of  these 
special  instruments:  the  chisel-forceps,  the  intra-nasal  chisel,  and  the 
Adam's  forceps.  First  I  introduce  the  intra-nasal  chisel,  placing  the 
center  of  the  blade  against  the  anterior  edge  of  the  nasal  process  of  the 
superior  maxilla.  A  few  taps  with  the  mallet  and  the  chisel  is  sufficiently 
engaged  to  split  off  this  process  by  a  slight  inward  turn  of  the  chisel. 
This  process  is  repeated  on  the  opposite  side.  The  upper  ends  of  the  nasal 
bones  are  then  liberated  by  means  of  the  chisel  forceps,  the  outer  blade 
being  padded  with  rubber  tubing.  The  Adam's  forceps  is  now  used  to 
complete  the  mobilization  of  the  bony  frameworli.  If  the  septum  is  too 
short,  due  to  a  badly  depressed  deformity,  it  is  incised  diagonally  from 
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the  floor  of  one  nasal  cavity  to  the  roof  of  the  other;  when  tffe  nasal 
bridge  is  raised,  tliese  two  segments  slide  by  each  other  and  the  septum 
is  lengthened  without  leaving  a  perforation. 

Application  of  the  instrument:  A  silk  suture  is  passed  through  one  of 
the  holes  in  each  of  the  intra-nasal  splints  and  knotted.  Each  suture  la 
then  threaded  into  a  large  curved  needle  and  passed  from  within  the 
nose  through  the  cartilaginous  dorsum  near  the  ends  of  the  nasal  bone. 

The  bridge  is  then  applied,  and  the  sutures  brought  up  through  per- 
forations in  the  latter.  By  means  of  the  sutures  a  sufficient  amount  of 
traction  is  applied  to  pull  the  nose  up  into  its  proper  position.  The 
sutures  are  then  tied  together  over  the  hinge  of  the  bridge,  and  the  prop- 
er amount  of  pressure  is  applied  to  the  base  of  the  nasal  triangle  by  reg- 
ulating the  thumb-screw.  The  instrument  is  self-retaining  and  should 
be  left  on  for  ten  to  fourteen  days.  Each  day  the  bridge  should  be  loos- 
ened up  and  the  skin  the  wings  rest  on  bathed  with  alcohol  to  prevent 
necrosis.  This  method  has  proved  most  satisfactory  in  the  treatment  of 
recent  fractures  and  old  depressed  deformities  where  a  sufficient  amount 
of  bony  framework  remains  to  support  the  nose  in  its  correct  position 
after  removal  of  the  bridge. 

Bone  transplantation:  We  will  now  consider  the  second  class  of  de- 
formities, those  in  which  there  is  a  deficiency  of  bony  framework.  In 
these,  bone  from  some  other  part  of  the  body  must  be  substituted  for  that 
which  has  been  lost. 

Several  hours  before  the  operation  the  skin  over  the  nose  and  over  the 
right  side  of  the  chest  is  scrubbed  with  green  soap  and  water,  and  a 
wet  bichlorid  dressing  (1-5000)  applied.  Immediately  before  the  opera- 
tion these  areas  are  painted  with  tr.  iodin  and  the  eyebrows  are  covered 
with  collodion.  After  operation  begins  no  solution  is  used  except  ster- 
ilized normal  salt  solution. 

A  curvilinear  incision,  convexity  downward,  is  made  between  the  eye- 
brows. This  extends  down  to  the  periosteum  but  not  through  it.  Lifting 
up  the  flap  a  short  incision  is  made  through  the  periosteum  on  a  line  con- 
necting the  two  cornua  of  the  first  incision.  The  periosteum  is  elevated 
for  %  of  an  inch  above  this.  With  a  special,  sharp  elevator  the  skin  and 
BUbcutaneoue  tissue  is  elevated  over  the  dorsum  and  sides  of  the  nose, 
and  If  necessary  over  the  cheeks. 

A  section  of  the  ninth  rib  two  inches  long  is  then  removed,  the  perios- 
teum on  the  outer  surface  being  preserved.  This  is  split  in  Its  transverse 
diameter,  the  cancellous  tissue  scraped  from  the  outer  half,  and  the  com- 
pact fragment  of  bone  shaped  to  suit  the  deformity.  The  transplant  is 
Introduced  nearly  to  the  tip  of  the  nose  and  the  upper  end  anchored  un- 
der the  periosteum  over  the  naso-frontal  process.  The  blood-clot  Is  not  re- 
moved, as  this  favors  osteo-genesis.  The  wound  Is  closed  with  fine  silk 
or  horse-balr.  Sutures  are  removed  in  five  days.  Healing  Is  complete  In 
ten  days. 

Summary  of  conclusions  drawn  from  clinical  and  xray  observation  of 
twenty  cages,  oldest  nearly  4  years  old:  (1)  Bone  uncovered  t>y  perios- 
teum, anchored  under  periosteum  over  the  frontal  bone  becomes  united  to 
the  frontal  bone;  graft  Is  larger  at  this  point  and  where  it  lies  in  contact 
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■with  denuded  nasal  bones.  New  bone  is  extending  along  the  grafts  from 
these  points.  (2)  Bone  either  covered  or  uncovered  by  periosteum,  but  ac- 
cidentally separated  from  the  living  periosteum  and  bone.  New  bone  ia 
being  deposited  around  the  original  graft,  which  is  apparently  undergoing 
absorption.  In  one  case  of  2%  years  standing  considerable  grrowth  of 
bone  has  occurred.  (3)  Cases  where  wound  was  infected,  transplant  has 
been  completely  absorbed.  (4)  Cases  where  periosteum-covered  bone  was 
successfully  implanted:  Firm  union  to  frontal  bone  and  transplant  has 
grown  vigorously.  There  is  a  line  of  rarefaction  running  down  the  cen- 
ter of  the  graft,  apparently  indicating  that  the  original  bone  is  being  ab- 
sorbed. 

Conclusions:  (1)  Bone  transplantation  is  the  most  satisfactory  meth- 
od for  correcting  nasal  deformities  attended  by  the  loss  of  the  bony  frame- 
work of  the  nose.  (2)  Bare  transplants,  not  connected  with  the  living 
periosteum  and  bone,  act  in  an  osteoinductive  capacity.  (3)  When  con- 
nected with  living,  periosteum-covered  bone  they  are  in  addition  csteo- 
conductive  and  possibly  osteo-genetic.  (4)  Periosteum-covered  transplants 
connected  with  the  living  periosteum-covered  bone  are  osteo-genetic.  (5) 
The  original  bone  is  probably  absorbed,  but  Is  replaced  by  the  new  bone 
growing  around  it.  (This  conclusion  is  reached  because  in  each  case 
there  appears  a  line  of  rarefaction  extending  down  the  center  of  the 
graft.)     (6)  The  periosteum  has  a  decided  osteo-genetic  function. 

DISCUSSION. 

Dk.  Erxst  La  Place  expressed  his  appreciation  of  Ur.  Carter's  technlc 
and  skill.  Such  work  makes  progress  in  operations  for  deformities  in  the 
nose.  The  first  operation  described  is  an  improvement  on  one  he  devised 
sixteen  years  ago;  a  straight  incision  in  median  portion  of  nose,  chiseling 
and  separating.  About  forty  cases  were  operated  on.  Dr.  Carter's  opera- 
tion should  give  better  results,  less  traumatism  and  less  risk  of  infection. 
For  Dr.  Carter's  osteoplastic  operation  he  has  nothing  but  admiration. 
Here  the  parts  being  plentifully  supplied  with  blood,  the  advantages  of 
bone  transplantation  are  manifest  and  have  been  fully  and  beautifully  de 
monstrated,  and  the  evident  perfect  cosmetic  results  as  shown  in  the 
casts,  mark  a  distinct  epoch. 

Has  Dr.  Carter  noted  in  any  of  his  cases  that  growth  of  bone  got  be- 
yond control?  For  in  such  an  instance,  distortion  rather  than  embellish- 
ment would  follow.  A  little  periosteum  is  always  of  advantage  and  will 
help  in  reproduction  of  bone. 

Dr.  Eugene  Vansant:  Deformities  should  be  divided  into  two  classes, 
— recent  and  old.  In  recent  cases  it  is  not  much  trouble  to  mould  the 
parts  and  they  rapidly  heal.  In  old  cases  it  is  different,  old  tissues  change 
and  shorten  and  after  correction  the  pull  and  drag  often  cause  reappear- 
ance of  the  deformity.  Dr.  Carter,  in  loosening  all  tissues,  takes  a  great 
step  In  advance.  In  Berlin  some  year?  ago  he  purchased  a  splint  some- 
what like  Dr.  Carter's;  shortly  after  his  return  he  had  occasion  to  use 
same  on  a  recent  case,  complete  restoration  followed. 

Dr.  George  M.  Coates:  Dr.  Coates  said  he  had  had  no  experience  with 
Dr.  Carter's  method  but  had  been  interested  in  the  results  obtained  by 
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Dr.  Babbitt  in  a  couple  of  cases  recently  seen  by  him.  In  these  the  as- 
cending process  of  the  superior  maxillary  were  chiseled  through  the  skin. 
It  should  be  a  distinct  advantage  to  operate  through  the  nose  as  Dr.  Car- 
ter does.  He  asked  Dr.  Carter  at  what  point  on  the  inside  nasal  wall  the 
chisel  was  inserted. 

Db.  Herbert  Goddard:  I  should  like  to  ask  Dr.  Carter  the  age  of  the 
oldest  and  youngest  patients  on  whom  he  performed  the  bone-transplanta- 
tion operation,  and  should  also  like  to  have  him  express  his  opinion  as 
to  the  age-limit  in  the  sub-mucous  operation. 

Dr.  Fielding  O.  Lewis:  Does  the  splint  cause  any  pressure  on  the 
eyes?    1  believe  failure  is  often  the  result  of  improper  splinting. 

Dr.  Carter  (closing):  It  is  remarkable  what  can  be  done  to  the  nose. 
It  stands  great  amount  of  traumatism,  and  is  more  or  less  immune  to  in- 
fections habitually  found  in  the  nose.  Dr.  La  Place  asks  if  I  have  found 
any  over-growth  of  bone.  I  have  not,  one  transplantation  is  growing  at 
a  remarkable  rate  but  I  believe  there  will  be  no  over-growth.  While 
there  are  many  advocates  for  and  against  the  use  of  periosteum  there  Is 
no  question  in  my  mind  but  that  periosteum  does  help;  therefore  I  be- 
lieve in  keeping  in  the  middle  of  the  road. 

Referring  to  what  Dr.  Vansant  has  said,  contraction  of  tissues  is  one 
of  the  greatest  problems  to  contend  with.  In  syphilitic  tuberculous  cases 
liberal  elevation  of  soft  parts  is  essential  and  if  mattress  sutures  are 
placed  on  the  face,  adhesions  take  place,  but  always  nearer  the  nose. 
Have  never  used  cartilage,  it  is  non-vascular,  is  always  ab- 
sorbed, and  therefore  not  good  to  transplant.  Adhesive  plaster  as  splint 
in  recent  cases  is  absurd  and  an  absolutely  unsurgical  procedure;  it  pushes 
the  nose  down  and  holds  it  there.  In  a  recent  case  the  splint  not  only 
corrected  the  deformity,  but  also  corrected  an  old  septal  deformity. 

Replying  to  Dr.  Goddard's  question,  the  youngest  patient  was  4  years 
and  the  oldest  47  years  old.  lione-transplantation  is  not  recommended  In 
very  young  patients,  better  the  bridge  splint  or  some  modification  of  It. 
Bone-transplantation  in  the  aged  is  Inadvisable  because  osteo-genetlc 
property  Is  lost  The  splint  should  be  placed  below  inner  canthus,  other- 
wise it  may  prevent  tears  from   (lowing  down   the  duct. 

In  very  young  subjects  an  operation  like  Dr.  Gleason'g  ig  preferred  to 
a  sub-mucous  resection.  Very  little  prominence  at  the  upper  end  of  the 
bone-graft  remains  after  a  short  time. 


Regular  Meeting,  November  18,  1913. 
Presentation  of  Cases. 

Dr.  O.  W.  Mackenzie  demonstrated  the  esophagus,  trachea  and  lungs  of 
a  child,  10  months  old,  who  had  swallowed  a  safety-pin,  which  resulted  In 
death.  On  being  called  to  see  the  patient  a  .lackson  esophagoscope  was 
passed,  and  an  attempt  was  made  to  remove  the  pin,  which  was  seen  Just 
below  the  cricoid  cartilage,  substantiating  the  x-ray  previously  taken.  It 
was  not  possible  to  extract  the  body  although  several  different  instru- 
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ments  were  used.  An  attempt  was  finally  made  to  force  the  pin  Into  the 
Btomach,  which  succeeded.  The  child  grew  rapidly  worse  and  died  the 
following  morning.  An  autopsy  was  made  which  brought  out  the  fact 
that  the  esophagus  had  heen  ruptured  presumably  by  the  pin  or  the  tube, 
and  the  pleural  cavity  contained  over  a  pint  of  bloody  serum  containins 
etreptococcl. 

Dk.  R.  H.  Skillern  said  that  esophagoscopy  was  difficult  In  children, 
the  ratio  being  inversely  proportionate  to  the  age.  Sometimes  even  in 
adults  it  is  Impossible  to  remove  a  foreign  body  from  the  esophagus  by 
means  of  endoscopy.  One  means  should  be  mentioned  which  has  been 
more  or  less  neglected,  that  is  the  fleuroscope.  Some  years  ago  a  little 
boy  was  brought  to  Dr.  Skillern  with  a  cent  in  the  esophagus.  Dr.  Pfah- 
ler  constructed  a  table  in  which  the  x-ray  tube  was  below  the  patient  and 
the  fleuroscope  screen  held  above.  Through  the  screen  it  was  possible  to 
Bee  the  penny  perfectly  as  well  as  the  forceps  inserted  in  the  esophagus, 
even  the  opening  and  closing  of  the  jaws.  It  was  a  simple  matter  to 
grasp  the  coin  and  remove  it  in  this  manner. 

Dr.  Ross  Hall  Skillern  exhibited  a  carious  tooth  drawn  from  a  patient 
with  chronic  maxillary  empyema.  It  was  possible  to  trace  the  course  of 
the  intection  from  the  carious  portion  of  the  tooth  directly  through  the 
lingual  root  into  the  floor  of  the  antrum.  A  fine  snare  wire  introduced 
into  the  cavity  found  its  way  into  the  sinus.  The  tooth  was  extracted,  a 
large  opening  made  into  the  sinus  through  the  alveolus  and  a  prothesis 
performed.    After  several  weeks  the  patient  was  discharged,  cured. 

Report  of  a  Case  of  a  Large  Choanal  Polyp.     Dr.  R.  F.  Ridpath. 

Choanal  polyps  have  been  recognized  for  a  long  time,  their  genesis  and 
point  of  origin,  however,  remaining  a  matter  of  discussion.  Johnson,  In 
1893,  (Transactions  of  American  Laryngological  Association),  reported 
one  case,  and  Ingersol,  in  1900,  (The  Laryngoscope)  three  cases;  but 
neither  appeared  to  recognize  their  true  origin,  Killian,  1905,  claimed 
all  these  growths  came  from  the  mucosa  of  maxillary  sinus,  making  by 
pressure  false  opening,  or  ostium,  into  the  nasal  cavity.  Kubo,  of  Japan, 
a  former  pupil  of  Killian  several  years  later,  in  1909,  substantiated  Kil- 
lian's  observations  in  four  cases.  Lang,  of  Budapest,  found  only  one 
of  six  cases  directly  connected  to  the  maxillary  sinus;  one  attached  to 
floor  of  nose,  the  other  originating  from  the  ethmoid  cells.  These  polyps 
have  long  pedicles,  pear-shaped,  slightly  compressible,  have  arterioles  cov- 
ering and  forming  red  lines  over  their  surface,  and  requiring  considerable 
force  to  dislodge.  Diagnosis  not  at  all  difficult.  They  interfere  with 
respiration  in  a  mechanical  way. 

Case  1:  Mr.  H.  S.,  aged  48,  referred  to  by  Dr.  B.,  October  27;  is  well 
nourished,  has  enjoyed  excellent  health,  and  no  complaint  except  inability 
to  breath  through  nose.  For  the  past  twenty  years  polypoid  growths  in 
nose;  has  been  operated  on  numerous  times  with  hut  temporary  relief; 
last  operation  more  than  a  year  ago,  surgeon  informing  him  he  had  re- 
moved ethmoid  capsule.  Since  that  time  he  has  felt  growth  in  mouth,  lat- 
ter having  gradually  Increased  in  size  up  to  the  present  time. 

Examination:  anterior  rhinoscopy,  nose  completely  occluded  by  polyps; 
mouth,  teeth  fairly  good,  tongue  coated,  hard  palate,  tonsils  normal.   Pos- 
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terlor  rhinoscopy:  large  polyp  completely  filling  front  nasal  space  and 
extending  half-inch  below  uvula.  October  27:  Exenteration  of  left  ethmoid 
capsule  containing  many  polyps,  followed  by  but  slight  relief,  on  account 
of  growth  in  choana.  November  4:  Exenteration  of  right  ethmoid  cap- 
sule. Choanal  polyp  wa«  found  to  have  originated  by  long  and  slender 
pedicle  from  maxillary  sinus,  pedicle  cut,  polyp  removed  and  point  of 
origin  cauterized. 

Syphilitic  Lesion  of  the  Tonsil  and  Soft  Palate.    Dr.  Fielding  O.  Lewis. 

F.  E.,  aged  16,  errand  boy  by  occupation.  Patient  had  been  in  good 
health  until  about  fifteen  months  ago.  At  that  time  he  was  said  by  his 
family  physician  to  have  had  diphtheria.  He  was  treated  for  this  con- 
dition for  eighteen  days  and  was  given  four  injections  of  antitoxin.  He 
was  pronounced  cured,  but  later  called  in  another  physician,  who  stated 
that  he  still  had  a  diphtheritic  infection  and  he  was  under  observation 
for  twenty-eight  days,  and  during  that  time  received  two  additional  doses 
of  antitoxin.  He  was  not  given  any  further  treatment,  and  was  given  no 
internal  treatment  but  some  peroxid  of  hydrogen  as  a  gargle. 

He  has  never  complained  of  pain;  anemic;  and  has  lost  a  few  pounds 
in  weight. 

He  applied  at  the  Jefferson  Hospital  for  treatment  on  October  18,  for 
what  he  thought  was  a  growth  in  his  throat.  On  examination  we  found 
the  left  tonsil,  pillars,  and  part  of  the  soft  palate  covered  with  a  necrotic 
membrane  below  which  was  an  ulcerated  area.  His  uvula  was  very  much 
enlarged  and  ulcerated;  Wassermann  reaction,  negative.  He  was  placed, 
however,  on  Inunctions  of  mercurial  ointment,  and  given  small  doses  of 
potassium  lodid.  Acid  nitrate  of  mercury  was  applied  locally  to  the  ul- 
cerated areas.  The  condition  has  almost  entirely  disappeared,  and  the 
patient  has  gained  nine  pounds  in  two  weeks. 

Fibroma  of  Larynx.  Db.  Fielding  O.  Lewis. 

S.  L.,  aged  40,  shoemaker  by  occupation;  applied  to  the  Jefferson  Hos- 
pital about  one  year  ago.  Complained  of  frequent  attacks  of  dyspnea. 
The  man  was  well  nourished;  heart  and  lungs  normal;  no  specific  history. 
Examination  of  his  larynx  revealed  a  large  growth,  involving  the  right 
side  of  the  larynx  and  vocal  cord,  a  portion  of  which  was  removed;  path- 
ological report  was  fibroma  of  the  larynx. 

We  attacked  the  remainder  of  this  growth  on  several  occasions  by  the 
direct  method  but  were  unsuccessful,  and  resorted  to  numerous  sittings 
by  the  Indirect  method,  which  has  resulted  in  almost  complete  eradication 
of  the  g^rowth. 

DISCUSSIOM. 

Dn.  O.  M.  CoATKs:  This  patient  presented  himself  for  treatment  at  the 
Pennsylvania  Hospital  last  summer.  It  was  difficult  on  account  of  his 
short,  thick  neck  to  obtain  a  good  view  by  the  direct  method.  A  portion 
of  the  growth  was  removed  by  Indirect  method  and  the  patient  was  lost 
sight  of. 

Dn.  G.  M.  Mackemzie  advocated  laryngo-flssure  as  the  only  rational  and 
practical  method.  After  the  age  of  40  the  thyroid  cartilage  Is  frequently 
osslfled,  necessitating  the  use  of  bone-cutting  forceps. 
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Dr.  R.  II.  Skillern  strongly  advocated  the  use  of  the  KiUian  suspension 
laryngoscope  in  all  intra-laryngcal  operations. 

Chronic  Frontal  Sinusitis  with  External   Rupture.  Dr.  Fifxding  Lewis. 

I.  O.,  colored,  aged  52.  Six  years  ago  noticed  a  little  elevation  at  the 
Inner  canthus  of  his  left  eye  which  would  come  and  disappear  at  inter- 
vals. Later  the  elevation  became  permanent.  It  gave  him  no  trouble  un- 
til about  December,  1912.  He  then  began  to  notice  loss  of  vision  in  his 
left  eye;  there  was  no  pain.  He  consulted  the  Eye  O.  P.  D.  of  the  Jeffer- 
son Hospital  in  January,  1913.  A  small  growth  was  then  removed  from 
the  region  of  the  floor  of  the  left  frontal  sinus,  with  the  report  that  it 
had  some  communication  with  the  sinus.  The  pathlogical  report  was 
given  as  a  mixed-cell  sarcoma.  He  was  then  treated  with  x-ray  for  some 
weeks,  and  then  referred  to  the  Nose  and  Throat  O.  P.  D.  and  we  found 
Involvement  of  the  left  ethmoidal  as  well  as  of  the  frontal  sinus;  appar- 
ently no  involvement  of  the  left  antrum. 

In  July,  1913,  his  eye,  together  with  the  eyelids,  was  completely  re- 
moved. Diseased  bone  of  the  frontal  sinus  and  ethmoids  were  also  re- 
moved at  the  same  time.  The  skin  incision  healed  by  first  intention;  the 
orbit  and  sinuses  are  healing  by  healthy  granulation.  There  is  no  sign 
at  the  present  time  of  any  recurrence. 

€arly  Laryngology  in  Philadelphia.       Dr.  J.  Solis-Cohen. 

At  the  close  of  the  Civil  War  Dr.  Cohen  resumed  practice  devoting  his 
attention  to  laryngology.  Dr.  Morrell  Mackenzie's  "Manual"  was  the  first 
text-book  purchased.  Dr.  Cohen  early  became  associated  with  the  North- 
ern Dispensary,  when  an  opportunity  was  afforded  to  do  eye  work  as 
well.  First  view  of  hidden  parts  of  the  larynx  was  obtained  with  the 
aid  of  a  dental  mirror.  The  dentist  permitted  the  use  of  the  Instrument 
under  gas  between  extraction  of  teeth  and  recovery  of  patient.  Thus  op- 
portunity was  afforded  to  acquire  technics,  to  observe  and  study. 

Demonstrations  were  given,  as  practice  increased  more  books  and  in- 
struments were  purchased.  First  papers  were  written  for  7<!exo  Yorh 
Medical  Journal.  Many  amusing  experiences  were  related  as  Dr.  Cohen 
recalled  his  early  teaching  days  when  he  conducted  a  private  clinic  on 
Ninth  street,  opposite  the  University  of  Pennsylvania.  Students  were 
few  and  far  between,  and  at  times  patients  were  as  scarce  as  students. 

During  his  most  interesting  and  instructive  address,  Dr.  Cohen  fre- 
quently mentioned  names  of  teachers  and  specialists  with  whom,  from 
time  to  time,  he  has  been  more  or  less  intimately  associated,  during  hig 
long  and  distinguished  career  as  a  laryngologist. 

DISCUSSION. 

Dr.  E.  B.  Gleason:  Prior  to  introduction  of  cocain  all  methods  in  vogue 
for  induction  of  local  anesthesia  were  more  or  less  primitive  and  alto- 
gether unsatisfactory.  Surely  a  rare  degree  of  technic  was  then  essential, 
and  pleasant  it  is  to  recall  the  tact  that  Dr.  Cohen  at  that  time  was  suc- 
cessfully performing  intra-laryngeal  surgery.  Dr.  Gleason  was  first  assist- 
ant and  later  an  associate  of  Dr.  Carl  Seiber,  and  therefore  gained  much 
of  his  earlier  experience  from  one  of  Dr.  Cohen's  best-known  pupils. 

At  the  conclusion  of  the  meeting  Dr.  Cohen  was  unanimously  elected 
first  honorary  member  of  the  Society. 
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OPERATIVE  DISPOSAL  OF  CHRONIC  SUPPURATION 
OF  THE  EAR. 

Proi'.  GuKRAiiDO  FiCRRERi,  Rome. 

After  a  brief  period  of  unusual  enthusiasm  during  the  last  twenty 
years  of  the  past  century  when  the  majority  of  otologists  preferred 
urgical  treatment  to  the  conservative  one  in  suppurations  of  the 
middle  ear,  there  is  now  great  silence  on  this  subject  in  otological 
literature.  We  owe  to  the  above  period  not  only  important  im- 
[)rovements  in  operative  technic  in  surgery  of  the  middle  ear  and 
tympanum,  but  we  also  owe  to  it  numerous  contributions  in  patholog- 
ical anatomy  and  physiology  on  the  functional  sequelae  of  oper- 
ations upon  the  aural  apparatus.  All  this  great  work  has  with- 
out doubt  meant  progress  in  the  surgery  of  diseases  of  the  ear  and 
has  accomplished  better  results  than  the  more  or  less  older  con- 
servative methods.  Even  these  results  have  been  eclipsed  by  the 
further  progress  of  ear-surgery  in  complications  of  acute  and 
chronic  suppurative  conditions. 

For  example,  it  is  not  rare  to  find  that  in  a  case  of  purulent 
chronic  otitis  media  in  which  some  years  ago  the  endo-method 
would  have  been  used,  the  external  method  is  now  resorted  to  with- 
out further  ado. 

I  propose  to  examine. the  suppurative  chronic  lesions  pertaining 
to  the  tympanic  cavity.  We  know  that  surgical  intervention  through 
the  ruuiitorv  rannl  in  chronic  suppuration  of  the  tympanic  cavity 
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and  its  adjoining  regions  cannot  go  beyond  certain  limits  due  to 
the  fact  that  the  diseased  parts  are  beyond  reach  of  the  otoscopic 
examination  and  consequently  beyond  reach  of  the  instruments  in- 
troduced in  the  external  auditory  canal.  The  task  of  the  operator 
is  easy  enough  if  the  lesions  are  localized  in  the  tympanic  cavity, 
but  it  becomes  more  difficult  in  affections  of  the  attic  where  more 
or  less  diffuse  necrosis  may  be  suspected.  In  such  cases  most  oper- 
ators invade  the  mastoid  antrum  and  later  demolish  the  external 
wall  of  the  auditory  canal  to  thus  reach  the  tympanum. 

Naturally,  since  the  lesion  is  confined  to  the  middle  ear  or 
attic,  the  question  arises  whether  it  is  not  a  false  procedure  to 
attack  healthy  areas  in  order  to  reach  the  diseased  ones  where  pos- 
sible injury  or  complications  may  accidentally  result,  such  as 
facial  paralysis,  lesions  of  the  semi-circular  canals,  contact  with  the 
abnormally  located  sinus. 

The  persistence  of  middle-ear  suppuration  even  after  endo-tym- 
panic  intervention  is  due  less  to  unsuccessful  operation  than  to 
stricture  of  the  bone,  which  doubtless  has  a  peculiar  influence  on 
the  evolution  of  the  auricular  suppuration.  Besides  bearing  in 
mind  the  variations  in  the  normal  tympanic  cavity  and  mastoid,  we 
must  consider  three  fundamental  variations  in  structure  of  the 
cavity, — diploic,  pneumatic  and  sclerotic. 

Sections  made  of  lesions  of  the  middle  ear,  either  in  children  or 
in  adults,  easily  explain  the  persistence  of  the  suppuration  because 
of  the  spongy  character  of  the  tympanic  walls,  namely,  that  type 
which  Cheatle  has  called  infantile.  Now  remembering  that  in  the 
formation  of  the  mastoid  and  tympanic  cavity,  the  petrous  portion, 
the  squama  and  the  tympanic  ring  meet  and  that  the  petrous  bone 
predominates,  we  can  explain  the  frequent  presence  of  spongification 
in  the  posterior  wall  of  the  tympanum  and  in  the  posterior  portion 
of  the  epi-tympanum,  because  the  squamous  mastoid  wing  con- 
tains less  diploe  than  any  other  cranial  bones ;  at  its  articulation 
with  the  petrosa  it  consists  of  only  a  thin  cortex. 

The  separation  between  petrosa  and  squama  is  sometimes 
permanent  at  the  squamo-petrosal  suture.  In  these  cases  there  is 
a  lamina  discribed  by  Schwartze-Eysell,  while  in  the  cavum  tympan- 
um there  is  a  crest  along  the  epi-tympanum,  described  bv  Rouviere 
and  Canepele. 

In  the  pneumatic  structure  type  the  pneumatization  is  sometimes 
noticeable  in  the  squama.  This  has  been  proved  by  the  fact  that 
even  in  the  seventh  month  of  foetal  life,  one  can  find  in  such  cases 
epi-tympanic   cells,   especially   in   the   external   wall   of   the   attic. 
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However  when  the  endo-  and  eso-cranial  corticle  is  very  thin,  we 
note  that  the  surface  of  the  bone,  be  it  in  correspondence  with  the 
tegmen  tympani  or  the  tympanic  ring  alone,  will  assume  the  ap- 
pearance of  riddled  tissue  or  at  least  it  will  be  so  thin  as  to  be 
transparent  and  easy  vulnerable.  For  this  reason  in  some  adults 
the  pus  travels  upward  as  it  does  in  the  case  of  children  and  we 
understand  why  chronic  suppuration  of  the  ear  in  such  cases  of 
excessive  pneumatization  would  not  be  cured  by  endo-tympanic  sur- 
gical intervention. 

The  evolution  of  purulent  otitis  may  also  be  influenced  by  the 
compact  structure  or  sclerotic  character  of  the  temporal  bone  if 
the  eburnization  is  not  caused  by  osteo-sclerosis  determined  by 
otorrhea,and  therefore  it  checks  the  extension  of  the  process  and  is 
rather  an  anatomical  condition.  It  is  certain  that  even  when  chronic 
suppuration  of  the  attic  and  antrum  is  limited  to  the  mucosa,  if 
there  exist  a  complete  physiological  eburnization,  the  results  of  ex- 
enterating  the  tympanic  cavity  are  not  always  favorable,  because 
the  cavity  as  well  as  the  antrum  are  smaller  than  normal  and  in 
their  topography  they  are  atypical  and  dependent,  according  to  my 
personal  opinion  which  conflicts  with  that  of  Moure. 

This  does  not  develop  from  a  process  of  normal  ossification  but 
rather  from  a  deviation  in  the  developmental  growth  of  the  mid- 
dle ear.  The  numerous  differences  in  opinion  regarding  the  fetal 
and  post-fetal  origin  of  the  antrum  are  thus  explained.  The  attic- 
aural  cavity  does  not  belong  to  the  category  of  fixed  and  essen- 
tial organs  appearing  at  a  fixed  embr}onic  time  like  the  internal  ear, 
the  eye.  the  heart,  etc.  The  middle  ear  is  an  accessory  organ 
without  a  fixed  period  of  formation  and  as  such  it  must  depend 
upon  the  essential  organs  and  will  undergo  all  the  changes  depend- 
ing upon  special  conditions  inherent  in  the  individual  but  not  in  the 
species.  This  causes  a  precocious,  retarded  or  even  arrested  de- 
velopment determined  by  hereditary  conditions. 

It  is  in  the  period  of  development  that  the  tympanic  cavity  as  an 
accessory  organ  will  be  closely  bound  to  the  normal  or  pathological 
process  of  the  temporal  bone  and  can  therefore  in  the  same  man- 
ner be  of  pneumatic  or  diploic  structure  undergoing  arrested  de- 
velopment caused  by  untimely  eburnization.  perhaps  due  to  a  pro- 
gressive bony  lesion  of  rachitic  or  osteo-nialaceous  origin. 

There  has  been  but  little  importance  attached  to  abnormal  bony 
formation  in  the  etiologic  development  of  the  temporal  bone,  for 
which  reason  the  normal  anatomy  of  the  middle  ear  and  accessorv- 
cavities  cannot  be  systematically  described. 
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Even  orientation  in  non-patliological  processes  of  the  bone  de- 
termines conditions  of  morbid  processes,  varying  in  individuals. 
The  varying  tendency  of  the  pars  squamosa  to  unite  with  the  pars 
petrosa  brings  about  the  fact  that  the  epi-tympanic  cavity  is  above 
the  head  and  neck  of  the  incus  and  varies  in  size ;  therefore  in  some 
adults  the  superior  border  of  the  ossicles  almost  touches  the  roof 
of  the  attic  as  in  children,  while  normally  a  space  of  variable  size 
should  exist. 

Recent  anatomical  study  shows  that  the  epi-tympanic  cavity 
tends  physiologically  to  increase  in  size.  Occasionally  there  is  ar- 
rested development  which  seems  to  involve  aditus  ad  antrum. 
Normally  the  antral  cavity,  already  completely  developed  at 
birth,  does  not  increase.  Sometimes  the  antrum  increases  in 
vertical  dimension  to  a  diameter  of  two  centimeters.  Supposing, 
then,  that  normally  the  highest  point  of  the  antral  cavity  corre- 
sponds to  a  horizontal  plane  passing  through  the  suprameatal  spine, 
we  find  that  the  floor  of  the  antrum  is  much  lower  than  the  aditus 
and  epi-tympanum  from  which  it  originates.  In  the  completely  de- 
veloped fetus,  therefore,  the  floor  of  the  antrum  corresponds  nearly 
to  the  plane  of  the  attic. 

In  course  of  time  the  antrum  may  undergo  an  arrested  develop- 
ment and  a  horizontal  line  drawn  on  a  level  with  the  inferior  border 
of  the  epi-tympanum,  namely  at  the  postero-superior  angle  of  the 
external  auditory  canal,  would  then  pass  either  along  the  floor  of 
the  antrum  or  below  it. 

We  must  consider  another  important,  anatomical  factor,  namely, 
that  the  outside  wall  of  the  attic  analogous  to  that  of  the  antrum,  is 
formed  by  the  squamous  portion  of  the  temporal  bone,  which  may 
descend  so  low  as  to  notably  reduce  the  tympanic  portion  of  the 
cavity  and  to  render  the  epi-tympanum  less  accessible.  Perhaps 
this  takes  place  in  those  cases  in  which  the  inferior  border  of  the 
antrum  is  above  the  petro-squamous  suture.  We  are  also  interested 
at  this  point  in  the  bony  pneumatization  of  the  external  wall  of 
the  attic  in  which  small  cells  have  been  noticed  since  the  seventh 
month  of  gestation. 

Greater  or  lesser  development  of  the  epi-tympanum  may  be  fa- 
vorable or  not  favorable  to  endo-tympanic  surgery  and  in  cases 
in  which  the  attic  remains  small  and  the  cavity  antero-posteriorly 
restricted  it  may  be  difficult  or  even  impossible  to  reach  the  incus. 

Excepting  in  cases  of  chronic  otorrhea  involving  the  labyrinth,  an 
advance  has  been  made  in  cases  of  limited  lesions  of  the  aditus  ad 
antrum  by  emptying  the  petro-mastoid  process,  by  which  the  patient 
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is  not  only  spared  all  possible  complications  of  a  chronic  sup- 
purative process  of  the  ear  but  the  hearing  is  thereby  saved.  Opin- 
ions differ  regarding  the  results  of  this  surgical  procedure ;  some 
claim  that  the  remnant  of  hearing  is  not  modified,  others  that  it  is 
improved,  and  others  again  maintain  that  it  grows  worse. 

Some  years  ago  Scheibe  advised  leaving  the  ossicles  intact  in  the 
radical  operation.  Pause  and  Jansen,  shortly  after  the  radical 
operation  become  popular,  also  advised  sparing  the  ossicles.  Stacke 
himself  recommended  not  touching  them  in  certain  cases,  and  later 
Siebenmann  was  of  the  same  opinion. 

This  conservative  idea  regarding  an  operation  of  such  destruc- 
tive character  upset  the  partisans  of  endo-tympanic  surgery. 

It  was  stated  that  when  the  lesion  is  limited  to  the  aditus  ad 
antrum,  while  hearing  is  maintained  due  to  air-conduction,  and 
the  Gelle  test  is  positive,  the  acoustic  power  may  be  lessened  by 
removing  the  ossicles,  which  fact  is  of  great  importance  if  there  is 
any  deafness  in  the  other  ear. 

We  must  not  confound  those  chronic  suppurations  having  their. 
scat  in  the  antrum  with  those  localized  in  the  tympanic  cavity  and 
epi-tympanum.  In  the  first  case,  the  acoustic  function  being  less 
involved,  it  is  advisable  to  retain  the  ossicles ;  in  the  second  place 
it  is  absurd  to  hope  to  obliterate  the  suppuration  by  keeping  the 
ossicles  which  are  always  affected. 

I  have  made  numerous  histological  examinations  of  ossicles  and 
we  owe  it  to  our  science  to  report  the  results.  Eleven  cases  were 
examined,  in  seven  of  which  only  the  malleus  was  examined,  in 
two  others  only  the  incus,  and  in  two  the  incus  and  the  malleus. 

The  ossicles,  after  removal,  were  at  once  immersed  in  a  solu- 
tion contining  '>  per  cent  formalin  and  4  per  cent  nitric  acid.  I 
have  successfully  used  this  solution  in  many  experiments  on  the 
entire  labyrinth  of  various  animals  and  of  man.  The  complete 
decalcification  recjuircd  one  month  or  more,  depending  upon  the 
permeability  of  the  ossicles.  After  the  decalcification,  the  specimen 
was  washed  for  twenty-four  hours  in  running  water;  then 
stained  in  bulk  with  carmine  and  some  with  hemotoxilin-eosin 
when  the  first  staining  j^roved  unsatisfactory. 

Fluoroglucin  was  not  used  for  decalcifying  becau.se,  while  it  is 
excellent  for  normal  bone,. it  is  not  equally  good  for  diseased  bone. 
.\fter  staining,  the  ossicles  were  embedded  in  paraffin  to  obtain 
thin  sections. 
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In  general  it  was  observed  that  staining  was  rarely  complete  and 
that  even  restraining  with  hematoxylin  was  not  entirely  successful. 
This  I  attribute  to  the  advanced  necrosis  of  the  examined  tissues. 

Having  admitted  this,  we  note  that  in  scarcely  any  ossicles  was 
it  possible  to  observe  the  normal  structure  of  the  bone  and  that  in 
slight  as  well  as  in  marked  alterations  there  was  a  gradual  succes- 
sion of  nearly  all  phases  of  atrophy,  rarefaction,  destruction  and 
necroses  of  the  bony  substance,  except  in  one  case  of  tubercular 
process  of  the  malleus  which  consisted  of  voluminous  granulation 
of  giant  cells  situated  at  the  head  of  the  bone  and  larger  than  it. 

Among  the  slight  alterations  we  noted  a  wedged-like  appearance 
of  the  bony  structure,  as  if  the  section  were  made  of  different  pieces 
glued  one  on  top  of  the  other.  This  appearance  evidenced  by  the 
unevenness  of  the  staining  of  the  section,  is  due  to  the  fact 
that  the  plates  of  one  bony  trabecula  run  in  an  oblique  or  perpen- 
dicular direction  to  those  of  the  adjacent  plate.  As  we  know  this 
appearance  is  due  to  prior  re-ossification  occurring  at  various  times. 
(Morpurgo.) 

.  Often  blood-vessels  even  in  bones  not  yet  necrosed  present 
occlusions.  These  can  be  distinguished  clearly  from  normal  vessels 
in  which  the  normal  elements  of  the  blood  occupy  the  entire  lumen. 
We  have  often  noticed  rather  large  zones  of  rarefication  in  the 
head  of  the  malleus,  or  along  the  handle  or  in  the  center  of  the 
incus.  This  rarefication  proceeds  from  the  medullary  spaces  or 
from  the  connective  sheaths  within  the  small  Haversian  channels : 
the  medullary  substance  was  reduced  to  a  stroma  of  wide  meshes 
and  no  contents;  the  connective  tissue  was  atrophied  and  reduced 
to  very  light  stroma  with  few  cellular  elements. 

The  outlines  of  the  ossicles  in  this  first  stage  of  alteration  were 
not  regular  but  contained  frequent  fossae  and  the  periosteum  of 
these  fossae  was  either  slightly  proliferated  or  retracted,  thin  and 
atrophic. 

Among  the  more  serious  changes  we  noted  were  accentuated 
rarefaction  confined  not  to  a  limited  area  but  to  the  entire  ossicles, 
in  which  trabeculae  were  detached  from  one  another.  Only  some 
of  them  presented  traces  of  lamellar  structure  or  of  visible  bony 
corpuscles. 

Often  in  the  midst  of  this  great  lamellar  detritis  the  opening  of 
some  residual  blood-vessels  with  indefinite  walls  could  be  dis- 
cerned, because  they  were  without  staining-fluid  and  the  lumen 
was  entirely  occluded  by  amorphous  matter  of  coagulated  blood 
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remaining  like  caput  mortuum,  but  without  presenting  the  various 
aspects  of  thromlwsed  organization. 

We  incidentally  observe  that  in  the  middle  ear  in  general  and  in 
the  chain  of  ossicles  especially,  the  process  of  organization  and 
retrogression  is  developed  more  slowly  and  it  is  often  arrested  at 
an  intermediate  stage  which  is  followed  by  a  process  of  mumifica- 
tion — according  to  our  opinion  this  is  due  to  the  above-mentioned 
occlusion  of  the  vessels,  not  by  an  ordinary  thrombosis  but  by  a 
coagulation  in  which  one  can  distinguish  only  the  hematoid  ap- 
pearance and  not  the  hemosiderin  which,  as  we  know,  is  produced 
by  oxygen  which  probably  in  the  cases  examined  was  lacking.  It 
is  reasonable  to  assume  that  the  arrest  of  circulation  determined 
in  this  manner  was  the  first  cause  of  malnutrition  and  later  on  of 
the  necrosis. 

In  a  more  advanced  stage  when  no  staining  of  the  sections  re- 
sulted, we  observed  an  ensemble  of  detached  pieces  which,  while 
they  had  the  form  of  tiie  ossicle,  presented  no  other  structure,  re- 
sulting from  the  amorphous  substance  uniformly  but  incompletely 
stained  by  the  protracted  staining  with  hematoxylin.  In  his  large 
detritus  some  shape  of  the  Haversian  canal  can  be  recognized  with 
remains  of  the  vessel  running  through  it.  The  scaly  structure  had 
entirely  disappeared  and  no  trace  of  bony  corpuscles  was  to  be 

The  changes  described  at  different  stages  of  the  malleus  and  in- 
cus, were  found  in  nine  of  the  eleven  cases  examined.  In  one  of 
these  only  we  noted  a  process  of  bony  reconstruction  during  the 
active  stage,  hardly  noticeable  in  the  malleus,  but  pronounced  in 
the  incus :  in  another  affected  by  tuberculosis,  the  process  of  re-ossi- 
fication of  the  malleus  was  scarcely  noticeable. 

In  the  first  of  these  two  cases  the  malleus  showed  the  presence 
of  osteoclasts  toward  the  margin  in  a  row  in  front  of  osteoid  tissue. 
On  the  other  hand  the  incus  showed  between  the  proliferated  peri- 
osteum and  the  underlying  bone  a  hematic  vessel,  like  a  thin  stripe 
which  at  one  point  descended  into  a  relatively  large  bony  fossa  in 
which  by  clear  illumination  the  various  phases  of  thrombosed  or- 
ganization were  visible.  To  correspond  with  the  thin,  fine  line  of 
blood-flow,  the  bone  in  contact  with  it  was  strongly  colored  and 
rich  in  osteoblasts ;  on  the  walls  of  the  fossa  were  many  osteophites 
lined  up  like  elevations  from  the  bone  and  penetrating  the  hematic 
thrombus.  This  reproduction  of  bony  tissue  in  immediate  contact 
with  bloody  effusion  under  the  periosteum  or  in  the  thrombus,  de- 
scribed alxive,  is  evidence,  according  to  our  opinion,  of  a  special 
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process  of  reintegration  oi  diseased  bone  and  deserves  further  in- 
vestigation. 

One  of  the  eleven  cases,  at  the  time  the  process  was  discovered, 
proved  an  exception  to  the  rule  of  gradual  de-nutrition,  atrophy  and 
necrosis  of  the  ossicles ;  very  probably  it  was  only  a  transitory  stage 
of  the  disease.  Like  cases  of  atrophy  and  necrosis  of  ossicles  which 
showed  prior  re-ossification,  it  may  be  assumed  in  this  case  that 
re-integration  was  not  definite  but  could  be  followed  by  a  retrogres- 
sive change. 

We  shall  now  discuss  the  case  of  tubercular  malleus,  having  a 
very  large  tubercular  granuloma  which  is  double  the  size  of  the 
head  and  protrudes  from  tlie  bone,  like  a  connective  fibrous  growth, 
which  swells  to  form  a  fiesliy  button  in  whose  center  there  are 
fibrous  crypts  surrounded  by  giant  cells  and  other  nests  of  giant 
cells  surrounded  by  connective  tissue.  At  the  periphery,  this  gran- 
uloma pre.sents  a  large  infiltration  of  decaying  cellular  elements 
witii  nucleus. 

Even  in  this  case  the  osseous  substance  of  the  underlying  malleus 
resembles  the  normal  structure  according  to  the  arrangement  of  the 
trabecula,  of  the  layers  and  osseous  corpuscles.  We  note  two 
changes  of  which  one  consists  of  the  slight  coloration  of  the  cor- 
puscles, which,  open,  appear  to  be  empty ;  the  other  of  the  rarefac- 
tion of  the  trabeculae  by  penetration  of  the  generative  connective 
tissue. 

This  generative  connective  tissue  has  only  in  limited  degree  the 
well  known  character  of  connective  osseous  tissue,  because  of  few 
osteoblasts  in  the  confines  of  the  osseous  substance,  and  all  the  os- 
seous substance  of  the  malleus  is  aiTected  by  mal-nutrition  and  at- 
rophy leading  to  necrosis.  Even  by  admitting  a  gradual  substitu- 
tion of  new  for  diseased  bone,  we  must  notice  that  the  bony  con- 
nective emanates  directly  from  the  tubercular  granuloma  and  there- 
fore undergoes  the  same  tubercular  process. 

We  must  conclude,  therefore,  that  from  the  anatomo-patho- 
logical  point  of  view  any  inflammatory  process  directlv  involving 
the  ossicles  ends  eventually  in  necrosis  even  though  the  process 
temporarily  subsides. 

All  authors  who  have  retained  the  chain  of  ossicles  in  the  radical 
operation  agree  that  the  following  is  necessary  to  obtain  the  best 
acoustic  results:  1.  That  the  continuity  of  the  chain  should  be 
maintained.  2.  That  the  membrana  tympanum  should  be  pre- 
served as  much  as  possible  because  of  its  tendency  to  re-form  and 
to  replace  even  the  chain  when  it  adheres  to  the  stapes.     3.  That  a 
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part  of  the  tympanic  ring,  and  a  part  of  the  external  attic  wall 
should  be  preserved  as  a  point  of  support  and  source  of  nutrition 
for  the  membrane.     (Heath,  Bondy,  Schvvenemann,  Botey,  Mahu.) 

Stacke  believes  in  the  success  of  the  radical  operation  by  retain- 
ing the  ossicles  in  those  cases  in  which  the  cavity  is  not  affected. 
where  there  is  cholesteatoma  of  the  attic,  the  antrum  and  aditus. 
He  proves  this  by  passing  a  catheter  through  the  tube  through 
which  the  air-current  cannot  reach  the  attic.  Stacke  believes  on 
the  whole  that  by  epidermization  of  the  attic,  aditus  and  antrum, 
if  the  cavity  and  membrana  are  intact,  one  can  avoid  tubal  re-in- 
fection and  50  per  cent  of  cases  can  be  cured.  (Bondy.  I'.arany, 
Urbantschitsch  and  others.) 

Stacke  in  such  operations  was  able  to  conserve  normal  hearing. 
or  nearly  so.  ?Ie,  therefore,  favored  the  more  radical  procedure  in 
cases  where  one  ear  was  affected  by  cholesteatoma  and  the  hearing 
good  even  if  the  sense  of  sound  was  lost  in  the  other  ear,  provid- 
ing the  above-mentioned  conditions  were  present. 

Stacke  does  not  report  much  improvement  in  hearing  from  this 
operation  when  the  hearing  was  already  impaired.  Not  having 
broken  the  chain,  after  attic-antral  sui)puration  is  overcome.  Stacke 
is  free  to  undertake  ossicuk-itomy  -rla  I  he  cndo-tympanic  route  for 
acoustic  results. 

The  point  is  whether  in  those  relatively  rare  cases  in  which  the 
ciiolesteatomatous  lesion  is  limited  to  the  antrum  and  the  aditus,  one 
could  suppose  the  ossicles  to  be  unimpaired,  even  when  by  otoscopic 
examination  they  seem  to  be  sound  and  the  hearing  more  or  less 
satisfactory.  I  question  Stacke's  position  in  recommending  a  con- 
.servative  intervention  even  when  the  chain  is  broken  by  a  process 
along  the  incus ;  thus  leaving  the  tympanic  cavity  closed  by  a  resi- 
due of  bone  that  is  un(|ucstionably  diseased.  Stacke's  conservatism 
goes  further;  he  advises  retaining  the  malleus  and  the  mem- 
brana, even  if  the  incus  has  been  expelled  in  the  hope  that  the 
tympanum  will  re-form. 

Our  long  experience  in  middle-car  surgery  does  not  permit  a 
too  great  enthusiasm  for  this  conservative-radical  method,  which 
in  attempting  only  to  save  the  hearing,  may,  liecause  of  retention 
of  suppurative  foci  produce  a  recurrence. 

On  the  other  hand  the  hearing  after  many  classical,  radical  oper- 
ations has  improved  or,  at  least,  not  grown  worse.  We  recommend 
trying  the  micro-telephone  in  jirefercnce  to  the  tuning-fork  and 
other  sounding  apparatus.  Having  tested  the  hearing  lx;fore  and 
after  operation  for  the  spoken  and  whispered  word,  with  this  in- 
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strument,  most  cases  after  a  certain  time  showed  improvement 
and  very  rarely  a  decrease  in  sound-perception.  1  prefer  this  in- 
strument to  all  other  audiometers  ])ecause  it  is  a  test  for  percep- 
tion of  the  human  voice  which  is  most  important  in  our  relations. 
All  other  instruments  fail  in  this  respect  because  an  ear  which  can 
perceive  musical  sounds  may  at  times  not  hear  the  voice. 

Just  as  the  question  of  ossiculectomy  was  considered  pro  and 
con,  so  now  the  radical-conservative  cure  is  disputed  from  the  aud- 
itive point  of  view.  Leaving  aside  the  value  of  the  mechanism  of 
transmission  to  the  labyrinth  through  the  ossicles,  that  no  matter 
which  physiological  theory  one  favors,  all  admit  that  the  excen- 
teratio  cavi  tympani  produces  positive  improvement  in  acoustic 
perception  each  time  the  stapes  is  made  mobile.  It  is  true  that  in  pa- 
tients who  long  ago  were  operated  for  ossiculectomy  in  chronic 
suppuration  and  whose  hearing  was  improved  for  voice  perception, 
it  could  be  shown  that  pressure  on  the  stapes  (indirectly  by  closing 
the  canal  or  directly  with  the  Lucae  sound)  resulted  in  diminution, 
or  even  loss  of  bone-perception  for  the  tuning  fork. 

Aural  surgery,  like  all  other  surgery,  seems  to  have  become 
too  aggressive  in  recent  }ears  and  loses  sight  of  the  fact  that  the 
radical  operation  is  not  always  justifiable.  Sometimes  a  lesser  sur- 
gical intervention  will  also  cure.  The  radical-conservative  opera- 
tion is  not  without  inconvenience ;  the  time  for  its  cure  is  not 
shorter,  and  its  functional  results  are  not  superior  to  those  of  endo- 
tympanic  surgery.  In  all  chronic  suppurations  the  attic  and  aditus 
are  not  always  alTected  and  to  sacrifice  a  sound  bone  is  not  justifiable. 
Long  experience  shows  us  that  many  cases  of  chronic  otorrhea  are 
permanently  cured  by  ossiculectomy  with  or  without  destroying  the 
external  attic  wall  and  we  have  noticed  that  hearing  is  either  not 
impaired  thereby  or  even  improved. 

The  systematic  anatomic  pathologic  study  of  the  removed  ossicles 
either  by  endo-tympanic  or  radical  measures  has  proved  that  in 
chronic  suppurations  the  elementary  structure  of  the  occicles  is 
always  affected  even  when  under  microscopic  examination  they 
seem  to  be  normal. 

We  affirm  that  the  classic  radical  operation  is  to  be  preferred  to 
the  so-called  conservative  radical.  Although  the  former  is  always 
serious  and  laborious,  it  leaves  in  place  ossicles  that  are  of  doubtful 
condition  and  because  of  the  surgical  intervention  they  are  left 
with  less  resistance.  We  do  not  believe  that  this  much-lauded  sur- 
gery can  replace  the  radical  operation.  It  is  not  such  an  advance 
in  conservative  surgery  as  to  be  preferable  to  the  more  simple  and 
less  destructive  endo-tympanic  method. 
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The  logical  method  would  be  to  proceed  from  the  endo-tympanic 
to  the  radical  where  the  former  has  been  unsuccessful,  rather  than 
to  proceed  inversely. 

It  were  vain  to  discuss  the  real  results  attained  by  intra-tympanic 
surgery  for  chronic  suppuration  limited  to  the  tympanic  and  epi- 
tympanic  cavity  which  heretofore  was  not  cured  but  often  rendered 
worse  by  treatment.  To  Sexton  and  Ludwig  are  due  the  ad- 
vance in  the  cure  of  chronic,  purulent  suppurative  otitis.  These 
authors  have  suggested  as  a  radical  method  the  removal  of  the  mem- 
brana  and  ossicles  since  it  is  known  that  after  suppuration  had  de- 
stroyed the  foot  of  the  stapes,  a  spontaneous  cure  sometimes  takes 
place  conserving  sufficiently  good  hearing. 

After  the  period  of  enthusiasm  had  passed,  one  must  admit  that 
clinical  data  were  not  always  so  favorable  as  was  hoped  for  by 
intra-tympanic  intervention.  Even  excluding  errors  in  technic  cures 
are  not  as  numerous  as  was  thought. 

Failure  is  due,  after  excising  membrana,  ossicles,  external  attic 
walls,  cicatricial  adhesions  and  granulations,  fungous  growth  of 
the  epi-tympanum  through  the  auditorj'  canal,  to  the  nature  of 
the  specific  micro-organism  causing  the  suppuration  (tuberculosis, 
ozena,  syphilis)  and  is  sometimes  due  to  special  dyscrasia  (rickets, 
osteomalacia,  diabetes,  gout,  arterial  sclerosis,  etc.).  Sometimes  it 
is  due  to  abnormal  anatomical  structure,  or  to  a  deficient  function- 
ing power  of  the  Eustachian  tube,  originating  in  the  principal  res- 
piratory organs.  Some  of  these  obstacles  to  cure  can  be  recog- 
nized through  the  auditory  canal  before  attempting  to  operate. 

In  cases  of  tuberculosis  and  ozena  it  will  be  well  to  recall  in  chron- 
ic otorrhea  that  we  should  resort  to  an  ample  opening  of  the  an- 
tnun  and  aditus  and  epi-typanum  and  we  should  not  limit  our- 
selves to  exenteration  of  the  tympanic  cavity  alone. 

In  such  cases  diagnosis  is  relatively  easy.  History  and  exam- 
ination in  tuberculosis  will  sho>v  hereditary  pre-disposition,  or  lat- 
ent or  active  processes.  Otoscopic  examination  will  show  an 
abundant  purulent  offensive  and  bloody  discharge,  without  pain,  and 
a  vast  destruction  of  lx)ne,  facial  paralysis  and  great  diminution  in 
hearing.  Another  aid  to  diagnosis  is  the  rapid  destruction  of  the 
ossicles,  the  easy  reproduction  of  fungous  growth  as  soon  as  re- 
moved, and  rapid  caries  which  can  be  noted  by  local  application 
of  strips  of  gauze  saturated  in  a  solution  of  glycerine  and  der- 
matol.  This  becomes  black  l)ccause  in  the  process  of  caries  the  der- 
matol  (sub-gallate  of  bismuth)  turns  black  on  account  of  the  de- 
velopment of  sulphides. 
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If  some  of  these  clinical  data  are  missing  to  establish  tubercular 
otitis  at  first  examination,  and  if  bacteriologic  examination  of  the 
pus  is  negative  in  the  search  for  acid-resisting  granules,  we  have 
other  means  to  diagnose  the  lesion,  namely  tuberculin  test  (oph- 
thalmologically  and  cutancously ).  If  there  is  still  doubt  as  to  the 
pathognomonic  data,  inoculation  of  the  peritoneal  lymphatics  in 
the  rabbit  will  give  infallible  proofs.  (De  Rossi.)  Exenteration 
of  the  tympanic  cavity  is  contra-indicated  when  the  suppurative 
otitis  can  be  traced  directly  to  an  ozenic  process  in  the  nose,  and 
where  the  ozena  bacillus  can  be  demonstrated. 

I  have  shown  previously  in  typical  cases  of  ozena  with  suppura- 
tive otitis  media,  that  the  pathological  process  is  limited  to  the 
mucosa  lining  the  tympanum  and  adjacent  areas  and  does  not  in- 
vade the  osseous  walls  of  the  cavity  and  the  ossicles,  except  in 
long-standing  cases.  In  these,  like  in  the  pathology  of  the  tur- 
binates, we  may  note  in  the  ossicles  a  rarefaction  of  the  peripheal 
lamellae  with  reabsorption  of  the  osseous  canaliculae. 

Exenteration  of  the  tympanic  cavity  rarely  effects  a  cure  for 
chronic  otitis  media  when  the  ozena  bacillus  persists,  and  some- 
times even  the  classic  radical  operation  will  not  successfully  cope 
with  the  situation  unless  the  Eustachian  tube  is  definitely  obliter- 
ated. 

It  is  much  more  difficult  to  foresee  failures  due  to  re-infection 
of  the  tube,  if  the  suppurative  process  persists  in  spite  of  exenter- 
ation of  the  tympanic  cavity  via  the  canal,  or  if  a  relapse  occurs 
even  after  epidermization. 

In  the  first  period  of  intra-tympanic  surgery  many  unexplain- 
able  failures  were  due  to  the  Eustachian  tube,  a  physiological  and 
pathological  link  of  communication  between  the  respiratory  organs 
and  middle  ear,  which  at  that  time  was  unexplored  Frequently 
affections  of  the  tube  are  not  recognized  until  catheterization,  when 
otoscopic  examination  reveals  an  excessive  tympanic  retraction  due 
to  tubal  stenosis  of  naso-pharyngeal  origin. 

In  two  successive  publications  (1!)04-1908)  I  have  discussed  the 
necessity  of  definite  obliteration  of  the  Eustachian  tube  in  auricu- 
lar intervention  for  a  radical  cure  of  chronic  purulent  otitis  media, 
especially  when  the  suppuration  has  no  connection  with  an  anatom- 
ic anomaly  of  the  temporal  bone,  including  the  intra-petrous  por- 
tion of  the  tube  but  due  to  latero-pharyngeal  lesions  which  pre- 
vent the  physiological  function  of  the  tube. 

Any  change  of  the  naso-pharyngeal  cavity  and  of  the  lateral  walls 
and  palate,  preventing  movement  of  the  elevator-palati,  the  dila- 
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tator  tubae  and  tensor  palati  will  close  the  pharyngeal  openhig  of 
the  tube  which  normally  is  always  open  in  spite  of  some  contrary 
opinion. 

Transformed  into  a  closed  cavity  the  canal  will  augment  the  vir- 
ulence of  the  micro-organisms,  which,  perchance,  are  there. 

De  Rossi,  in  examining  bacteria  of  the  tube  of  normal  persons, 
found  that  the  normal  secretion  contained  no  pathogenic  micro- 
organisms. Therefore,  it  is  evident  that  the  microbes  penetrate  be- 
cause of  deficient  mobility  of  the  tube  due  to  the  naso-pharyngeal 
lesion.  The  opening  of  the  tube  is  so  necessary  that  Sohier  Bryant 
claims  that  inflammations  of  the  middle  ear,  except  in  cases  of 
hematic  origin,  rarely  cause  mastoid  or  endo-cranial  complications 
when  the  tube  is  open. 

Knowing  that  the  tube  is  divided  into  two  sections,  of  which  the 
bone  forms  the  accessory  vault  and  the  fibro-cartilage  a  diverticu- 
lum of  the  pharynx,  the  infection  of  the  naso-pharyngeal  cavity  will 
happen  through  the  tube,  and  above  all,  through  the  upper  bony 
I)art  called  by  De  Rossi,  the  safety  space,  which  always  is  more  or 
less  open  even  in  serious  cases  of  infiltration  of  the  mucous  mem- 
brane. That  this  is  true  has  been  shown  by  the  fact  that  also  in 
long-standing  otorrhea  involving  the  tube,  the  liquid  injected  into 
the  cavity  reaches  the  throat  sooner  or  later. 

On  this  assumption  during  the  pre-operative  period  I  base  my 
treatment  consisting  of  introducing  through  the  cavity  strong  liquid 
caustic,  with  head  of  patient  inclined  away  from  the  affected  ear; 
to  prevent  the  flow  of  liquid  into  the  pharynx  I  use  a  catheter  with 
closed  end.  and  tightly  close  the  pharyngeal  orifice  of  the  tube. 

Since  1904,  having  based  my  procedure  on  these  anatomic-phy- 
siologic theories  and  having  checked  a  repetition  of  otorrhea  which 
is  not  d»ie  to  direct  lesion  of  the  middle  car  and  accessory  cavities, 
but  to  septic  matter  flowing  tlierc  from  the  tube  while  in  the  re- 
clining position,  I  thought  best  to  try  the  operative  method  of  Se- 
L,'iira. 

I  desisted  from  this  because  of  the  practical  difficulty  of  intro- 
ducing an  electric  platinum  snare  into  the  tube  and  because  of  the 
acute  pain  and  reflexes  resulting  and  because  of  the  acute  suppura- 
tion of  the  ear  and  accessory  cavities  which  could  arise  later.  I 
deemed  it  wiser  to  cut  otf  the  passage  from  the  tympanic  cavity  to 
the  naso-pliaryngcal  vault,  obstructing  by  gavano-cautery  the  tym- 
panic orifice  of  the  tul)?. 

In  1!)()<).  I  repeated  the  assertion  that  it  was  better  to  close  this 
tympanic  orifice,  based  on  the  same  anatomic-i)atliol()gic  princii>1i-- 
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which  showed  evidently  that  the  osseous  portion  of  the  tube  is 
more  involved  in  the  early  affections  of  the  cavity  while  the  fibro- 
cartilaginous portion  is  more  apt  to  be  affected  by  lesions  of  the 
naso-pharyngeal  cavity. 

We  do  not  admit  that  in  spite  of  the  closing  of  the  tympanic  ori- 
fice of  the  tube  infection  could  invade  the  cavity  through  sub- 
mucous tissues  being  arrested  by  the  isthmus.  Infection  could  also 
reach  the  middle  ear  by  the  lymphatic  circulation,  which,  however, 
is  poor  in  the  fibro-cartilaginous  portion  of  the  tube.  This  is  of 
greatest  value  in  preparing  to  close  the  tympanic  orifice  rather  than 
the  pharyngeal  opening. 

I  was  surprised  to  see  in  the  reports  of  tlie  German  Otological 
Society  which  met  at  Hanover  in  May,  1913,  a  communi- 
cation of  Larowitsch,  of  Jena,  in  which  among  many  other  means 
of  closing  the  tympanic  orifice  of  the  tube  plastically,  there  is  no 
mention  of  my  method.  Urbantschitsch,  at  this  meeting,  recalled 
a  method  proposed  by  his  son,  consisting  of  the  introduction  of  a 
probe  saturated  with  a  solution  of  nitrate  of  silver  with  which  the 
tubal  walls  are  energetically  rubbed.  In  this  way  he  believes  tubal 
suppuration  can  be  cured  without  a  real  closure  of  the  Eustachian 
tube,  which  he  thinks  would  impair  hearing. 

The  following  conclusions  indicate  when  operation  by  means  of 
the  canal  is  justifiable:  (a)  In  recurring  chronic  suppurations,  when 
we  are  convinced  that  the  reaction  depends  upon  retention  of  pus 
in  the  attic,  (b)  When  persistent  suppuration  of  the  cavity  is  not  due 
to  tuberculosis  or  ozena.  Removal  of  the  ossicles  may  result  in 
drainage  of  possible  suppurations  in  tlie  antrum,  (c)  When  definite 
caries  of  the  ossicles  or  the  external  wall  of  the  attic  is  determined 
In  chronic  otorrhea  not  due  to  bony  lesions  but  localized  in  the 
soft  tissues  (chronic  purulent  otitis  media,  adenoids,  deficient  or  im- 
proper perforation  of  the  membrane  and  tubal  stenosis),  (d)  In  all 
cicatrized  lesions  following  previous  suppurations  which  have  caused 
functional  disturbance  by  retraction,  which  fact  can  also  be  proved 
by  existing  suppuration,  (e)  In  all  cases  in  which  it  is  possible  to  ex- 
clude deep  bony  lesions  of  the  mastoid,  and  having  freed  the  cavity 
from  physiological  impediments,  the  tissues  may  be  modified  by 
therapeutics.     (Radium  and  its  derivatives.) 

I  shall  not  dwell  on  technic,  which  is  simple  and  is  just  as  it  was 
taught  by  the  first  teachers  of  intra-tympanic  surgery.  I  insist  on 
the  necessity  of  closing  the  tympanic  ostium  which  I  have  de- 
scribed. I  also  advised  the  use  of  a  back-cutting  chisel  which  I 
have  used  since  1908,  in  removing  the  back  attic  wall.    I  think  this 
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instrument  is  preferable  to  the  biting  forceps,  as  it  makes  a  cleaner 
cut  and  avoids  injuring  the  internal  wall  of  the  cavity. 

According  to  some  authorities,  the  use  of  the  forceps  produces 
remote  bony  lesions  because  of  closing  the  Haversian  canals  af- 
fecting the  nutrition  of  the  adjacent  bony  tissues. 
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LEGENDS  TO  PLATE. 

Figure  1.  Malleu.s  with  slight  changes.  Medullary  cavity.  All  ves- 
sels   occluded.       Irregular    borders    of    the    ossicles. 

Figure  2.  Malleus  ot  irregular  form  with  altered  periosteum  and  os- 
seous   substance    of    wedge-like    appearance. 

Figure  3.  Malleus  with  non-uniform  staining  of  section,  with  medul- 
larv   tissue   much   rarefied. 

Figure  4.  Malleus  with  more  advanced  changes.  Osseous  tissue 
scarcely  stained  in  sections,  with  osseous  corpuscles   hardly   visible. 

Figure  5.     Necrosed    incus. 

Figure  6.     Incus,     trabeculae    and    osseous    corpuscles    hardly    visible. 

Figure  7.     Malleus     with     necrosed     osseus     residue,     partially     formed 

of   fibrous   tissue.  .,  ..   ,  -.,.,. 

Figure  8.  Malleus  formed  of  group  of  necrosed  particles  without 
sti'XioturG 

Figure  a.  Wedge-like  appearance  of  a  greatly  enlarged  incus.  The 
osseous    corpuscles   are    no    longer    visible. 

Figure   10.     Tubercular    granuloma    with     giant    cells     surmounting    the 

Figure  11.  Incus  with  subperiosteal  hematoma  and  process  of  re-os- 
siflcation. 


( 


PATHOLOGICAL  CONDITIONS   IN  THE   EAR,   NOSE  OR 

THROAT   REFLEX  TO  DISEASE  OF  THE  TEETH, 

JAWS  OR  PAROTID  QLAND. 

Dk.  Clarence  E.  Idi;,  Los  Angeles. 

Acounuiiaiing  experience  has  forced  upon  the  writer  the  con- 
viction tliat  an  important  chajiter  of  oto-rhino-pharyngology  is  be- 
ing neglected  in  examination  and  investigation  of  cases,  in  discus- 
•sion  of  cases,  and  in  medical  treatises  and  papers  dealing  with  oto- 
largngoiog}-.  This  chapter  relates  to  aural,  nasal  and  pharj'iigeal 
disturbances  due  to  lesions  of  the  teeth  in  particular,  and  of  the 
laws  f,T  the  parotid  gland. 

The  subject  of  the  relation  of  diseases  of  the  eye  to  those  of  the 
teeth  has  received  and  is  constantly  receiving  attention  and  treat- 
ment in  medical  literature.  The  same  cannot  be  said  of  the  sub- 
ject of  the  tcctii  as  a  cause  of  ])athulogical  conditions  in  the  ear, 
nose  and  throa*.  X'nw  that  vvc  have  the  aid  of  roentgenography  in 
diagnosis  this  subject  can  Ix;  given  .scientific  rather  than  guess- 
work treatment. 

This  subject  has  had  extreme  interest  for  the  writer  for  several 
years;  hence  it  was  a  gratification  to  him  to  find  a  brief  chapter 
devoted  to  it  in  Kerrison's  "Diseases  of  the  ear"  recently  published. 
Thorough  search  will  disclose  that  something  has  been  written 
upon  this  subject  from  lime  to  time;  but  if  it  were  receiving  the 
attention  that  its  importance  rightfully  demands,  more  attention 
would  be  devoted  to  it  in  tlie  text-lwoks  and  monographs  wliich  are 
constantly  being  published. 

So  decidedly  has  this  relation  between  effect  ni  the  ear,  nose 
and  throat,  and  cause  in  the  mouth  U-en  impressed  upon  the  writer 
that  he  has  come  to  doubt  whether  there  be  any  such  condition  as, 
for  instance,  what  could  be  denominated  correctlv  idiopathic 
furunculosis  of  the  external  auditory  canal.  Such  condition  might 
wfll  be  due  to  infection  of  follicles  by  pus  flowing  from  the  middle 
car,  perhaps  to  diabetic  toxemia,  but  the  writer  believes  that  care- 
ful search  will  show  a  furunculosis  or  edema,  or  induration  of  the 
soft  parts  of  the  external  auditory  canal,  apparently  idif)pathic.  to 
have  origin  in  a  reflex  over  the  trifacial  nerve. 

These  reflex  changes  are  partly  vasomotor,  jtarily  nutritional. 
The  nerve  irritation  re.sults  in  either  a   failure  of  nutriii.m   with 
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local  necrosis,  due  to  spasm  oi  arterioles,  or  later  a  vasomotor  pare- 
sis with  edema  and  passive  congestion, — pseudo-inflammation. 

The  edema  is  frequently  totally  removed  temporarily  by  a  hot 
ear-douche,  showing  that  the  condition  present  is  simply  one  of 
stasis,  passive  congestion,  which  is  made  to  disappear  by  causing 
constriction  of  the  local  blood  vessels.  This  leaves  the  skin  look- 
ing normal ;  and  the  hearing  is  imjiroved  in  those  cases  which  had 


Case   3.      Miss   J.   H.   H. 

complained  of  dullness  of  hearing  from  the  sufTy  condition  of  the 
external  canal. 

The  above  remark  applies  equalK  well  to  many  a  case  of  unre- 
lieved tinnitus  (especially  that  of  a  pulsating  character),  eczema  or 
dermatitis  of  the  external  auditory  canal  with  intense  pruritus,  as 
well  as  otalgia.  It  applies  also  to  some  cases  coming  for  treatment 
of  throat  pain,  enlarged,  painful  and  tender  submaxillary  gland, 
even  cases  of  suspected  frontal  sinusitis  or  antral  abscess. 
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How  vast  a  number  of  cases,  for  e.xample,  in  which  pus  flows 
through  the  external  auditory  canal  for  years  never  develop  a 
funinculosis.  dermatitis,  eczema  or  even  a  bogg}'  condition  of  the 
skin  therein !  One  can  easily  imagine  the  existence  of  a  series  of 
cases  in  which  this  flow  of  pus,  coupled  with  a  reflex  irritation  which 
is  interfering  with  the  nutrition  of  and  lowering  the  resistance  of 
the  part  would  result  in  a  furunculosis,  brawny  induration,  eczema 
nr  dermatitis  of  the  canal.  But  more  than  this,  the  writer  has  seen 
a  series  of  cases  in  which  there  was  bogginess,  or  brawny  indura- 
tion, or  furunculosis  of  the  canal,  with  itching  or  pain,  or  both, 
coupled  with  a  scaly  condition  of  the  epidermis,  with  tympanic 
membrane  intact,  not  due  to  flow  of  pus  or  any  i)athological  con- 
dition of  the  middle  ear.  but  found  to  i)e  due  to  reflexes  from  the 
teeth  or  jaws  over  the  trifacial  nerve. 

There  are  other  obscure  cases  of  discomfort  or  pain  in  the  ear, 
or  simulating  otitis  media,  as  far  as  subjective  symptoms  and  com- 
idaint  arc  concerned,  or  atypical  tinnitus  not  presenting  any  patho- 
logical manifestations  located  in  the  tympanum,  which  also  are 
ihie  to  the  same  cause. 

Other  cases  show  symptoms  or  patiiological  conditions  in  the 
throat  which  are  also  found  to  have  the  same  origin.  The  throat 
I  ases  are  characterized  by  pain  in  the  region  of  the  tonsil  (patients 
will  report  having  just  passed  through  an  attack  of  tonsillitis),  or 
tenderness  and  swelling  of  the  left  submaxillar)'  gland,  or  trismus. 
One  patient  reported  a  marked  swelling  of  the  left  submaxillary 
gland  after  the  mastication  of  each  meal.  Still  another  class  of 
cases  present  some  or  all  of  the  ear  or  throat  symptoms  when  the 
parotid  gland  is  involved,  as  a  late  sequel  of  infectious  i)arotiditis. 
These  symptoms  come  on  sometime  after  the  initial  attack  of 
mumps. 

Any  search  which  available  leisure  has  enabled  the  writer  to  make 
has  failed  to  disclose  any  treatment  of  this  subject  in  medical 
literature  later  than  lOO.T.  with  the  exception  of  some  remarks 
made  by  Loeb,  of  St.  I^ouis,  at  the  meeting  of  the  American  Med- 
ical Association  this  year,  to  be  quoted  below.  In  1795  Richter 
wrote  regarding  the  connection  between  dental  irritation  and  af- 
fections of  the  eye  and  ear. 

The  removal  of  impacted  teeth  and  the  relief  of  other  patho- 
logical conditions  in  the  mouth  have  resulted  in  the  cure  of  deaf- 
ness and  other  anomalies  of  the  hearing-apparatus,  according  to 
the  reports  of  dental  surgeons.  That  otalgia  may  he  due  to  disease 
of  the  teeth  or  to  impaction  of  wisdom  buds  is  common  knowledge. 
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McCurdy,  in  his  "Oral  surgery,"  writes  of  deafness  which  at 
first  appeared  to  he  dependent  on  a  grave  lesion  of  the  brain,  as 
permanently  clearing  up  after  a  correction  of  defects  in  the  teeth. 
McCurdy  writes  as  a  stomatologist,  having  been  chairman  of  the 
Section  on  Stomatolog}'  of  the  American  Medical  Association  I'.llO- 
1912. 

Sf>€aking  of  the  eruption  of  the  third  molar,  or  wisdom  tooth. 
McCurdy  says :    "Some  most  troublesome  complications  may  be  as- 


rase   4.      G.   W. 


sociated  with  the  eruption  of  the  molar  teeth.  This  is  especially 
true  of  the  third  molar,  since  in  f,o  per  cent  vf  the  cases  there  is 
scant  room  for  the  tooth  to  erupt,  and  its  course  through  the  alveo- 
lus is  at  variance  with  the  normal,  making  pressure  upon  important 
nerves  and  resulting  in  ankylosis  of  the  mandible."  This  testi- 
mony from  one  who  is  surely  a  competent  oral  surgeon  shows  in 
what  a  large  percentage  of  cases  there  is  trouble  from  the  eruption 
of  the  wisdom  teeth.     Such  being  the  case,  and  having  shown  that 
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the  eruption  of  these  teeth  causes  disturbance  in  those  organs  which 
interest  us  as  oto-laryngologists,  the  necessity  of  bearing  this  rela- 
tionship in  mind  becomes  evident. 

Joseph  G..  Turner,  F.  K.  C.  vS.,  writing  in  the  Practitioner,  Lon- 
don, January.  1910,  on  "General  or  remote  infection  of  pyorrhea 
(oral  .sepsis),"  says:  'One  infected  tooth  may  be  too  much  for 
some  people,  and,  in  fact,  sometimes  is,  while  a  mouthful  may  not 
hurt  others."  He  lists  as  resulting  from  diseased  teeth :  corneal 
ulceration,  cyclitis,  keratitis  punctata,  secondary  cataract.  Note 
that  he  makes  no  mention  of  conditions  in  ear.  nose  or  throat. 

Garretson,   quoted   by    Keber,    rhiladclphia,    in    Ophthalmology, 
October,  1904,  says:     ''A  diseased  tooth  may  express  itself  in  al- 
most any  part  of  the  body."'    Geo.  W.  Wright,  D.  M.  D.,  of  Boston, 
writes  in  the  Boston  Medical  and  Surgical  Journal.  December  5, 
1912,  on  "The  teeth  and  their  relation  to  the  body,"  giving  atten- 
tion especially  to  tonsillar  infection  from  the  teeth,     l-'rank  Allport 
of  Chicago,  has  written  on  "The  relation.ship  existing  between  oph- 
thalmology and  otolog)',  and  dentistrj-."    This  paper,  read  before  a 
dental  society,  was  published  in  the   Medical  News,  vol.  84.  p.  730. 
Kate  W.  i'aldwin,  of  I'hiladeliJhia.  writing  in  the  Jotir,  A.  M.  A., 
Jan.  31,  1903,  p.  .'501,  on  "The  teeth  as  a  cause  of  pathological  con- 
ditions in  the  throat,  nose  and  ear,"  puts  this  subject  on  a  sound 
basis.     Since  then  little  that  the  writer  can  find  lias  been  written 
upon   this   particular   phase   of   the   subject.      Attention   seems   to 
have  been  diverted   to  the   relation  of  eye  diseases  to  tlie  teeth. 
Xumerfuis  jjathojogical  states,  reflex  from  disease  of  ihe  teeth,  oc- 
curring in  surprisingly  widely  distributed  portions  of  the  human 
anatomy,  are  reported  by  those  whose  province  lies  in  the  teeth 
and  jaws  esj)ecially.     Trismus,  torticollis  and  .spasm  of  the  mas- 
seter  and  temjwral  muscles  are  recorded  for  instance.     It  is  easy 
to  see  how  spasm  of  these  two  muscles  could  cause  some  anxiety 
in  a  patient  with  both  mastoiditis  and  impacted  third  molar  bud. 
Dr.  H.  W.  Ivoeh,  of  St.  Louis,  in  Jour.  A.  M.  A..  Seiitember  27, 
191.3,  p.   120."),  in  remarks   following  a  pai)er  on   "Spheno-palatine 
ganglion,"  by  Sluder,  says:     "Dr.  Ilaskins,  of  New  York,  empha- 
sized the  influence  of  maljiosed  teeth  which  stomatologists  are  able 
to  relieve.    Many  patients  come  to  the  aural  surgeon  with  .symptoms 
referable  to  the  nose;  the  skiagram  shows  malposed  teeth,  and  all 
the  symptoms  referable  to  the  nose  are  entirely  cleared  up  on  re- 
moval of  the  teeth.     There  are  many  ca.ses  with  almost  unbearable 
pain  resulting  from  conditions  in  the  nose;  these  arc  entirely  cleared 
up  on  removal  of  the  teeth,  after  the  skiagram  has  been  taken  which 
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shows  that  these  teeth  are  malposed."  This  passage  was  en 
countered  after  the  preparation  of  this  i)aper  had  been  completed 
Its  discovery  gave  tiie  writer  much  satisfaction. 

In  presenting  this  subject  it  is  necessary  first  to  make  clear  the 
anatomical  nerve-connection  between  the  ear,  nose  and  throat,  on 
the  one  hand,  and  the  tcetii.  jaws  and  parotid  gland,  on  the  other. 
This  entails  a  brief  review  of  the  anatomy  of  the  nerve-supply  of 
the  organs  involved. 


A.  Nerves  of  the  External  Auditory  Canal  and  Parotid 
Gland:  (1)  Auricularis  magnus,  from  second  and  third  nerves  of 
cervical  plexus ;  crosses  sterno-mastoid  muscle  to  parotid  gland.  Di- 
vides into  facial  branches,  auricular  branches  (connecting  with  auric- 
ular branch  of  seventh  and  tenth  cranial  nerves)  and  a  branch  to  the 
mastoid.  (2)  Auriculo-temporal  branch  of  inferior  maxillary  nerve. 
Has  two  roots  with  middle  meningeal  artery  between.  Passes  be- 
neath external  pterygoid  muscle  to  inner  side  of  neck  of  mandible ; 
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turns  upward  \\  ith  temporal  artery  Ijetwcen  external  ear  and  condyle 
of  jaw;  passes  under  parotid  gland,  ending  over  zygoma  in  two 
temporal  branches.  Has  branches  of  communication  with  the  fa- 
cial nerve  and  otic  ganglion.  X.  B.  Has  branch  to  membrana  tym- 
pani.  Sends  branches  to  external  auditory  meatus,  articulation  of 
mandible  and  parotid  gland. 

B.  Xervesoi-  the  Tymi»amc  Memuka.ne:  (1)  The  outer  surface 
of  the  drum  membrane  is  supplied  by  the  auriculo-teniporal  branch 
of  the  inferior  maxillary  nerve  as  already  stated  above.  (2)  The 
inner  surface  of  the  drum  membrane  is  supplied  by  tympanic  branch 
of  glosso-pharyngeal   (see  C. ) 

C.  Nerves  oe  the  Tympanl.m  :  'J  ympanic  plexus  ( Jacobson's  i 
consisting  i  :  I  )  Tympanic  branch  of  ninth  cranial  nerve.  From 
the  petrous  ganglion  ])asses  through  the  temporal  bone  between  the 
carotid  canal  and  jugular  foramen;  ascends  to  the  typanum,  enter- 
ing by  an  aperture  in  floor  close  to  inner  wall.  Ends  in  two  branches 
which  ramify  in  grooves  on  the  promontory.  (3)  Small  deep  pe- 
trosal nerve.  From  carotid  plexus  of-  sympathetic  passes  through 
wall  of  carotid  canal  to  join  Jacobson's  nerve.  Sends  branch  to 
-real  superficial  petrosal  through  inner  wall  of  tympanum  in  front 

■  t  foramen  ovale.  (\i)  Small  sui)erticial  petrosal  nerve.  From 
itic    ganglion   through     foramen    in   middle     fossa    of   skull     (or 

through  foramen  ovale)  passing  backward  to  enter  petrous  bone 
li^ain  external  to  hiatus  Fallopii ;  receives  a  filament  from  the  fa- 
lal  nerve  and  joins  Jacobson's  nerve  to  assist  in  the  formation  of 
lie  tympanic  plexus.     N.  B.    The  inferior  maxillary  branch  of  the 

tilth  cranial  nerve  .sends  a  branch  to  the  tensor  tymjiani  muscle  by 

way  of  the  otic  ganglion.    The  tympanic  branch  of  the  facial  nerve 

.supplies  the  stapedius  muscle. 

D.  Nerves  oe  the  Kt'sT.\cniAN  Tube:  Tympanic  plexus  (see 
C. 

E.  Nerves  oe  Akticii.atio.n  oe  Mandiuee:  (1)  Auriculo-tem- 
lioral  branch  of  trif^icial  nerve,  already  described.  (2)  Masseteric 
branch  of  inferior  maxillary  nerve.  N.  B.  The  infra-orbital  branch 
of  the  inferior  maxillary  nerve  to  eyelid  hdont:^  to  tin-  maxillary 
-ystem  not  to  the  ophthalmic. 

It  is  to  be  note<l  relative  to  the  above  described  nerve-supply : 
rhat  the  auricularis  magnus  nerve  of  the  symi)athetic  is  a  means 
'if  communication  iK'tween  the  ])arotid  gland  and  the  auricular 
liranches  of  the  facial  and  pneumogastric  nerves.  The  latter  sup- 
ply the  stajjedius  muscle  and  the  external  auditory  canal  and  drum 
membrane:  tli.ii  ilir  anriiiilo  t<-m|>iiral  branch  (if  the  trifacial  nerve 
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has  branches  of  communication  with  the  otic  f(an<,Mion.  and  also 
sends  branches  to  the  membrana  tyni])ani.  external  auditory  meatus, 
articulation  of  mandible  and  ])arotid  gland  :  that  the  otic  ganglion 
is  a  means  of  communication  between  the  auriculo-tem])oral  branch 
of  the  trifacial  nerve  on  the  one  hand,  and  tlie  tympanic  plexus  on 
the  other,  by  means  of  the  small  superficial  petrosal  nerve ;  that 
the  auricid()-tem])oral  branch  of  the  trifacial  nerve  supplies  the 
tensor    tympani    muscle    by    way    of    the    otic    ganglion ;    tliat    the 
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auricularis  magnus  and  the  auriculo-temporal  branch  of  the  tri- 
facial nerve  communicate  with  the  facial  nerve,  which  supplies  the 
stapedius  muscle ;  that  the  glosso-pharyngeal  nerve  has  connection 
with  the  auriculo-temporal  branch  of  the  fifth  througli  the  otic 
ganglion:  that  the  anterior  su[)erior  dental  branch  of  the  fifth  nerve 
sends  a  branch  through  the  wall  of  the  antrum  of  Highniore  to  the 
nasal  fossa  (inferior  meatus  and  floor);  that  irritation  of  one 
branch  of  the  trifacial  nerve  mav  be  transmitted  to  the  Gasserian 
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ganglion  and  thence  reflected  over  another  branch  giving  rise  to 
symptoms  in  the  regions  supplied  bv  the  latter,  or  regions  reached 
by  it  through  connections  with  other  ganglia. 

It  is  seen  then  that  the  auricularis  magnus  of  the  sympathetic,  the 
auriculo-temporal  branch  of  the  fifth  ( which  supplies  the  external 
autlitory  meatus  and  drum  membrane  )  and  the  tympanic  plexus, 
which  supplies  the  tympanum  and  Eustachian  tube,  have  some  sort 
of  communication  with  the  entire  fifth  nerve  which,  besides  sup- 
plying the  external  auditory  meatus  and  mcnibrana  tvmpani,  sup- 
plies also  the  articulation  of  the  mandible,  the  parotid  gland,  the 
teeth  and  the  orbit,  It  is  also  to  be  observed  that  the  otic  and  Gas- 
serian  ganglia  form  centers  from  which  irritating  impulses  are 
sent  out  over  nerves  other  than  those  which  bring  them  in,  thus 
originating  what  we  know  as  reflexes.  It  is  apropos  to  call  atten- 
tention  here  to  the  relief  obtained  in  glaucoma  by  injection  of  the 
splieno-i)alatine  ganglion,  and  also  to  recall  that  it  has  been  claimed 
that  glaucoma  can  be  the  result  of  spheno-palatine  irritation. 

Xkrvks  of  riiiv  X.ASAi.  Fossae:  (1)  The  nasal  nerve  of  the 
ophthalmic  division  of  the  fifth  cranial  nerve  enters  the  nasal  fos- 
sa beside  the  crista  galli,  supplies  the  mucous  membrane  of  the 
forepart  of  the  septum  by  an  internal  branch,  and  that  of  the  out- 
er wall  of  the  naris  as  far  as  the  inferior  turbinate  by  an  external 
branch,  ending  in  the  skin  of  the  ala  and  tiji  of  the  nose,  communi- 
cating with  the  facial  nerve.  <  '.'  •  \nt(  riu;  -u])crior  dental  branch 
of  the  fifth  cranial  nerve,  l-'rom  tlie  superior  maxillary  branch  of 
the  fifth  nerve  in  the  infra-orbital  foramen;  runs  in  canal  in  an- 
terior wall  of  antrum  of  Highmore  supplying  the  incisor  and  canine 
teeth  ;  gives  off  nasal  branches  to  the  mucous  membrane  of  the 
inferior  meatus  and  its  floor:  communicates  willi  nasal  branches 
from  Meckel's  ganglion,  i  ;  i  \  idian  nerve,  from  the  superior 
maxillary  nerve  to  Meckel  s  ganglion ;  is  joined  by  a  branch  from 
the  otic  ganglion.  It  supplies  the  upper  and  back  part  of  the  sep- 
tum and  the  su[)erior  turbinate.  (I)  Spheno-palatine  or  Meckel's 
ganglion.  A  ganglion  of  the  fifth  cranial  nerve;  lies  deep  in  the 
S|>hcno-maxillary  fossa ;  its  sensory  root  is  deriveil  from  the  superior 
maxillary  nerve  by  two  s])heno-i)alatine  branches  ;  distributes  de- 
scending or  palatine  branches  which  are  almost  a  direct  continua- 
tion of  the  spheno-palatine  branches  of  the  superior  maxillary 
ner\e.  These  branches  are :  (">l  .Anterior  or  large  palatine  nerve  : 
descends  through  large  iMxstcrior  ])alatine  canal,  emerges  upon  hard 
palate  at  post-palatine  foramen,  passes  forward  through  groove  in 
bard  paliitc  nearh-  tt)  ini-isnr  teetli       i-"rnm  the  [>ii<<  iial.'iliiie  canal 
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gives  off  inferior  nasal  branches  to  inferior  turbinate  and  middle 
and  inferior  meati.  internal  branches  of  Meckel's  ganglion  are 
distributed  to  the  septum  and  outer  wall  of  nasal  fossa.  Here  we 
see  Meckel's  ganglion  playing  the  same  important  part  as  did  the 
otic  and  Gasserian  ganglia  in  the  case  of  the  ear. 

Nerves  of  the  I'harynx:     (1)  Posterior  branches  of  ^Meckel's 
ganglion  are   distributed  to  the  mucous  membrane  of   the   upper 
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pharynx  and  behind  the  Eustachian  tube.  (2)  The  middle  pala- 
tine nerve  of  Meckel's  ganglion  supplies  the  levator  palati  and 
azygous  uvulae  muscles,  soft  palate,  tonsil  and  uvula.  The  above 
two  nerves,  the  middle  and  posterior  palatine,  join  with  the  ton- 
sillar branches  of  the  ninth  cranial  nerve  to  form  a  plexus  around 
the  tonsil,  the  circulus  tonsillaris.  The  inferior  maxillary  nerve, 
its  anterior  division,  receiving  nearly  the  whole  of  the  motor  root 
of  the  fifth,  sends  branches  to  the  masseter,  temporal,  buccinator, 
mylo-hyoid  and  digastric  muscles.     Note  here  the  connection  of 
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these  muscles  with  trismus.  The  glosso-pliaryngeal  nerve  sends 
branches  to  the  i)liar_vngeal  i)lexus,  an(l  also  has  tonsillar  branches. 
The  tenth  cranial  ner\'e,  its  pharyngeal  branches,  join  witli  those 
of  the  ninth  cranial  nerve  to  form  the  ])haryngeal  plexus.  Here 
again  we  note  the  existence  of  inter-communication  between  the 
nerves  supplying  the  teeth  and  those  of  the  nasal  fossa  and 
pharynx:  either  directly,  over  the  same  (fifth)  nerve,  or  indirect- 
ly by  way  of  the  otic  or  Meckel's  ganglion.  There  is  indirect  nerve 
communication  between  the  teeth,  over  the  trifacial  nerve,  and  the 
throat  by  means  of  the  glosso-pharyngeal  nerve,  the  otic  ganglion 
being  the  means  of  communication  between  the  fifth  and  ninth 
nerves.  The  blood  vessels  and  lymph  channels  jirovide  another 
means  of  communication  between  the  teeth  and  throat  and  ear; 
but  this  is  aside  from  reflex  conditions.  It  is  easy  to  understand 
how  faulty  eruption  of  wisdom  teeth  could  irritate  the  submaxil- 
lary gland  and  ganglion,  as  this  ganglion  of  the  inferior  maxillary 
nerve  lies  upon  the  gland  and  supplies  it.  The  submaxillary  gang- 
lion of  the  inferior  maxillary  division  of  the  fifth  nerve  lies  above 
the  deep  portion  of  the  submaxillary  gland,  supplying  the  gland 
and  communicating  with  the  lingual  or  gustatory  ner\e.  A  branch 
from  the  chorda  tympani  connects  it  with  the  facial  nerve  and  the 
sympathetic. 

In  cases  which  will  be  described  complaint  \\a>  made  of 
furunculosis  (or  local  necrosis  of  the  soft  parts)  edema,  serous 
discharge,  induration,  itching  and  tenderness  of  the  external  audi- 
tory canal,  trismus,  otalgia,  deafness,  tinnitus,  crackling  of  drum 
(clonic  spasm  of  tensor  tympani)  autophony,  enlarged,  painful  and 
tender  submaxillary  gland,  throat  pain,  pain  at  frontal  sinus  and 
nasal  voice  as  in  abscess  of  the  antrum  of  Highmorc. 

The  connection  of  the  different  parts  of  the  ear  and  throat  with 
the  teeth,  jaw  and  ]>arotid  gland  is  gathered  from  the  brief  descrip- 
tion of  the  anatomy  of  the  nerves  treated  of  above,  over  which 
the  intercommunications  take  place.  It  is  apropos  here  to  note  a 
report  made  by  P.  de  Piesse  in  the  Ann.  de  la  Foliclin.  Cent.,  Jan- 
uary, 1912.  A  man  suffered  from  neuralgia  of  the  lower  molar 
teeth  which  a  dentist  successively  removed  without  amelioration 
of  the  pain.  The  i)aticnt  was  referred  to  de  Piesse  who  could  find 
nothing  in  the  dental  region,  and  therefore  examined  the  auditory 
canal,  which  he  found  occluded  with  cerumen ;  upon  removing  this 
the  pain  ceased.  Dc  Piesse  feels  that  sfich  conditions  are  frequent 
Here  is  reflex  action  in  the  direction  opposite  to  that  which  we  are 
considering. 
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The  most  typical  of  the  cases  in  this  series  siiowed  unerupted 
impacted  wisdom  tooth-buds  as  the  cause  of  the  reflex  pathological 
condition.  Other  causes  were  alvco'itis,  alveolar  abscess,  pyorrhea, 
areolar  necrosis,  supernumerary  tooth  in  antrum,  hy])enJlasia  of 
dentin  and  parodontitis.  In  some  cases  the  impacted  wisdom  buds 
were  lying  on  their  side  develoi)ing  toward  the  root  of  the  second 
molar.  As  stated  above  in  .">()  i)cr  cent  of  people  there  is  not  room 
at  the  angle  of  the  mandible  for  the  wisdom  tooth  to  erupt. 


Case    P.      W.    r..    X. 


It  is  remarkable  that  in  cases  of  impacted  wisdom  tooth-buds 
the  chief  complaint  is  not  of  pain  in  the  teeth  or  jaw,  but  of  re- 
flex conditions  in  neighboring  regions,  coupled  with  a  stiftness 
of  the  articulation  of  the  mandible  in  many  but  not  in  all  cases. 
This  condition  of  trismus  is,  I  believe,  present  in  greater  or  less 
degree  at  some  time  in  the  historv  of  each  case.  Digital  examina- 
tion will  always  elicit  tenderness  of  the  jaw  in  the  neighborhood 
of  the  ofifending  tooth.  Optical  examination  will  show  an  active 
or  passive  congestion  at  tlie  same  location. 
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'J'lie  teeth  are  to  be  identified  in  order  to  determine  whether  the 
wisdom  teeth  are  present.  If  found  missing  it  is  necessary  to  de- 
termine whether  they  have  been  erupted  and  later  extracted.  It 
is  rather  surprising  how  few  patients  are  able  to  state  definitely 
whether  their  wisdom  teeth  ever  erupted  and  were  extracted  later. 
One  would  expect  the  discomfort  attending  the  eruption  of  wis- 
dom teeth  to  impress  itself  on  the  memory  more  deeply. 

In  cases  where  the  wisdom  teeth  have  erupted,  and  later  been 
extracted,  the  region  formerly  occupied  by  the  tooth  is  depressed, 
sOme  absorption  of  the  alveolar  process  having  taken  place.  Where 
no  eruption  has  taken  place  the  level  of  the  alveolar  process  is 
higher.  In  case  the  eruption  is  causing  disturbance  the  jaw  is  ten- 
der and  the  region  congested.  This  congestion  is  characterized  by 
a  purple  hue  of  the  mucous  membrane  over  which  course  enlarged 
blood  vessels. 

In  one  case  to  be  reported  there  was  a  supernumerary  tooth  in 
the  antrum.  Each  of  the  cases  to  be  reported  was  examined  thor- 
oughly by  all  known  methods  for  the  cause  of  the  condition  com- 
plained of  before  being  referred  for  x-ray  examination.  Such 
methods  included  all  those  usual  in  the  thorough  examination  of 
the  auditory  a])|)aratus,  throat  and  nose,  including  caloric  and  re- 
volving tests  of  the  labyrinth  and  transillumination  of  the  mastoid 
and  accessor}-  nasal  sinuses.  The  ([uestion  whether  diabetes  could 
be  the  cause  of  the  pseudo-furivnculosis  was  also  considered.  Xo 
case  of  hyperostosis  of  the  auditor)'  canal  is  included,  nor  are  any 
cases  of  chronic  otitis  media.  .Ml  of  the  cases  came  out  of  a  clear 
sky,  so  to  speak.  Reproductions  of  the  radiograms  are  shown  to 
give  a  clear  and  accurate  idea  of  how  necessary  this  aid  is  to 
diagnosis  in  these  cases. 

It  is  worth  while  to  report  a  general  experience  of  dit'tiL-ulty  or 
dissatisfaction  in  consulting  with  dentists.  They  do  not  seem  to 
\te  pathologists  in  any  true  sense  of  the  term,  except  in  a  few  tiril- 
liaiit  instances.  (  )nc  likes  to  refer  a  patient  to  his  or  her  own 
dentist :  but  when  the  saich  dentist  by  a  careless  examination,  or  a 
light  remark  endangers  the  successful  outcome  of  much  study  and 
effort  on  the  ])art  of  the  surgeon  referring  the  patient,  the  latter  is 
not  moved  to  refer  other  i)atients.  It  is  hard  to  find  a  dentist  who 
will  acknowledge  that  perhaps  there  exists  an  impacted  wisdom 
tooth-bud,  and  that  perhajjs  all  the  filling  and  refilling,  extracting 
and  treating  of  teeth  wcnild  have  been  unnecessary  if  the  true  cause 
of  the  patient's  complaint  had  been  diagnosed  at  the  start:  The 
writer  has  finally  found  it  best  to  refer  such  cases  to  a  stomatolo- 
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gist  for  whom  he  can  vouch,  and  even  then  to  accompany  the  pa- 
tient to  such  oral  surgeon  for  a  formal  consultation.  The  stomatol- 
ogist can  then  he  held  to  a  thorougii  examination  and  to  an  appre- 
ciation of  his  duty  to  hoth  the  patient  and  the  surgeon  referring 
the  latter. 

For  the  present,  in  this  preliminary  report,  the  writer  would  lay 
greater  stress  on  the  fact  that  in  each  of  these  cases,  in  which  some 
reflex  from  the  teeth  was  suspected  and  the  patient  referred  to  the 
radiographer,  the  plate  showed  some  disease  or  anomoly  of  the 
teeth,  than  on  the  therapeutic  results  obtained,  altliough  the  latter 


Case   10.     It.  S.     Left  side. 

were  satisfactory  and  what  the  patients  were  seeking.  Careful  in- 
vestigations of  such  conditions  are  of  far  more  value  than  clinical 
reports. 

It  is  important  to  note  again  that  these  cases  do  not  complain  of 
odontalgia,  else  they  would  consult  the  dentist.  Their  complaint  is 
of  conditions  in  organs  more  Cir  less  remote  from  the  teeth. 

Of  the  fifteen  cases  to  be  described  six  or  40  per  cent  were 
caused  by  impacted  wisdom  toJth-buds.  One  of  these  had  a  buried 
incisor  tooth  in  addition.  Fotir  or  27  per  cent  were  due  to  alveo- 
litis. One  had  necrosis  of  jaw  in  addition.  Two  or  13  per  cent 
were  due  to  pyorrhea.  One  of  these  had  a  supernumerary  tooth 
in  antrum  also.    One  or  G^  per  cent  had  hyperplasia  of  tooth  root. 
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One  or  6^  per  cent  had  osteitis  of  condyle  of  mandible  following 
mumps.  One  or  Gj^  per  cent  was  due  to  buried  incisor  tooth.  No 
cases  of  hysteria  or  traumatic  neuro-psychosis  are  included. 

Three  cases  of  reflex  pathological  conditions  in  the  eye  will  be 
included  among  the  following  fifteen  cases. 

Case  I :  W.  \\'.,  aged  30.  Transfer  business.  Complained  of 
pain  in  left  eye.  Refraction  by  Dr.  Martin,  of  Phenix,  Arizona, 
resulted  in  the  prescription  of  weak  cylindrical  lenses  which  the  pa- 
tient stated  had  given  no  relief.  This  attack  of  eye  pain  was  the 
first  which  the  patient  had  ever  experienced.  His  general  health 
was  excellent  On  consulting  the  writer  this  patient  complained 
of  continued  wearing-pain  in  the  left  eye  with,  in  addition,  pain 
and  tenderness  below  the  eye  in  the  region  of  the  tear  sac.  The 
latter  was  found  to  be  normal.  There  was  no  epiiihora  or  photo- 
phobia. 

Examination  of  the  eye  gave  negative  results,  except  that  pres- 
sure at  the  infra-orbital  foramen  elicited  tenderness.  Examina- 
tion of  the  nose  revealed  an  area  of  atrophy  or  maceration  the  size 
of  a  nickel  in  the  left  naris,  at  the  anterior  extremity  of  the  in- 
ferior turbinate.  This  was  white,  wrinkled  and  looked  as  if  it 
had  been  macerated.  This  condition  called  attention  to  the  nasal 
termination  of  the  anterior  superior  dental  branch  ol  the  superior 
maxillary  division  of  the  fifth  nerve.  This  nasal  branch  supplies 
the  mucous  membrane  of  the  forepart  of  the  inferior  meatus  and 
floor  of  the  naris.    It  also  supplies  the  incisor  and  canine  teeth. 

Consultation  in  this  case  with  Dr.  Eeppenthien,  of  Tucson,  Ariz- 
ona, an  oral  surgeon  worthy  the  name  now  passed  to  his  reward, 
disclosed  discoloration  of  the  upper  left  incisor  and  canine  teeth. 
On  drilling  up  through  these  teeth,  into  the  neural  canal.  Dr.  L. 
flemonstrated  the  flow  of  a  serous  fluid,  not  pus,  from  the  canals. 
It  was  not  a  case  of  true  alveolar  abscess.  Had  it  been  there  would 
have  been  odontalgia.  There  was  pressure  on  the  nerve  by  serous 
exudate  which  was  manifested  not  by  local  but  by  reflex  pain  in 
the  eye.  Here  was  a  case  with  exudate  in  the  alveoli  of  the  in- 
cisor and  cuspid  teeth,  producing  a  nutritional  change  in  the  mu- 
cous membrane  of  the  naris,  in  which  complaint  had  been  of  pain 
in  the  eye  sufficiently  annoying  and  wearing  to  incapacitate  the 
man  for  his  regular  work.  Later  pain  and  tenderness  appeared 
at  the  infra-orbital  foramen.  Treatment  of  the  teeth  resulted  in 
a  complete  cure  without  further  attention  from  the  writer. 

Case  2:  Mrs.  S.  E.  McD.,  proprietor  of  an  apartment  house, 
aged  50.     On  February  23,  1913,  both  eyes  had  been  the  seat  of 
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sharp  pain,  according  to  the  patient's  report.  Two  days  later  she 
presented  herself  at  the  Good  Samaritan  Hosi))tal  requesting  treat- 
ment for  her  eyes.  The  writer  was  summoned  and  found  the 
woman  suffering  from  an  attack  of  episcleritis,  left  eye.  Patient  re- 
ported that  the  right  eye  was  first,  involved ;  that  the  condition  on 
that  side  had  cleared  up  and  the  left  eye  then  hecame  involved. 
The  left  eye  showed  violaceous  hue  beneath  the  conjunctiva,  with 


Casi'    !l). 


circumcorneal  injection.     Tlie  lids  were  boggy  and  there  was  photo- 
phobia with  eye  pain. 

The  history  of  the  case  and  the  jihysical  examination  showed 
only  that  the  bowels  had  been  markedly  constipated.  Analysis  of 
the  urine  showed  an  excess  of  uric  acid.  A  diagnosis  of  episcleritis 
both  gouty  and  toxic  was  made.  Treatment  consisted  of  aspirin 
internally,  atropin  w'ith  hot  compresses  and  dionin  locally.  These, 
with  electric  light  baths  followed  by  graduated  sprays  and  body 
shampoo,  cleared  up  the  case  so  that  the  patient  left  the  hospital  on 


IDE  :     RKrLKX    CONDITIONS    IN    EAR,    NOSE    AND    THROAT.         113 

the  fifth  day,  being  discharged  from  the  othce  as  cured  two  days 
later. 

On  June  18,  1913,  this  patient  presented  herself  complaining  of 
pain  and  indistinct  vision  in  the  left  eye.  This  was  about  four 
months  following  the  other  attack.  No  local  cause  for  the  com- 
plaint was  found  in  the  eye.  Ophthalmoscopic  examination  was 
negative,  as  was  examination  by  external  inspection.  Further  ex- 
amination discovered  an  alveolitis  of  the  upper  left  cuspid  tooth. 
The  gum  around  this  tooth  was  inflamed  and  the  process  was  ex- 
tending across  the  hard  palate. 

The  woman  was  referred  to  her  dentist,  Dr.  Brodbeck,  who  in 
turn,  referred  her  to  Dr.  Wilson,  extracting  specialist.  There  was 
a  pivot  tooth  on  the  cuspid  root.  Extraction  of  the  root  cleared 
tiie  case  up  promptly.  Pus  and  blood  were  oozing  from  the  sock- 
et when  the  writer  examined  this  patient.  By  the  first  of  the  fol- 
lowing month  (July)  the  alveolar  process  had  healed,  and  the  eye 
gave  no  further  trouble. 

Whether  this  tooth  was  diseased  at  the  time  of  the  first  attack, 
tlius  being  a  factor  in  the  causation  of  the  eye  condition  then  de- 
manding attention,  the  writer  is  unable  to  state.  No  complaint 
was  made  of  the  tooth  at  that  time.  The  condition  of  the  bowels 
and  urine  appeared  to  show  sufficient  cause  for  the  condition  which 
presented  then. 

Case  J  (see  radiograph)  :  Mrs.  J.  B.  H.,  March  9,  1913,  com- 
plains of  pain  and  swelling  of  the  right  external  auditory  meatus 
and  swelling  and  soreness  of  the  right  lower  eyelid.  Patient  states 
that  a  "boil"  in  the  auditory  canal  ruptured  two  weeks  ago.  At 
present  there  is  tumefaction  of  the  canal,  but  the  appearance  is  not 
tyi)ical  of  furunculosis.  The  tissues  of  the  canal  are  bogg>-,  shrink 
under  the  application  of  adrenalin.  There  is  no  definite  furuncle, 
only  the  edematous  or  boggy  condition.  Incision  fails  to  reveal 
pus.  The  right  lower  eyelid  is  edematous.  There  is  an  area  of 
necrosis  near  the  inner  canthus.  It  is  not  hordeolum.  The  necrotic 
area  is  evidently  the  result  of  nutritional  disturbance,  for  the  ap- 
pearances are  not  those  of  inflammator}^  change. 

Examination  of  the  mouth  shows  congestion  of  the  right  lower 
jaw  at  the  anterior  bicuspid  and  wisdom  tooth.  The  jaw  is  pain- 
ful at  these  locations.  Patient  states  that  it  has  been  difticult  to 
cat  or  open  the  jaw  for  weeks.  The  right  ear  drum  is  normal  and 
there  is  no  evidence  of  disease  of  the  middle  ear  or  Eustachian 
tube.  The  patient  was  referred  to  Dr.  Low  for  radiograph  which 
'r—f-ri  disease  of  the  alveolus  of  the  anterior  bicuspid  before  men- 


114       idk:    rki-i.ex  conditions  in  kar,  nose  and  throat. 

tioned,  and  the  jaw  surrounding  it.  Dr.  Shaw,  oral  surgeon,  found 
on  extracting  the  tooth  that  the  alveolar  process  was  diseased  and 
that  an  area  of  necrosis  surrounded  it.  It  was  necessarj-  to  gouge 
out  the  tooth  which  came  out  in  two  portions,  the  middle  part  hav- 
ing become  softened.  The  crown  was  extracted  and  then  the  point 
of  the  root.  Necrotic  bone  was  also  removed.  This  patient  had 
become  badly  run  down.  She  now  began  to  improve  and  was  soon 
discharged. 

In  this  case  the  reflex  ])rocess  exercised  a  selective  effect  over 
the  infra-trachlear  branch  of  the  nasal  branch  of  the  opthalmicdivi- 


Case   11.     Miss  M.  T. 

sion  of  the  fifth  nerve,  whicii  supplies  the  integument  of  the  lids 
and  the  caruncuala  lacrimalis  as  well  as  over  the  auriculo-temporal 
to  the  external  auditory  meatus. 

A  letter  recently  received  from  the  husband  of  this  patient  is  in- 
teresting as  confirming  the  supposition  that  the  conditions  which 
the  case  presented  were  reflex  from  the  diseased  teeth : 

October  4,  1913. 
My  Dear  Doctor:  For  your  information  I  wish  to  say  that  Mrs.  H.  has 
had  no  trouble  to  speak  of  since  you  treated  her.  Recently,  that  is  two 
months  ago,  she  suffered  more  or  less  pain  in  the  eye  and  ear,  and  we 
feared  for  several  days  that  she  would  likely  suffer  an  attack  similar  to  the 
one  had  at  J.os  .Angeles  last  spring.     We  followed  your  general  theory  and 
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advice  and  upon  having  a  troublesome  tooth  removed  the  pain,  swelling,  etc., 
immediately  disappeared.  In  short,  we  are  more  convinced  than  ever  of  your 
idea  that  the  trouble  was  caused  by  bad  teeth  rather  than  by  trouble  with 
the  eye  or  the  ear.  Your  belief,  in  other  words,  is  certainly  confirmed  in 
the  case  of  Mrs.  H." 

Case  4  (see  radiograph) :  Geo.  \V.,  merchant ;  age  52  :  March 
6,  1913,  complains  of  pain  in  right  ear  following  a  "cold."  Dis- 
charge from  nose  has  been  yellow,  but  not  profuse.  On  examina- 
tion of  nose  find  mucous  membrane  red  and  boggy.  External  audi- 
tory canal  slightly  tender.  Drum  slightly  reddened,  not  bulging. 
Eustachian  tube  inflates  easily.  Hearing  on  that  side  dull.  Auto- 
phony  present.  On  night  of  same  day  had  attack  of  severe  pain 
which  he  referred  to  the  ear.  This  was  followed  by  a  discharge 
of  bright  fresh  blood  from  the  external  auditor}'  canal.. 

March  7,  seen  at  home.  Blood-clot  in  canal ;  not  much  pain ; 
Eustachian  tube  inflates ;  naris  tender  to  catheter. 

At  each  visit  the  Eustachian  tube  was  treated  with  Yankauer's 
applicator,  arg>'rol  in  50  per  cent  solution  being  used. 

March  8  :  No  change ;  not  much  pain.  March  10 :  No  new  de- 
velopment; Eustachian  tube  inflates  readily.  March  17:  Return 
of  pain  last  night.  Eustachian  tube  open.  Patient  had  been  com- 
fortable during  the  intervening  week.  March  1!):  Now  complains 
of  pain  in  the  ear  canal.  Drum  not  red,  but  incised  it  as  a  precau- 
tion, obtaining  no  discharge.  Irrigated  middle  ear  with  canula  and 
\  ankauer  bottle.  March  20:  External  auditory  canal  boggy, 
edematous.  Trismus.  Spasmodic  pain  at  articulation  of  mandible. 
Condition  evidently  reflex.  March  22 :  With  each  examination 
the  matter  of  diseased  teeth  had  been  looked  into.  Patient  had 
reported  teeth  sound  and  examination  confirmed  this  opinion.  No 
tenderness  of  alveolus  had  been  elicited.  To-day,  however,  find 
wisdom  tooth  on  same  side  as  affected  ear,  in  upper  jaw,  loose.  Ear 
canal  boggy.  That  night  there  was  return  of  the  agonizing  spas- 
modic pain  (tic  douloureux).  It  was  characteristic  of  this  pain, 
which  occurred  in  paroxysms  like  neuralgia  or  neuritis,  to  come 
on  at  night,  but  not  every  night.  March  23 :  Convinced  the  con- 
dition was  due  to  irritation  of  fifth  nerve  by  diseased  teeth.  Wis- 
dom tooth  very  loose,  second  molar  now  loose  also.  Chewing  is 
painful.  Pain  radiates  down  right  side  of  throat.  Radiograph  rc- 
(|ucsted.  March  24  :  Plate  shows  alveoli  of  first  and  second  molars 
diseased,  with  a  suiiernurnerary  tooth  in  the  antrum.  Transillum- 
ination of  antrum  had  been  negative.  The  condition  of  the  antrum 
had  no  effect  in  this  case  at  any  time. 
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The  second  molar  and  wisdom  teelh  were  extracted,  the  patient 
refusing  to  submit  to  operation  for  removal  of  tooth  from  the  an- 
trum. The  two  teeth  removed  showed  that  their  alveoli  had  been 
diseased.  Removal  of  these  two  teeth  by  Dr.  A.  A.  Shaw  brought 
about  cessation  of  all  symptoms,  the  antrum  remaining  quiet  per- 
manently. 

Case  3:  Mrs.  B.  L.  K.,  aged  23,  March  2i,  191:!.  Has  had 
trouble  with  right  ear  since  September,  — —  six  months.     Com- 


j.  o. 


plains  of  throbbing  and  slight  deafness ;  had  no  nasal   trouble   in 
September;  no  grip.     There  is  no  history  of  family  deafness. 

Examination  showed  absence  of  naso-pharyngitis.  There  is  ab- 
solute occlusion  of  right  Eustachian  tube  at  isthmus.  Right  drum 
is  retracted,  there  being  congestion  along  the  handle  of  the  malleus. 
For  years  has  had  attacks  of  fainting — not  Meniere's  symptom 
complex.     There  has  been  no  vertigo,  nausea  or  vomiting.     The 


iDi: :    Ki;ri.i;x  conui  rioxs  i.\   kar,  nosi-   and   iiiroat.       117 

throbbing  in  the  right  ear  has  been  constant  for  the  last  month. 
This  is  distinct  from  ordinary  tinnitus  which  comes  on  in  attacks 
when  she  is  tired. 

March  28 :  Rinne,  negative  in  right  ear.  Electrolysis  with  Duel's 
bougie  to  relieve  occlusion,  successful.  To-day,  C  512  fork  is  heard 
20  sec.  by  b.  c.  15  sec.  by  a.  c.  Does  not  hear  Dench  fork.  Re- 
volving and  caloric  tests  show  labyrinth  normal. 

March  31 :  When  tinnitus  is  present  it  ceases  on  the  employ- 
ment of  the  Valsalva  methotl  of  inflation.  Right  ear  now  hears 
whispered  voice  "fi6"  and  "22"  at  18  ft.  Watch,  right  ear,  5  ft. 
-Voumeter  20  ft.  both  ears.  Right  Eustachian  tube  inflates  nor- 
mally. Hearing  improved.  Tinnitus  nearly  disappeared.  Rinne 
positive. 

.^pril  4  :  All  conditions  improved  except  throbbing  synchronous 
with  heart  beat.  Strontium  bromid.  gr.  15.  t.  i.  d.  Referred  for 
radiograph.  Plate  showed  lower  right  wisdom  tooth  impacted.  It 
was  developing  against  the  root  of  the  second  molar.  Referred  to 
oral  surgeon.  Dr.  A.  A.  Shaw,  who  extracted  the  second  molar, 
against  which  the  wisdom  tooth  was  erupting.  This  was  done  be- 
cause the  patient  refused  to  spend  any  time  in  the  hospital,  which 
was  necessary  for  removal  of  buried  wisdom  bud.  Patient  report- 
ed relief  from  this  procedure,  but  that  this  relief  was  not  complete 
was  proof  that  the  removal  of  the  tooth  extracted  was  not  the 
procedure  really  demanded.  Later  the  patient  reported  that  there 
was  still  some  of  the  throbbing.  Referred  to  Dr.  Felsenthal  for 
removal  of  the  impacted  wisdom  bud. 

Case  6  (see  radiograph)  :  Mr.  A.  F.  McL.,  aged  25.  Septem- 
ber 3,  1912.  came  with  impacted  cerumen  and  right  Eustachian  tube 
occluded,  following  bathing  at  Bimini  baths.  Cerumen  was  re- 
moved. Eustachian  tube  was  bougied  and  inflated,  and  application 
made  with  Yankauer's  applicator. 

June  6,  191.'?,  he  complained  of  ears.  Says  the  canals  are  stuffy 
and  sore.  The  right  external  canal  is  boggy  and  closed  completely 
with  a  mass  of  wax  and  dried  cerumen.  Left  canal  is  boggy  and 
has  a  scab  of  exudate,  but  is  not  completely  closed.  Both  canals 
are  swollen  and  scaly.  Drums  are  dull;  both  Eustachian  tubes  in- 
flate easily.  Has  had  yellow  discharge  from  nose.  Transillumination 
shows  shadow  over  right  antrum,  hut  im  fli'^charge  is  secured  on 
washing  the  latter. 

This  patient  was  referred  to  Dr.  Low  for  radiograph.  The  plate 
showed  the  left  upper  wisdom  tooth  impacted.  Patient  was  re- 
ferred to  Dr.  Louis  Felsenthal.  who  extracted  not  only  the  im- 
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pacted  wisdom  tooth,  but  also  the  three  otiier  wisdom  teeth,  because 
of  the  scanty  room  at  the  angle  of  the  mandible. 

June  30,  1913:  Find  external  auditory  canals  filled  with  dried 
serum,  and  cerumen  deeper  in.  The  canals  had  been  painted  with 
pure  ichthyol.  Removal  of  the  scabs  showed  healthy,  pink,  smooth 
skin.  Right  drum  had  been  reddened  and  macerated  by  the  re- 
tained exudate.  Eustachian  tubes  were  patent.  The  conditions 
present  promise  good  results  from  the  extraction  of  the  wisdom 
tee'ih.     Later  the  patient  reported  complete  relief. 

July  7.  1913,  this  patient  reported  that  he  had  received  a  letter 
from  home  which  bore  the  information  that  two  sisters  and  a  bro- 
ther had  found  it  necessary  to  have  wisdom  buds  extracted  because 
of  insufficient  room  at  the  angle  of  the  mandible. 

Case  7  (see  radiograph)  :  Miss  M.  M.,  aged  35.  December  2, 
1913.  referred  by  Dr.  Frank  Miller,  complaining  of  pain  in  region 
of  left  ear  radiating  to  left  temporal  region,  for  three  weeks. 


,7.    O. 


Examination  of  external  auditory  canal,  membranum  tympani, 
middle  ear  and  Eustachian  tube  negative ;  hearing  not  impaired. 
During  taking  of  history  patient  stated  that  she  had  been  having 
trouble  with  the  left  posterior  bicuspid  tooth ;  dentist  had  been 
treating  it,  having  removed  and  replaced  a  gold  crown.  The  his- 
tory of  the  case  was  not  interesting  except  for  the  statement  that 
there  had  been  no  menses  since  the  age  of  18.  Father  died  of 
apoplexy.  Patient  was  operated  for  pterygium  in  San  Francisco 
eight  years  ago. 

Patient's  mouth  shows  no  wisdom  teeth.  Later  developments 
showed  that  all  four  must  have  been  extracted. 

Jaw-bone  is  diseased  internally  and  externally  to  the  left  lower 
bicuspid  tooth.  Tenderness  is  elicited  on  pressure  and  there  are 
evidences  of  congestion  of  the  soft  parts  covering  the  bone,  perios- 
teum and  gum.  Referred  for  x-ray.  The  radiographer  volunteered 
the  information  that  the  plate  suggested  left  frontal  sinusitis.    This 
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was  not  present,  liowever.  Tlie  plate  really  showed  the  left  lower 
posterior  bicuspid  tooth  with  its  alveolar  process  diseased.  This 
tooth  was  extracted  by  Dr.  Shaw,  the  root  showing  hyperplasia 
(peridontitis). 

The  patient  later  had  neuritic  pain  in  left  side  of  neck  and  scap- 
ular region,  lameness  in  the  back;  frequent  micturition,  and  had  a 
uric  acid  storm.  Here  is  a  case  of  lithiasis  with  all  nerves  of  the 
head  and  shoulder  irritated  more  or  less.  The  disease  of  this  tooth 
was  the  exciting  cause  for  the  pain  in  the  ear  and  temporo-malai 
branch  of  the  superior  maxillary  nerve  which  brought  her  for  ex- 
amination. 

'■'use  8:  Mr.  F.  L.  M.,  Nov.  20,  l!l]3,  aged  2.5 ;  complains  of  pain 
and  swelling  in  his  right  external  auditorv  canal.  Says  he  has  had 
as  many  as  200  "boils"  in  his  ear  canals. 

Examination  shows  right  external  auditory  canal  to  be  tume 
fied,  boggy,  red.  Not  characteristic  of  funmculosis,  however.  There 
must  be  some  constantly  acting  cause  for  so  many  attacks  of  so- 
called  boils.  He  had  same  condition  in  the  left  canal  a  few  months 
ago.  Drums,  Eustachian  tulies  and  middle  ears  found  normal.  Ques 
tioning  elicits  the  fact  that  the  teeth  of  both  sides  are  tender,  jaw? 
stiff,  and  that  he  has  been  constantly  under  the  care  of  a  dentist 

Examination  of  mouth  shows  abscess  of  wisdom  teeth.  Referred 
for  radiogra])h  to  Dr.  .AUiert  Soiland.  Latter  shows  four  impact 
ed  wisdom  tooth-buds,  the  lower  one  on  the  right  side  having  fall- 
en forward,  was  developing  toward  roots  of  the  tooth  in  front 
second  molar.  This  explains  the  constant  demand  for  treatment 
by  his  dentist  of  the  neighboring  teeth  which  had  been  tilled  and 
refilled,  treated  and  retreated. 

The  patient's  dentist.  Dr.  Allin,  was  so  unwilling  to  acknowledge 
tiiat  the  impacted  wisdom  tooth-buds  were  at  least  probably  the 
cause  of  the  aural  disturbance  that  the  patient  failed  to  see  the 
importance  of  having  the  buds  removed.     He  passed  from  view 

1  no  further  report  can  be  made. 

Case  9  (.see  radiograph) :  Mr.  \\  .  JJ.  X.;  a^c  ;!•;,  July  28,  1!)13 
For  eight  months  has  had  a  swollen,  tender  submaxillary  gland,  left 
side.  Hurts  most  and  swells  after  eating.  Dr.  Carmody,  of  Den 
ver,  treated  him  previous  to  May.  I-eft  naris  was  operated  on  by 
Dr.  Carmody  in  l!tll.  Had  error  of  refraction  also.  Three  weeks 
ago  had  an  attack  of  tonsillitis. 

Ife  had  measles  and  nnimps.  dnnorrhea  once.  No  trouble 
with  ears.  Examination  of  naso-pharynx  shows  presence  of  ade 
noids.    Eeft  manflible  is  tender  at  seat  of  wisdom  tooth-bud.    Con 
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gestion  at  junction  of  gum  and  cheek  at  this  point.  Referred  for 
radiograph.  Plate  shows  left  lower  wisdom  tooth-bud  impacted  and 
developing  against  neck  of  third  molar. 

The  submaxillary  ganglion  of  the  inferior  ma.xillary  division  of 
the  fifth  nerve  lies  against  the  submaxillary  gland  and  supplies  it, 
as  stated  above.  The  ganglion  communicates  with  the  lingual  or 
gustatory  nerve.  A  branch  from  the  chorda  tympani  connects  it 
with  the  seventh  nerve.  It  also  communicates  with  the  sympathetic. 
These  communications  explain  the  activity  in  the  region  of  the 
gland  at  the  time  of  masticating  food.  This  patient  was  referred 
to  Dr.  Felsenthal  for  removal  of  the  wisdom  bud. 

Case  10  (see  radiograph)  :  Mr.  R.  S..  age  50;  merchant.  May 
25,  1912.  Referred  by  Dr.  Frank  Miller ;' complained  of  pain  in 
the  right  side  of  throat.  On  examination  tonsils  were  found  hy- 
pertrophied  and  much  diseased — ragged  and  crypts  filled  with  de- 


tritus. At  the  request  of  the  patient  and  his  physician  tonsillec- 
tomy was  done.  There  was  considerable  hemorrhage,  but  this  was 
controlled  without  difficulty.  The  man  had  long  been  "rheumatic." 
After  a  time  (July  18)  the  patient  returned  complaining  of  re- 
currence of  pain  in  the  throat  on  the  same  side.  Examined  care- 
fully for  evidence  of  adhesions,  finding  no  condition  to  explain  the 
pain  complained  of.  Complaint  of  pain  in  the  right  ear.  Examina- 
tion furnished  no  explanation  of  this  pain.  General  condition  was 
looked  into  and  antilithic  treatment  prescribed  by  Dr.  Edelman. 
This  gave  relief  for  a  time,  but  the  man  returned  on  August  2, 
complaining  that  the  pain  had  extended  so  as  to  cover  the  entire 
right  side  of  the  head.  Here  was  a  typical  trifacial  neuralgia.  Pre- 
vious to  this  time  the  man  had  been  advised  to  have  his  teeth  care- 
fully looked  after,  whicli  he  had  done  to  the  best  of  his  knowledge 
and  ability,  the  dentist  reporting  no  disease  of  the  teeth.  When  he 
finally  came,  suffering  terribly  from  the  tic  douloureux,  emaciated 
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by  the  agony  and  demanding  relief,  and  when  careful  examination 
revealed  nothing  in  nose,  throat  or  ear  to  explain  the  pain,  he  was 
referred  to  Dr.  Soiland  for  plate  of  both  sides  of  the  skull.  When 
the  plates  were  delivered  and  examined  carefully  by  a  dentist 
they  presented  evidence  of  diseased  alveolar  processes  in  seven  dif- 
ferent locations.  Dental  examination  without  the  x-ray  had  evi- 
dently failed  to  discover  the  true  condition  present. 

Treatment  of  the  beginning  pyorrhea,  or  alveolar  inflammation, 
brought  great  relief  and  return  to  normal  weight  and  general  con- 
dition. However,  the  man  still  has  pain  when  gouty  attacks  seize 
him ;  this  because  he  will  not  follow  the  regimen  suited  to  his  phy- 
sical habit. 

Up  to  the  lime  that  the  tonsillectomy  was  done  the  pain  had  been 
located  in  the  throat  only,  and  the  man  declares  that  he  has  felt 
like  a  different  person  since  the  tonsillectomy.  He  had  evidently 
been  much  poisoned  from  the  tonsils. 

Case  II  (see  radiograph)  :  Miss  M.  T.,  age  27.  February  21,  1913. 
Last  July  was  ill  for  two  weeks  with  mumps.  At  that  time  there 
was  no  involvement  of  the  ear  canals,  except  that  they  were  scaly. 
This  scaly  condition  was  deep  in  the  canals.  She  could  not  open 
mouth  to  eat  or  drink  while  having  mumps,  according  to  her  re- 
port. No  pus  appeared  anywhere  at  that  time.  She  never  had 
furunculosis  of  the  canals  at  any  time  either  previous  to  or  follow- 
ing the  attack  of  parotiditis.  Only  the  scaly  condition  had  shown, 
with  a  little  itching  and  no  exudate. 

Has  never  had  toothache.  Has  a  full  set  of  beautiful  teeth.  Has 
had  attacks  of  sore  jaws,  swelling  in- the  neck  anterior  to  the  sterno- 
mastoid  muscle,  and  "cancres"  in  the  throat.  These  attacks  of 
cancres  would  last  from  two  to  three  days  to  a  week.  Had  one 
of  these  attacks  just  before  the  attack  of  mumps.  Examination 
showed  the  ear  canal  to  be  lx)gg>',  scaly  and  tender.  Identification 
showed  the  full  number  of  teeth.  Drum  membrane  normal,  hear- 
ing normal.  There  is  passive  congestion  in  the  fauces  with  tender- 
ness of  the  ramus  of  the  left  mandible,  .'\dvised  radiograph,  when 
thorough  examination  discovered  nothing  additional.  The  plate 
showed  areas  of  disease  in  the  ramus  of  the  left  mandible  near  the 
condyle. 

}5y  .April  7.  the  right  external  auditory  meatus  had  recovered  un- 
der treatment  with  pure  ichthyol.  Complained  at  that  time  of  the 
left  side.  Has  had  a  return  of  the  swelling  in  the  neck  since  here 
last.  Mandible  still  tender  at  the  angle.  N'ose  and  naso-pharynx 
ab.solutelv  normal. 
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This  case  was  referred  to  Dr.  Felsenthal  for  treatment;  but  her 
father  being  very  ill,  the  matter  hung  fire  for  some  time.  Treat- 
ment with  ioclin  ointment,  iodides  internally,  etc.,  was  followed  dur- 
ing the  interval  of  waiting.     Finally  the  case  passed  from  view. 

The  condition  in  the  ramus  of  the  mandible  was  evidently  the 
sequel  of  the  attack  of  parotiditis.  The  ear  canals  were  much  tume- 
fied and  tender  when  the  condyle  of  the  mandible  was  moved  in 
mastication.  Trismus  had  existed  to  a  greater  or  less  degree  from 
time  to  time.  The  radiograph  showed  a  perfect  set  of  teeth  and 
repeated  examination  failed  to  discover  any  anomaly  in  the  mid- 
dle ear.  The  waiting-policy  adopted  by  the  patient  on  account  of 
the  illness  of  her  father  evidently  allowed  Nature  to  bring  about  a 
cure  with  the  little  assistance  which  could  be  given  by  the  prescrip- 
tion of  external  applications. 


Case   14.     H.   H. 

Case  12:  Mr.  J.  P.  D.,  age  50.  September  4,  1913.  Three  weeks 
ago  began  to  be  troubled  with  soreness  of  the  throat  on  swallowing. 
The  "cords"  (glands)  of  neck  were  sore.  This  continued  five  days 
and  then  disappeared.  Last  week  the  same  condition  returned. 
There  was  no  toothache. 

Examination  revealed  tenderness  of  the  right  submaxillary  gland 
with  slight  enlargement.  The  right  tonsil  and  same  side  of  the 
soft  palate  were  red  and  congested.  Thorough  search  failed  to  dis- 
cover any  evidence  of  peritonsillar  inflammation. 

In  spite  of  the  redness  of  the  tonsil  and  palate  the  throat  did  not 
appear  boggy  or  the  seat  of  a  real  diseased  condition.  The  tonsil 
had  been  operated  upon  at  some  time  with  the  guillotine,  the  re- 
maining tonsillar  tissue  being  fibrous  and  adherent  to  the  pillars, 
so  that  it  could  not  be  separated  from  the  pillar  in  searching  for  ab- 
scess. Patient  has  four  wisdom  teeth.  Had  "ulcerated"  tooth  (sec- 
ond right  upper  molar)  extracted  three  months  ago.    Now  the  next 
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iooth  back  (wisdom)  is  tender.    Larynx  normal  except  for  a  puerile 
epiglottis. 

Referred  to  his  dentist,  Dr.  Reed,  who  found  disease  of  the  ten- 
der wisdom  tooth,  treatment  of  which  cleared  up  the  condition  in  the 
throat. 

Case  13  (see  radiograph)  :  Mr.  J.  O.,  age  17.  December  12, 
1912.  Complains  of  pain  in  the  ears,  more  or  less  indefinite  in  lo- 
cation, and  character,  sometimes  evidently  located  at  mastoid  re- 
gion. Mastoids  transilluminate  well  with  Mosher's  transillumina- 
tor.  There  is  bilateral  chronic  catarrhal  (moist)  tubo-tym])anitis 
with  left  Eustachian  tube  closed  by  swelling  of  mucous  membrane. 
There  is  marked  deviation  of  the  nasal  septum  with  immense  mid- 
dle turbinate  crowded  between  the  septum  and  lateral  wall.  Ver- 
tical diameter  of  the  nares  short. 

During  December  the  aural  condition  was  treated  with  good  suc- 
cess, the  Eustachian  tubes  remaining  patent,  and  the  hearing  be- 
coming normal.  On  Januarj'  3,  a  submucous  resection  was  done. 
This  gave  relief,  but  there  was  still  complaint  of  the  pain,  ache, 
discomfort  just  back  of  the  mastoid  region.  On  January  8,  a  partial 
middle  turbinectomy  was  done  for  the  purpose  of  supplying  great- 
er air  passage.  Relief  followed  these  procedures,  but  this  was  not 
complete. 

On  July  7,  refraction  (retinoscopy)  was  performed.  There  had 
been  much  complaint  of  pain  at  the  glabella  and  occiput.  Search 
failed  to  disclose  any  evidence  of  intra-cranial  involvement  or 
sinusitis,  except  that  the  nasal  accessory  sinuses  did  not  transillum- 
inate perfectly  well. 

Refraction  revealed  the  following:  Paresis  of  the  external  rec- 
tus amounting  to  2  deg.  Retinoscopy  showed :  O.  D.  plus  .2')  with 
plus  .2."'>  at  120.  O.  S.  plus  3.00  with  plus  M  at  120.  A  prism  was 
prescribed  for  the  purpose  of  determining  whether  there  was  an 
element  of  muscular  strain  in  the  causative  factor  of  the  head 
I)ain.  There  was  much  relief  from  this  formula,  but  the  ache  at 
the  back  of  the  head  did  not  disappear. 

The  teeth  had  been  examined  from  the  first,  but  the  boy,  being 
a  tireek  newsboy  could  not  see  the  connection  between  the  teeth 
and  the  pain  complained  of,  so  he  failed  to  go  for  x-ray  examina- 
tion. F'inally  it  was  demanded  in  strong  enough  terms  to  produce 
results.  Examination  of  the  mouth  had  shown  absence  of  wisdom 
tcctii.    Other  teeth  were  missing,  supijosedly  having  been  extracted. 

riie  radiograph,  taken  September  r.,  1913,  showed  that  the  up- 
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per  wisdom  teeth  were  erupting  normally,  liut  in  the  upi)er  jaw, 
right  side,  there  is  a  tooth  lying  buried  above  the  roots  ot  the 
lateral  incisor,  canine  and  anterior  bicuspid.  This  is  the  middle 
incisor  with  its  cutting  edge  pointing  forward.  Below  on  the  left 
side  the  wisdom  tooth  is  developing  against  the  root  of  the  second 
molar,  having  caught  under  the  crown  at  the  neck.  The  wisdom 
tooth  of  the  right  side  below  is  missing,  probably  having  been 
erupted  and  extracted.  A  tonsillectomy  had  been  attempted  on  this 
case  before  it  came  to  me.     The  operation  was  not  a  success. 

Here  is  a  case  in  which  tonsillotomy,  submucous  resection,  partial 
turbinectomy,  and  refraction  were  performed  for  the  relief  of  pain 
and  ache,  which  were  distressing  even  to  a  newsboy.  Relief  was 
gained,  but  the  real  condition  at  the  root  of  the  matter  existed  in 
the  teeth,  It  was  necessary  to  eliminate  the  various  possible  causes 
of  the  distress,  in  order  to  make  an  absolute  diagnosis.  This  was 
done,  the  various  procedures  being  carried  out,  while  all  the  time 
there  was  effort  to  induce  the  boy  to  go  for  radiographic  examina- 
tion. The  boy  was  referred  to  Dr.  Louis  Felsenthal  for  further 
relief. 

Case  14  (see  radiograph) :  Mr.  H.  H.,  age  2(i,  November  11, 
1912,  complains  he  has  had  partial  deafness  in  both  ears  for  one 
week.  Has  had  "ear  trouble"  off  and  on  for  several  years.  Dr. 
Hill  Hastings  had  operated  on  nose  some  time  before.  With  each 
cold  that  he  has  the  tonsils  "swell  up."  Had  scarlet  fever  as  a 
child.  Grip  and  colds  since  then  at  times.  Has  had  slight  dis- 
charge from  ears  for  the  last  week,  more  from  the  left.  Throat  is 
hoarse  all  the  time.  Examination  shows  deflection  of  the  septum ; 
but  he  has  plently  of  air  way.  On  account  of  condition  of  tonsils 
and  their  influence  on  the  auditory  apparatus  tonsillectomy  advised, 
which  was  done  at  the  Good  Samaritan  Hospital.  Result  perfect. 
The  ear  condition  was  treated  and  cured,  such  improvement  being 
assured  by  the  removal  of  the  tonsils. 

On  November  1,  1913,  came  complaining  that  the  external 
auditory  meati  were  "stuffy,"  the  head  feeling  "stuffed  up"  also. 
Has  had  headache  for  two  days.  Examination  shows  the  nose, 
naso-pharynx  and  larynx  normal.  The  Eustachian  tubes  inflate 
perfectly.  The  external  auditory  meati  are  bogg}-  and  scaly,  but 
not  inflamed.  There  is  tenderness  at  the  infra-orbital  foramen,  left 
side.  The  left  second  upper  molar  has  been  giving  trouble.  The 
right  sub-maxillary  gland  is  tender.  The  left  lateral  incisor  tooth 
is  painful.     Referred  for  roentgenograph.     Plate  shows  the  lower 
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right  cuspid  impacted  below  three  incisors  and  lying  lingually  to 
their  roots.  Referred  to  Dr.  Felsenthal  for  further  investigation 
and  treatment. 

Case  !=)•■  Mr.  R.  C.  B..  January  23,  1913,  came  to  have  left  ear 
examined.  Dr.  Welty,  of  San  Francisco,  had  done  radical  mas- 
toid operation,  with  skin  grafts,  and  advised  patient  to  have  the 
ear  examined  every  three  or  four  months.  The  canal  and  cavity 
have  been  itching. 

Examination  shows  the  skin  to  be  in  good  condition.  Shed  epi- 
dermal scales  were  removed  with  HjO,  and  curette,  and  tr.  benzoin 
comp.  applied.  This  patient  reported  for  such  examination  and 
cleansing  a  few  times.  On  September  25,  1913,  he  came  fearing 
that  pus  was  forming  in  the  cavity  of  the  operated  ear.  He  had 
been  allowed  to  go  into  the  ocean  with  cotton  saturated  with  vas- 
eline (sterile)  in  the  ear  canal,  provided  he  would  not  dive  or  get 
his  head  under  v.ater.  On  this  date  no  untoward  condition  was 
found.  On  October  9,  1913,  a  smear  obtained  from  the  cavity 
showed  a  few  staphylococci  and  a  few  encapsulated  diplococci,  no 
more  than  would  be  found  in  any  canal.  On  November  7,  1913, 
this  man  came  with  complaint  of  much  moisture  in  the  operated 
cavity.  The  skin  lining  the  latter  was  found  normal.  No  break 
in  the  skin  was  ever  found,  but  at  this  time  coagulated  serum  was 
removed  from  the  canal.  The  writer  became  convinced  that  a 
reflex  could  cause  such  a  discharge  of  serum  in  an  ear  which  had 
been  operated  as  well  as  in  any  other.  So  the  man  was  referred 
for  radiograph.  Plates  showed  right  lower  wisdom  bud  impacted, 
unerupted,  and  lying  on  its  side  with  cusps  pointing  forward. 

Case  i6:  Miss  A.  T. ;  nurse;  age  23;  irritation  of  the  right  eye. 
lC.\amination  showed  the  trouble  located  in  the  right  caruncle,  the 
conjunctiva  being  normal.  The  caruncle  appeared  irritated.  There 
was  no  evident  secretion  at  the  canthus.  With  the  loupe  the  car- 
uncle presented  the  appearance  of  vesicles  at  the  roots  of  the  latuigo 
hairs.  Argcntide  SDlutiim  was  rubhed  into  thf  .-inin.lf  nnd  nrgvrol 
ointment  prescribed. 

Inquiry  elicited  the  information  that  Miss  T's  dentist  had  just 
lold  her  that  her  teeth  needed  treatment.  This  inquiry  regarding 
the  teeth  was  made  because  the  eye  condition,  was  anomalous,  not 
presenting  characteristics  of  any  condition  belonging  to  the  eye 
inflammations. 

Dr.  Lane,  the  palRiils  dentist,  iti..,;,,  lih.iiiij^  ijliiid  ai)>ci-s>"  of 
the  lower  right  second  molar.     The  upper  right  second  molar  also 
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demanded  treatment.  Treatment  of  these  conditions  relieved  the 
eye  symptoms  promptly.  It  was  interesting  to  note  that  the  first 
dental  treatments  resulted  in  some  irritation  of  the  eye. 

Another  interesting  point  is  that  refle.x  conditions  in  the  eye 
from  diseased  teeth  are  just  as  apt  to  result  from  tooth  disease  in 
the  mandible  as  from  that  in  the  upper  jaw. 

Case  17:  Mr.  W.  C.  A.,  age  34.  Etecember  1,  1913 :  Right  sub- 
maxillary gland  tender  and  swollen.  Complains  of  expectorating 
blood-stained  sputum;  fears  tuberculosis  of  larynx;  has  had  pain 
radiating  from  lower  right  wisdom  tooth,  which  is  relieved  by  pres- 
sure on  jaw.  At  the  age  of  3-1  had  pneumonia.  Had  bronchitis 
and  pleurisy  three  years  ago.  Has  had  frequent  colds.  Two  weeks 
ago  had  an  attack  of  bronchitis,  followed  by  the  bloody  expectora- 
tion which  constitutes  his  chief  complaint  now. 

Examination  shows  deflection  of  the  septum  to  the  left  against 
the  inferior  turbinate.  Naso-phar>'nx  normal.  Pharj'nx  shows  ir- 
ritation. Patient  smokes  considerably.  The  tonsils  and  larynx 
present  an  absolutely  normal  appearance.  He  has  a  lingual  varix 
from  which  the  bleeding  has  perhaps  taken  place.  Next  to  the  ex- 
pectoration the  pain  radiating  from  the  lower  right  third  molar  was 
uppermost  in  his  mind.  Investigation  showed  this  tooth  leaning  in 
toward  the  tongue  very  markedly.  The  jaw  in  its  immediate  neigh- 
borhood is  tender  and  aching. 

Diagnosis  of  irritation  of  the  inferior  maxillary  nerve  by  the 
roots  of  the  malposed  wisdom  tooth,  manifesting  itself  as  the 
radiating  pain,  and  tenderness  of  the  submaxillary  ganglion  and 
gland. 

Referred  to  Dr.  McLeod,  his  dentist,  who,  in  turn,  referred  him 
to  Dr.  A.  A.  Shaw  for  extraction.  On  December  18  reported  en- 
tire and  prompt  cessation  of  the  pain  and  bleeding.  Submaxillary 
gland  still  slightly  tender. 

This  man  was  deeply  worried  by  the  bloody  expectoration  and 
the  "pain  in  the  throat."  The  only  pathological  lesions  discoverable 
in  the  nose  or  throat  were  the  deflection  of  the  septum  and  the 
lingual  varix.  The  conditions  complained  of  were,  no  doubt,  due 
to  the  irritation  from  the  malposed  tooth.  This  includes  the  lingual 
varix  which  was  passively  congested  as  a  result  of  the  irritation 
over  the  inferior  maxillary  nerve. 

Case  18:  Mr.  E.  W.,  age  29.  (December  18,  1913.)  For  some 
time  past  the  right  ear  has  been  the  seat  of  paroxysms  of  pain  which 
were  short-lived.    This  ear  is  sore.    When  the  outer  part  is  touched 
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or  pressed  upon,  "a  hurt  goes  through  the  head."  This  condition 
has  existed  off  and  on.  Four  or  five  days  ago  the  soreness  or  pain 
that  existed  disappeared  suddenly  one  evening  after  going  to  bed. 
When  8  years  old  had  typhoid.  Nine  years  ago  had  anterior  polio- 
myelitis— the  right  arm  is  almost  completely  paralyzed. 

Examination  shows  the  drum  to  be  normal.  Normal  vibration 
with  Siegel.  The  canal  is  normal  in  appearance ;  ii  tender  to  pres- 
sure at  one  spot,  "needle  prick."  Stroking  down  the  tissues  over 
the  styloid  process  causes  a  hurt  which  radiates  up  into  the  ear 
canal.  Passing  the  speculum  into  the  canal  does  not  hurt  but 
rather  "feels  good."  Hearing  is  absolutely  normal  and  acute. 
There  has  been  no  earache,  no  otitis  media  or  discharge.  Hears  all 
forks  including  Bench's ;  Weber  equal,  Rinne  positive. 

He  has  three  wisdom  teeth  erupted  during  the  last  few 
years.  There  is  no  sign  of  the  right  upper  wisdom  tooth.  It  has 
never  erupted.  No  extraction  of  a  tooth  in  that  region.  The  lower 
jaws  present  a  white  macerated  appearance  at  the  region  of  the 
molars.  There  is  tenderness  of  the  jaw  at  the  seat  of  the  right 
upper  wisdom  tooth. 

Diagnosis :  irritation  of  ear  canal  and  mandibular  articulation 
liy  unerupted  wisdom  tooth-bud.  The  symptoms  of  trismus  has  ex- 
i.sted  in  this  case  from  time  to  time.  The  paroxysm  of  cramp-like 
pain  in  this  case  have  been  typical.  Here  again  the  patient  had 
never  had  any  intimation  that  all  was  not  well  with  the  teeth.  Said 
his  teeth  were  in  perfect  condition  according  to  the  report  of  his 
dentist. 

Referred  to  Dr.  McCoy  who  found  (by  x-ray)  and  removed  a 
very  large  impacted  wisdom  tooth-bud,  upper  right. 

1121  Brockman  Building. 


Hemorrhage  From  Air  Passages.     A.   Zografides.        Monatschr. 
f.  Ohrenh.,  Heft  2,  1913,  p.  385. 
One   case  of   vicarious  menstration    from   the   larynx,   two   of 
spontaneous  hemorrhage   from  the  trachea  and  one  of  hemmor- 
rhage  from  the  right  arytenoid  cartilage  are  reported.  Ed. 


SQUAMOUS  EPITHELIOMA  OF  THE  MIDDLE  EAR 
AND  MASTOID. 

Dr.  L.  J.  GoLDBACH,  Baltimore. 

Mrs.  J.  D.  D.  consulted  me  January  30,  1912,  and  stated:  "I 
have  a  discharge,  growth  and  a  sinus  in  the  back  part  of  my  left 
ear,  and  for  the  last  year  I  have  been  suffering  pain  off  and  on. 
From  the  latter  part  of  November,  1911,  the  pain  has  been  ex- 
cruciating and  almost  unbearable;  at  times  dizzy  spells  with  the 
head  so  tender  that  I  could  not  rest  it  on  a  pillow.  On  December 
12,  something  broke  behind  the  ear,  and  since  then  I  have  had  some 
relief."  Otoscopical  examination  revealed  a  '  protruding  polyp, 
bathed  in  an  offensive,  purulent  discharge.  A  probe  placed  in  the 
sinus  at  the  tip  of  the  mastoid  led  me  into  the  canal  wall,  at  the 
osseous  and  cartilaginous  junction.  The  polyp  was  grayish,  rather 
hard  to  palpation  and  completely  filling  the  canal.  Pressing  the 
polyp  inward  I  could  produce  vertigo,  with  a  tendency  to  fall  to- 
wards the  right  side.  No  tenderness  on  pressure ;  temperature 
99.1°;  pulse  70;  respiration  22. 

Her  past  history  is  of  no  special  interest.  At  the  age  of  8  years, 
she  had  scarlet  fever,  leaving  her  with  a  discharging  ear.  The 
physical  condition  of  the  patient  is  that  of  a  well-nourished,  robust 
woman,  suffering  from  no  physical  ailments,  and  "well  and  hearty, 
until  this  ear  started  to  give  me  trouble."  I  ordered  10  per  cent 
formalin  irrigations,  ten  drops  to  half  a  tumbler  luke-warm  water, 
and  advised  her  to  return  for  a  radical  mastoid  operation. 

She  entered  the  Presbyterian  Hospital  February  10,  1912.  Her 
physical  and  urinary  examinations  were  negative.  The  blood-count 
showed  a  leucocyte  count  of  12,500 ;  the  differential — polymorpho- 
nuclear 73,  small  mononuclear  17,  large  mononuclear  14,  eosino- 
philes,  5. 

On  February  1,  1912,  under  ether  anesthesia,  I  removed  the 
polyp.  It  bled  freely  and  was  fibrous,  giving  the  impression  of  a 
fibrous  angioma  or  sarcoma.  A  radical  mastoid  was  performed. 
The  bone  was  sclerotic,  with  apparently  no  air  cells.  After  re- 
moving the  osseous  canal  wall  and  curreting  the  middle  ear  and  an- 
trum, I  encountered  very  free  bleeding  from  the  granulations,  giv- 
ing one  the  impression  of  a  sarcoma.  After  as  thorough  a  remov- 
al of  the  granuloma  as  possible,  the  wound  was  cauterized  with 
nitrate  of  silver  stick,  gauze  drain  inserted,   head  bandaged  and 
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patient  returned  to  bed.  The  patient  rallied  nicely  with  no  evi- 
dence of  shock.  On  February'  9,  she  complained  of  vertigo  and 
vomiting  which  disappeared  after  dressing  the  wound.  February 
2r>.  the  patient  returned  to  her  home.  The  mastoid  wound  healed, 
but  a  slight  oozing  from  the  canal  remained.  Since  the  operation, 
patient  has  been  free  from  pain  and  "feeling  fine."  The  pathologi- 
cal report  was  fibro-angioma. 


FiKiit.  H'u      I 'ow«r  Microscope. 

June  1,  I  Ik-  pcuicnt  returned  with  growth  from  canal  and  old 
mastoid  wound ;  concha  very  perceptably  tender,  red  and  infiltrat- 
ed. The  old  wound  was  vigorously  cauterized  with  the  electric 
cautery.  The  cauterizing  seemed  to  have  some  beneticial  effect. 
Since  the  neoplasm  bleeds  freely  it  is  troublesome  to  cauterize  it 
properly.  On  questioning  the  patient  she  said  she  first  noticed  the 
Lrrnwth  in  back  of  car.  .\Ianh  Id    it  slmvlv  grew  lars^'cr;  otherwise 
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she  was  comfortable.  She  returned  to  my  office  off  and  on  for 
the  following  six  months  and  I  cauterized  the  neoplasm  with  sil 
ver  nitrate  stick,  alternating  with  the  electric  cautery.  December 
27,  she  returned  with  growth  occupying  canal  and  concha;  whole 
of  ear  hard  and  thick,  and  growth  pushing  its  way  out  through  the 
mastoid  shell.  Patient  suffering  pain.  The  growth  bled  very 
freely  and  was  hard  at  some  places,  at  others  soft.  I  suggested 
operation  to  relieve  pain  and  tension.  She  gladly  consented.  The 
blood-count,  leucocyte  10,400,  differential — ^polymorphonuclear  73, 
small  mononuclear  17,  large  mononuclear  12.  eosinophiles  G. 

December  31,  under  ether  anesthesia,  I  opened  the  old  wound. 
I  found  the  whole  mastoid  cavity  tightly  packed  with  a  fibrous 
bleeding  growth,  and  the  glands  at  tip  of  mastoid  and  neck  in- 
volved. 

These  I  removed.  After  thoroughly  removing  all  of  the  growth 
from  the  middle  ear,  antrum,  neck  and  side  of  face,  I  cauterized 
with  the  electric  cautery  the  surrounding  area  of  the  mastoid.  The 
pathological  report  from  Dr.  Maldeis :  Gross  examination- — Large 
piece  about  size  of  walnut ;  several  smaller  pieces  each  size  of  pea. 
Tissue  consists  of  rather  dense  mass.  One  section  shows  consider- 
able amount  of  fibrous  connective  tissue,  having  pearly-white  ap- 
pearance of  carcinoma.  Few  areas  of  necrosis  scattered  through 
mass.  On  outer  surface  there  is  an  abundance  of  granulation  tis- 
sue. 

Microscopic  Examination:  Specimen  shows  numerous  areas  of 
epithelial  cells  grouped  into  definite  masses.  In  places,  central  part 
of  mass  shows  whirl  of  flattened  cells  with  keratin  deposits.  There 
is  an  abundance  of  connective  tissue,  separating  cell  groups.  Very 
few  blood  vessels.  There  are  areas  suggesting  papillomatous  growth 
and  it  is  probable  that  the  original  tumor  was  of  this  nature. 

Diagnosis :  Squamous  carcinoma.  Dr.  Winternitz  reported : 
Microscopical  sections  made  from  portions  of  the  tumor  from  the 
several  different  areas  show  practically  the  same  general  appear- 
ances. The  tumor  forms  an  infiltrating  mass  composed  of  nest? 
of  cells  which  are  found  everywhere  scattered  in  the  surrounding 
tissue.  They  are  actively  invasive  and  infiltrate  the  striated  mus- 
cle fibers  which  are  present  in  this  area.  The  nests  of  cells  form 
false  alveoli  and  in  most  instances  are  quite  cellular  and  solid.  1 1 
a  few  cases  the  centers  of  the  nests  are  pale,  and  the  cells  approach- 
ing the  center  grow  larger.  The  cells  themselves  varv  slighth'  fiom 
cubical  to  large  squamous  cells,  are  slightly  irregular  in  size  and 
their  nuclei  varj-  also  somewhat  both  in  size  and  in  chromatin  con- 


GOLD3ACH  :     SQUAMOLS    EPITHELIOMA    01'    EAR. 


131 


tent,  and  not  infre(|uently  mitotic  figures  occur.  The  tissue  sur- 
rounding the  cell-mass  is  fibrous  tissue  stroma  in  which  there  are 
numerous  mononuclear  lymphocytes.  There  is  no  necrosis  present 
in  the  tumor  throughout  any  of  .the  sections.  The  picture  is  that 
of  a  typical  squamous  cell  epithelioma  with  a  tendency  to  form 
epithelial  pearls. 


Kib'uiL 


l.wvv    I'ouii-    .\litro»cu|)f 


The  wound  healed  slowly ;  her  temperature  ran  a  fairly  normal 
course,  never  exceeding  1(10°  F.  The  deeper  glands  in  the  neck 
enlarged  and  now  the  whole  side  of  the  face  i.s  red,  edematous  and 
painful  to  pressure.  The  pain  is  worse  when  lying  down.  The  pa- 
tient retains  her  well-nourished  physical  condition.  M  the  present 
time  there  is  no  indication  of  brain  pressure. 

322  North  Charles  Street. 


TONSILLECTOMY  IN  THE  UPRIGHT  POSITION  UNDER 

ETHER.* 

Dr.  W.  H.  Roberts,  Pasadena,  Cal. 

The  position  of  the  patient  while  being  operated  under  ether  for 
the  removal  of  diseased  tonsils  is  one  that  deserves  serious  con- 
sideration. As  we  constantly  see  and  treat  the  throats^  of  our 
patients  while  they  are  sitting  upright,  we  naturally  acquire  a  fa- 
miliarity with  the  relationship  of  the  various  structures  as  thus 
presented  to  view,  and  we  attain  a  manual  dexterity  in  our  treat- 
ments which  a  change  in  the  patient's  position  necessarily  lessens. 
It  would  seem  that  tonsillectomies  could  be  more  readily  performed 
with  the  patient  in  the  upright  position  than  in  any  other,  if  the 
patient  can  be  safely  placed  in  the  upright  position  when  under 
ether. 

Before  adopting  the  upright  position  for  tonsillectomies  under 
ether,  I  carefully  investigated  the  possible  hazards  of  this  position. 
I  knew  that  for  years  it  had  been  the  custom  of  the  nose  and  throat 
surgeons  on  the  staff  of  the  Massachusetts  Charitable  Eye  and  Ear 
Hospital  to  do  all  tonsil  and  adenoid  operations  under  ether  with 
the  patients  sitting  up  in  a  chair.  While  there,  I  inquired  for 
fatalities  following  these  operations,  and  I  learned  they  had  had 
none.  Personal  communications  from  various  friends  of  mine  who 
had  been  connected  with  this  hospital  were  to  the  eflfect  that  there 
never  had  been  a  fatality  in  Boston  that  could  in  any  way  be  as- 
cribed to  the  upright  position. 

For  the  last  ten  years  I  have  done  practically  all  my  tonsillec- 
tomies after  the  manner  'about  to  be  described,  and  I  have  yet  to 
see  any  unfavorable  condition  either  during  or  after  the  operation 
that  could  be  attributed  to  the  upright  position.  This  position,  in 
addition  to  the  advantage  of  having  the  parts  in  the  position  in 
which  we  are  the  most  familiar  with  them,  offers  several  other 
advantages:  1.  The  ease  with  which  the  field  of  operation  can  be 
illuminated,  either  by  an  electric  headlight,  or  by  natural  or  arti- 
ficial light  coming  from  behind  and  above  the  surgeon's  head.  2. 
The  ready  accessibility  of  the  parts  to  be  operated  on.  3.  The 
freedom  with  which  an   assistant  can   hold   instruments  and   can 

♦Read  at  the  Meetins  of  the  Western  Section  of  the  American  L,aryng^o- 
logical,  Rhinologrical  and  Otological  Society.  Oakland,  CaUfornia.  April  15, 
1013. 
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sponge  the  field  of  operation.  4.  The  simple  control  of  the  hemor- 
rhage at  its  source,  and  the  prevention  of  the  entrance  of  blood 
into  the  larynx.  5.  The  thoroughness  with  which  the  operative 
field  can  be  examined  for  tonsil  remnants,  tissue  shreads  and  bleed- 


FiKun    1.      \\  hitehead"  gag  Ui  poiiltlon.     TonKue  controlled  by  a  separate 
tDiiBue    (Ifprcs.-or.      Kther    iidmlnlstered    through    a    nasal    tube. 


ing  points  after  the  enucleation.     G.  The  ease  of  control  of  the 
patient's  head  by  the  anesthetist. 

The  entrance  of  blood  into  the  larynx  durinj,'  the  operation  is  an 
objection  raised  by  some  to  the  upright  position. 


134 


ROBERTS:     TONSILLECTOMY    I\    II'KIGHT    POSITION. 


Dr.  R.  P.ishop  Canlicld,  of  Ann  Arbor,  has  examined  the  larynges 
of  many  patients  operated  in  the  prone,  as  well  as  in  the  ui)right 
position.  In  a  personal  communication  he  says :  "There  seemed  to 
be  no  more  blood  in  the  larynx  after  operations  in  the  upright  po- 


Figure   2.     Traction    being   made   on    tiie   left    tonsil,   outlining   the   upper 
portion    wliich    is    usually    concealed    in    the    .suiira-tonsillar   fossae. 

sition  than  after  operations  in  the  recumbent  position.  In  no  case 
was  the  amount  of  blood  excessive ;  it  appeared  more  like  a  stain 
or  a  small  thin  clot.  The  vocal  cords  were  streaked  in  some  cases ; 
in  others,  the  posterior  wall  showed  a  little  dry  blood.  In  my 
experience,   there  is  much   less  blood   in   the   mouth   and  pharynx 
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during  operation  in  the  upright  position  than  in  the  supine  posi- 
tion. I  have  never  seen  any  accident  tliat  could  be  attributed  to 
operation  in  the  upright  position.  This  statement  covers  several 
thousand  cases." 


I'isture  3.  Knifc-bladc  entering  one  minimeter  above  the  aeml-lunnr 
i..,krirln  of  the  pl(<-  -.1...  ■  t..i<.;ni,,ri.  ,,,,.1  u,.,.f,i,,,r  i,..iw....n  ih..  iilliii  and 
the  tonsil  capaul- 


The  amount  of  blood  gaining  access  to  the  larynx  depends  on 
the  depth  of  the  anesthesia.  The  patient  should  never  be  so  deeply 
anesthetized  as  to  l>e  unable  to  swallow  the  blood  and  mucus  that 
mii^'ht  collect  at  the  entrance  to  the  esophagus.    It  is  obviously  easier 
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to  swallow  in  the  upright  position  than  when  lying  prone.  Further, 
the  anesthesia  should  be  so  timed  that  the  patient  will  be  par- 
tially awake  at  the  conclusion  of  the  operation.  As  the  anesthesia 
is  so  important  a  part  of  the  operation,  it  necessarily  follows  that 


Figure  4.     Freeing  the  anterior  pillar  with  blunt-pointed  Tyding's  knife- 


it  should  be  administered  only  by  an  expert,  and  by  the  one  who 
is  accustomed  to  the  surgeon's  technic. 

The  instruments  are  arranged  in  the  order  of  their  use  on  a 
table  at  the  surgeon's  right.  The  assistant  stands  at  the  surgeon's 
left,  beside  a  table  containing  the  sponge-forceps  which  are  loaded 
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by  a  nurse  as  required.     Another  nurse  acts  as  an  assistant  to  the 
anesthetist.     The  various  stages  of  the  operation  are  as  follows: 

1.     The  patient  is  anesthetized  in  the  prone  position,  and,  when 
thoroughly   under  the  ether,   is  placed   in  a  chair  in    front  of  the 


lilllar  with  Ilium    !•     '  '    .1 


operator,  who  is  so  seated    that  iiis  head  is  about  on  a  level  with 
that  of  the  patient. 

2.  The  anesthetist  then  stands  behind  the  patient,  so  as  to  con- 
trol tlie  head  anfl  to  continue  the  administration  of  the  ether  througii 
a  tube  intni'l'iii'l  tlirimjrh  the  ritjht  nostril.     A  foot -pump  forces  air 


J  38 


ROBERTS:     TONSILUXTOM  V    ]X    ri'Rrr.HT    POSITION. 


through  a  bottle  conlaininy  the  cllier,  and  the  vapor  is  carried  by 
a  rubber  tube  to  the  patient's  nose. 

3.     The  patient  is  covered    from  the  neck  down  with  a  sterile 
sheet  that  extends  over  the  surgeon's  lap;  a  Whitehead  gag  is  in- 


Figrure  6.  AVitli  the  in('t'X-tin'3ri  r  determine  whether  or  not  the  tonsil 
is  free  in  the  supra-tonsillar  fossae  and  separated  from  the  anterior  and 
posterior    pillars. 

serted ;  and,  after  depressing  the  tongue,  the  parts  are   inspected 
and  all  mucus  is  wiped  from  the  pharj'nx.     (Figure  1.) 

4.  The  left  tonsil  is  then  firmly  grasped  by  a  vulsellum  forceps 
(Figure  9-a),  and  sufficient  traction  is  made  upon  the  tonsil  to  cause 
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its  concealed  outlines  fully  to  be  revealed  behind  the  pillars  (Fig- 
ure 2).  This  is  very  important,  as  it  at  once  shows  the  large  por- 
tion of  the  tonsil  occupying  the  supra-tonsillar  fossae. 

5.     While  keeping  traction  on  the  tonsil  with  the  vulsellum,  a 
small  incision  is  made  one  millimeter  above  the  semi-lunar  margin 


i 


KiKiir..  7.     .Slipping  the  loop  of  a  Tj'<lln»r'i!  snare  over  the  tllsHected  area. 

I'l  the  plica  triangularis  or  plica  sui)ra-tonsillaris.  'Phis  is  done 
with  the  small-bladcd  knife  shown  in  Figure  i)-b.  The  knife  black- 
should  pass  well  up  between  the  capsule  covering  the  anterior  por- 
tion of  the  velar,  or  supra-tonsillar  lobe,  and  the  plica  supra-ton- 
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sillaris  (Figure  3).  It  is  very  important  that  this  incision  be  not 
too  deeply  placed  for  fear  of  getting  inside  the  capsule  of  the  ton- 
sil.    The  secret  of  the  success  of  any   tonsil   enucleation   lies   in 


Figure   8.     Appearance   of  the   piUars  after   removal   of   the   left   tonsil. 


keeping  just  outside  the  capsule  of  the  tonsil  and  in  keeping  inside 
the  tonsil  fossae.  Fetterolf,  in  a  recent  article,  deals  with  this 
point  in  a  very  thorough  manner.  [American  Journal  of  the  Med- 
ical Sciences,  July,  1912,  page  37.) 
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FlKuro  9.      (a)   Vulnellum   forceps,      (b)    Knife   for  primary    incision,      (o) 
Tyfllnp'8    blunt-polntod    knir«-.       (d)    Combined    spontce    forceps    and    artery 

'■l.ini|). 

6.  A  blunt-pointcd  Tyding's  knife  (Figure  9-c)  is  then  used 
to  free  the  tonsil-margin  from  the  mucous  membrane  layer  of  the 
plica  triangularis,  first  along  the  anterior  pillar  (Figure  4),  and 
then  along  the  posterior  pillar  (Figure  5). 
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7.  The  tongue-depressor  should  now  be  removed ;  tension  should 
still  .be  exerted  on  the  tonsil,  which  is  grasped  by  the  vulselhim ; 
the  index-finger  of  whichever  hand  is  more  convenient  is  passed 
over  the  top  of  the  tonsil  between  the  capsule  and  the  supra-tonsil- 
lar  fossae  (Figure  6).  If  the  finger  meets  with  resistance,  rein- 
troduce the  Tyding's  knife  and  sever  any  bands  which  may  pre- 
vent the  finger  entering  the  supra-tonsillar  fossae.  Then  gently 
sweep  the  finger  down  between  the  anterior  pillar  and  the  capsule, 
and  between  the  posterior  pillar  and  the  capsule ;  pay  particular 
attention,  by  digital  dissection,  to  the  freeing  of  the  tonsil  at  its 
inferior  portion  near  the  tongue. 

8.  Having  satisfied  oneself  by  means  of  the  finger  that  the  dis- 
section is  finished  and  the  tonsil  free  from  any  attachments  in  t!>e 
supra-tonsillar  fossae  or  to  either  pillar,  slip  the  loop  of  the  Tyd- 
ing's snare  over  the  handle  of  the  vulsellum  which  is  still  making 
traction  on  the  tonsil,  and  carefully  work  the  loop  behind  the  ton- 
sil.    (Figure  7.) 

9.  The  field  of  operation  should  now  be  carefully  sponged  be- 
fore tightening  the  wire,  in  order  to  satisfy  oneself  by  inspection 
that  the  uvula  and  the  pillars  are  not  included  in  the  loop.  The 
loop  is  slowly  tightened,  and,  when  the  tissues  at  the  back  of  the 
tonsil-capsule  are  cut  by  the  wire,  the  tonsil  is  removed  by  the 
vulsellum. 

10.  Instantly  the  assistant  introduces  into  the  tonsil  fossae  a 
gauze  sponge  on  a  sponge  holder,  rnaking  pressure  till  the  bleeding 
stops.  Should  occasion  require,  these  sponge  holders  can  also  be 
used  as  artery  clamps  to  control  any  persistent  bleeding  (Figure 
9-a).     I  have  never  found  it  necessary  to  tie  a  vessel. 

11.  After  checking  the  bleeding,  the  right  tonsil  is  removed  in 
the  manner  just  described  for  th:  removal  of  the  left  tonsil. 

The  appearance  of  the  pillars  ifter  the  enucleation   Df  the  left 
tonsil  is  well  shown  in  Figure  8. 
461  East  Colorado  Street. 


HYPERTROPHIED   TONSILS    AND   ADENOID    VEQETATIONS 
IN  PUBLIC  SCHOOL-CHILDREN  IN  NEW  YORK  CITY.=^ 

Dr.  S.  Josephine  Baker,  New  York  City. 

At  a  meeting  of  the  Laryngological  Section  of  tlic  Academy  of 
Medicine  on  March  20.  a  motion  was  passed  authorizing  the  Secre- 
tary to  send  to  each  member  a  circular  letter  embodying  certain 
questions  regarding  the  relation  between  the  Board  of  Health, 
through  its  school  medical  inspectors,  and  the  occurrence  of  hyper- 
trophied  tonsils  in  public  school  children.  Later,  this  report  was 
used  by  the  Public  Education  Association  as  the  basis  of  resolu- 
tions which  were  sent  to  the  Board  of  Health,  asking  that  the  in- 
spectors recommend,  in  each  case  of  hypertrophied  tonsils,  whether 
or  not  operation  should  be  performed. 

Section  on  Laryngology  &  Rhinoloey  of  the  New  York  Academy  of  Mediclna. 
Associated  Out-Patients   Clinics  of   the   City  of  New  York, 
17   West   43rd   Street,   CITY. 
Dear  Sirs:  ^^"^  ^''''^-  ^^''^  ^3.  1913. 

Desiring-  to  comply  with  your  request  for  an  expression  of  opinion  from 
.21?  members  of  the  Laryngological  Section  upon  certain  phases  of  the 
Tonsil  Situation"  in  this  city,  the  matter  was  brought  before  the  Section 
at  the  regular  meeting  on  March  26.  On  motion,  the  Secretary  was  in- 
structed to  send  to  each  member  a  circular  letter  t^mbodying  the  questions 
contained  in  your  communication.  Some  seventy  responses  were  received, 
and  the  following  report  embraces  the  opinion  of  the  majority  of  those 
who  answered   this   letter. 

Question  1:  Should  the  present  widespread  practice  of  tonsillectomy  in 
children  be  continued  and  the  school  inspectors  encouraged  in  urging  pa- 
rents  to   have    their    children's    tonsils    removed? 

Answer:  (a)  Tonsillfctomy  in  children  should  be  advised  only  by  those 
specially  trained  to  recognize  the  conditions  demanding  this  operation,  (b) 
The  average  school  inspector  and  visiting  nurse  is  incompetent  to  decide 
this  question,  (c)  Parents  should  not  be  advised  to  take  their  children  to 
certain  institutions  as  this  encourages  many  to  seek  charity  who  otherwise 
would  not  do  so;  thus  tending  to  pauperize  the  community.  The  majority 
favor  tonsillectomy  in  every  Instance,  but  some  few  believe  that  tonsillec- 
tomy still   has  its   place. 

Question  2:  5?hould  either  tonsillectomy  or  tonsillotomy,  or  both,  be  per- 
formed  in  Out-Patient  Clinics? 

Answer:  (a)  The  majority  believe  that  both  operations  are  operations 
requiring  the  facilities  of  a  hospital,  (b)  A  small  minority  believe  that 
both  operations  can  be  safely  done  in  an  Out-Patient  Clinic,  while  some 
few  believe  that  tonsillotomy,  but  not  tonsllectomy,  may  be  done  without 
hospital   facilities. 

Question  3:  If  the  previous  question  Is  answered  In  the  aflHrmative.  what 
fticillties  should  he  provided  for  the  surgical  treatment  and  after-care  of 
these  patients?  Should  operations  be  performed  In  dispensaries  (a)  which 
have  no  special  operating  room  <h'<  which  have  no  recovery  room  where 
patients   may   be   kept   after   operation? 

Answer:  The  few  who  think  that  this  operation  can  be  safely  per- 
formed in  a  dispensary,  believe  that  a  recovery  room  should  be  provided 
where  patients  may  be  kept  for  several  hours  under  observation. 

Yours  very  truly. 

Signed  C.  D.  VAN  WAGE.NEN.  M.  D.. 

Secretary. 
SIrncd.   WILLIAM   WF»LEY   CAKTEIl.   M.    D . 

Chairman. 

The  answers  to  the  questions  sent  out  by  this  Section  seem  to  me 
to  indicate  a   misunderstanding  in    regard  to  the   Department  of 

•Head  before  the  Section  on  Laryngology  and  Rhinology  of  the  N.  Y. 
Acadciri ,       I    Mdicine,  Decembet    17.   1913. 
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Health,  and  therefore  it  is  my  desire  to  place  the  facts  clearly  be- 
fore you.  The  importance  of  this  subject  merits  consideration,  as 
the  department,  through  its  school  medical  inspectors,  supervises 
the  health  of  825,000  school  children  of  this  city.  vSince  1905,  the 
system  of  school  medical  inspection  has  included  the  physical  ex- 
amination of  each  child  on  its  entrance  to  school  and  on  an  aver- 
age of  every  three  years  thereafter.  School  inspectors  are  all  ap- 
pointed from  lists  furnished  by  the  Civil  Service  Commission,  and 
are  all  physicians  licensed  to  practice  in  the  State  of  New  York. 
The  majority  are  graduates  of  New  York  City  Colleges. 

During  the  early  part  of  this  work  it  was  reported  by  these  in- 
spectors that  approximately  thirty  per  cent  of  the  children  in  th«^_ 
schools  were  suffering  from  hypertrophied  tonsils,  with  or  without 
a  form  of  obstruction  to  the  nasal  breathing  which  implied  the  pre- 
sence of  adenoid  growth.  It  was  the  desire  of  the  department  to 
fix  a  standard,  as  far  as  possible,  for  the  class  of  cases  where  opera- 
tion would  be  advisable,  and  to  this  end  a  letter  was  sent  to  a  num- 
ber of  eminent  specialists  in  nose  and  throat  diseases  in  this  city, 
asking  them  what,  in  their  opinion,  were  the  exact  indications  for 
the  operative  treatment  of  enlarged  tonsils.  It  was  a  significant 
fact  that  no  two  of  these  specialists  agreed  as  to  the  exact  details; 
most  of  them  dwelt  upon  many  features  of  this  condition  which, 
from  the  standpoint  of  the  medical  inspector,  were  not  practical. 
The  opinions  expressed  by  them  revolved  about  the  following  points : 
size  of  the  tonsil,  adhesion  to  the  pillars  of  the  fauces,  smoothness 
of  the  surface  or  the  presence  of  large  and  irregular  crypts,  the 
embedded  tonsil,  the  pathological  tonsil,  the  tonsil  which  was  sub- 
ject to  frequent  attacks  of  acute  inflammation,  the  susceptibility  of 
children,  because  of  this  enlargement,  to  infectious  diseases,  and 
the  question  as  to  whether  the  tonsil  was  hypertrophic  or  hyper- 
plastic. There  was  no  unanimity  of  opinion,  nor  was  any  statement 
made  that  was  practical  to  apply  to  the  work  of  medical  inspection 
of  school  children.  In  fact,  it  could  readily  be  gathered  from  the 
statements  made  by  them  that  if  a  set  of  one  hundred  children  with 
enlargement  of  the  tonsils  was  submitted  to  these  seven  specialists, 
no  agreement  could  be  reached  between  them  as  to  the  indications 
for  operation  in  these  cases. 

Realizing,  then,  the  marked  difference  in  opinion  that  must  be 
considered  even  in  the  diagnosis  of  these  cases,  the  Bureau  of  Child 
Hygiene  established  a  standard  as  follows:  that  no  case  was  to  be 
considered  as  true  hypertrophy  of  the  tonsils  unless  the  hypertrophy 
was  such  as  to  interfere  with  the  nutrition  of  the  child  or  to  cause 
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-econdarj-  disturbances,  interfering  with  its  health  and,  incidentally, 
with  its  school  progress.  In  other  words,  no  tonsil  was  to  be  con- 
sidered hypertrophic  unless  the  medical  inspector,  considering  it  as 
his  personal  case,  believed  that  its  presence  was  a  distinct  detri- 
ment to  the  health  of  the  child,  and  that,  therefore,  the  tonsil  should 
be  removed.  At  no  time  has  the  medical  inspector  been  allowed  to 
indicate  the  character  of  treatment  that  should  be  considered  ad- 
visable. The  Department  of  Health  has  always  taken  the  attitude 
in  regard  to  the  inspection  of  school  children  that  its  duties  con- 
sist in  ascertaining  defects  which  interfere  with  the  health  of  the 
children,  calling  the  attention  of  the  parents  to  the  fact  that  the 
children  are  so  affected,  and  making  all  possible  efforts  to  see  that 
the  children  in  question  are  placed  under  competent  medical  care. 
The  Department  does  not  feel  that  it  should  dictate  the  character 
of  treatment  to  be  obtained  by  the  child  but  holds  that  this  is  a 
matter  which  should  be  left  to  the  attending  physician.  It  also  be- 
lieves that  its  functions  and  efforts  should  not  extend  beyond  seeing 
that  the  parents  are  made  to  realize  their  responsibility  in  regard 
to  the  welfare  of  their  children  and  that  the  latter  are  placed  un- 
der medical  care.  For  this  reason  a  certificate  from  a  physician  or 
surgeon,  stating  that  a  child  is  under  his  care,  has  always  been  ac- 
cepted by  the  department  as  evidence  of  treatment,  although  the 
department  realizes  from  extensive  experience  the  futility  of  so- 
called  "medical  treatment"  in  the  cure  of  either  enlarged  tonsils  or 
adenoids. 

Since  January  1,  190S),  the  Bureau  of  Child  Hygiene  ha?  kept 
accurate  and  careful  records  of  the  occurrence  of  these  cases  among 
the  school  children  of  this  city,  and  it  is  interesting  to  note,  that 
whereas  in  1909,  22  per  cent  of  the  children  in  the  public  schools 
were  found  to  have  hypertrophied  tonsils,  in  1912  only  10.11  per 
cent  were  found  to  be  so  affected.  The  reduction  in  the  number 
of  cases  of  defective  nasal  breathing,  with  possible  adenoids,  has 
been  even  greater,  or  from  18.7  per  cent  in  1900  to  7.(!  per  cent  in 

Statements  (a)  and  (b),  therefore,  as  outHned  in  your  report, 
are  founded  on  a  misapprehension,  for  when  it  is  stated  that  (a) 
"tonsillectomy  in  children  should  be  advised  only  by  those  special- 
ly trained  to  recognize  the  conditions  demanding  this  operation"' 
and  (b)  "the  average  school  inspector  and  visiting  nurse  is  incom- 
petent to  decide  this  question"  it  should  be  realized  that  this  lat- 
assumption  is  based  upon  conditions  which  do  not  exist,  as  the 
;;i>[)ectors  do  not  recommend  treatment,  but  simplv  state  that  an 
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abnormal  condition  is  present,  and  then  the  matter  is  referred  to 
the  family  physician  for  such  action  as  he  may  deem  advisable. 

The  first  question,  "Should  the  present  widespread  practice  of 
•  tonsillectomy  in  school  children  be  continued,  and  the  school  in- 
spectors encouraged  in  urging  parents  to  have  their  children's  ton- 
sils removed?"  seems  also  to  be  founded  upon  a  misapprehension. 
I  w^ould  call  your  attention  to  the  fact  that,  in  1912,  out  of  287,469 
children  examined,  30,021  (or  10.4  per  cent  were  found  to  have 
hypertrophied  tonsils.  Of  this  latter  number,  14,137  (or  only  47.1 
per  cent)  obtained  treatment.  The  character  of  this  treatment,  ac- 
cording to  the  certificates  of  the  physicians  and  surgeons  who  ad- 
ministered it,  was  as  follows :  Operations,  0,239  or  ^0.8  per  cent ; 
medical  treatment,  7,898  or  26.3  per  cent. 

Of  the  total  number  of  children  with  tonsils  so  enlarged  that  the 
nutrition  and  well-being  of  the  child  were  seriously  interfered  with, 
only  20  per  cent  had  the  tonsils  removed.  This  hardly  seems  to 
warrant  the  idea  that  there  is  a  widespread  operating  for  partial 
or  complete  removal  of  tonsils. 

No  attempt  is  made  by  the  medical  inspector  to  diagnose  ade- 
noids. It  is  not  possible,  in  the  ordinary  school  building,  to  pro- 
vide facilities  for  a  proper  examination  of  the  naso-pharyngeal  vault 
and  therefore,  for  many  years,  the  department  has  not  used  the 
term  "adenoids"'  in  its  report  of  the  physical  condition  of  school 
children,  but  each  child  has  been  tested  to  determine  whether  or 
not  its  nasal  breathing  was  occluded.  In  each  such  case,  a  diagnosis 
of  defective  nasal  breathing  has  been  made,  and  it  has  been  left 
for  the  family  physician  to  decide  whether  or  not  this  occlusion  was 
due  to  adenoids,  deflected  septum,  hjqjertrophied  turbinate,  nasal 
polypi,  or  other  cause,  and  to  provide  appropriate  treatment. 

The  second  and  third  questions  of  your  report,  relating  to  wheth- 
er or  not  tonsillectomy  on  tonsillotomy  should  be  performed  in  out- 
patient clinics,  are  of  particular  interest  to  this  department  because 
several  years  ago,  our  experieence  of  the  results  of  operating  upon 
these  children  in  dispensaries,  and  without  anesthesia,  and  send- 
ing them  home  immediately  after  operation,  was  such  as  to  lead 
us  to  believe  that  additional  hospital  facilities  must  be  provided  and 
that,  eventually,  operations  in  dispensaries  would  cease  because  of 
their  frequently  harmful  nature.  The  shock  to  the  ner\-ous  system 
of  the  child,  as  a  result  of  having  this  operation  performed  without 
anesthesia,  the  fact  that  in  many  instances  the  struggles  of  the 
child  prevents  the  operation  being  either  a  complete  or  a  partial 
success,  the  danger  of  septic  sore  throat  and  the  more  marked  dan- 
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ger  of  secondary  hemorrhage,  are  resuUs  which  have  been  noted 
I)y  the  department's  inspectors  and  nurses  in  no  inconsiderable  num- 
ber of  cases.  There  are,  in  this  city,  a  large  number  of  people  who 
are  unable  to  pay  the  fee  required  for  the  use  of  an  operating  room 
or  the  anesthesia,  and,  possibly,  the  cost  of  remaining  in  a  hospi- 
tal, yet  whose  children  are  urgently  in  need  of  this  operative  care. 
While  the  Borough  of  Manhattan  is  fairly  well  supplied  with  hos- 
pitals and  dispensaries,  the  other  boroughs  are  not  so  well  cared 
for  and  it  is  often  impossible  for  a  school  child  to  go  to  a  dispen- 
sary at  any  great  distance,  owing  to  the  fact  that  its  parents  are 
frequently  unable  to  accompany  it.  The  Children's  Clinics  main- 
tained by  the  Department  of  Health,  therefore,  have  been  placed 
only  in  those  parts  of  the  city  where  the  need  was  evident  and 
where  the  existing  facilities  were  insufficient  to  care  for  the  num- 
ber of  children  needing  treatment  and  unable  to  pay  for  it.  The 
y^reater  need,  however,  which  was  covered  by  the  establishment  of 
these  dispensaries  was  the  provision  of  a  place  where  a  child  might 
be  adequately  cared  for  during  its  operation. 

Before  sending  a  child  to  one  of  these  clinics,  the  nurse  investi- 
gates the  financial  status  of  the  family,  and  children  are  not  re- 
ferred for  treatment  unless  the  family  is  unable  either  to  pay  a 
private  physician  or  the  requisite  fee  for  hospital  care.  After  a 
child  is  received  at  the  clinic,  a  further  investigation  as  to  the 
financial  status  of  the  family  is  made  by  the  registrar.  The  clinics 
are  operated  under  the  control  of  the  State  Board  of  Charities,  and 
the  department  makes  every  possible  effort  to  see  that  the  facilities 
are  extended  only  to  those  children  whose  parents  are  unable  to 
pay  any  fee. 

In  our  clinics  all  children  arc  received  ilic  afternoon  before  the 
day  of  operation;  they  are  kept  there  that  night,  regularly  pre- 
pared for  operation,  and  the  following  morning  the  adenoids  or 
tonsils  are  removed  under  gas  and  ether  anesthesia.  The  child  is 
then  kept  in  bed  during  that  day,  remains  in  bed  the  following  night, 
and  is  finally  discharged  thirty-six  or  forty-eight  hours  after  en- 
trance. Nearly  four  thousand  such  operations  have  been  performed 
since  the  dispensaries  were  opened,  with  one  fatality.  This  latter 
was  the  case  of  a  girl,  11  years  old.  who  was  mentally  defective. 
She  was  operated  upon  at  10  o'clock  in  the  morning,  about  two 
hours  later  became  cyanotic,  reacted  well  to  stimulation,  and  showed 
improvement  until  about  3  o'clock  in  the  afternoon,  when  she  again 
f)ccame  cyanotic,  developed  an  exceedingly  rapid  pulse,  and  died 
>ii<!denly.      There    w.t<;   hemorrhage    from   the   throat   just   before 
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death.  In  every  other  instance  tlie  child  has  left  the  hospital  in 
good  condition  and  has  remained  so. 

From  our  experience  with  these  children,  we  believe  that  these 
operations  should  never  be  performed  except  under  anesthesia  and 
that,  in  each  case,  the  child  should  remain  in  the  hospital  for  twenty- 
four  hours  after  the  operation  has  been  performed. 

In  order  that  the  school  children  of  this  city  may  receive  the  care 
to  which  they  are  entitled  so  that  they  may  reach  normal  develop- 
ment in  adult  life,  it  is  essential  that  everyone  connected  with  this 
problem  should  realize  the  necessity  of  harmonious  and  co-operative 
work.  In  the  care  of  school  children  there  are  many  factors  in- 
volved :  first,  the  Board  of  Education,  which  has  charge  of  the 
school  buildings  and  the  conditions  under  which  the  children  study ; 
second,  the  Department  of  Health  which  has  charge  of  the  school 
medical  inspection  and  examination ;  third,  the  medical  profession, 
who  must  make  the  ultunate  diagnoses  and  provide  for  treatment ; 
fourth,  the  parents,  who  must  be  convinced  of  the  necessity  of 
proper  care  for  the  child,  and,  last  and  most  important  of  all.  the 
child  himself,  towards  whom  our  efforts  are  directed.  Unless  there 
is  complete  understanding,  unless  there  is  a  realization  of  definite 
good  to  be  done,  we  shall  all  fail  of  our  purpose,  but  if  each  will 
do  his  part,  with  a  realization  that  there  is  a  part  for  each  to  do, 
the  status  of  the  school  child,  as  far  as  its  physical  condition  is  con- 
cerned will  be  inevitably  and  materially  improved. 

33  West  Ninety-sixth  Street. 


Treatment  of  Diphtheria  and  Diphtheria  Carriers.  Solon  G. 
Wilson,  New  Orleans  Med.  and  Surg.  Jour.,  Sept.,  1913. 
The  best  results  in  the  treatment  of  the  disease  is  by  large  doses 
of  concentrated  antitoxin,  10,000  units  being  the  initial  dose, 
given  intra-mascularly,  with  a  period  of  twenty-four  hours  between 
the  doses,  the  membrane  being  the  chief  guide  of  repeating  the  dose, 
except,  of  course,  in  the  laryngeal  type,  and  in  this  type  the  stenosis 
and  cyanosis  serving  as  a  guide.  Owing  to  the  frequency  of  diph- 
theria carriers,  cultures  are  advised  before  tonsillectomies  and  ade- 
nectomies.  Scheppegrell. 


CASE  REPORTS. 

Dr.  \\'.  D.  Black,  St.  Louis. 

Case  I.  Hemoglobinuria  following  peri-tonsillar  abscess  and 
recurring  after  other  infections:  In  1905,  I  was  called  to  attend  a 
patient,  male,  VZ  years  of  age,  apparently  healthy.  He  had  had 
most  of  the  infectious  diseases  of  childhood  with  the  exception  of 
scarlet  fever.  The  child's  tonsils  and  adenoids  were  operated  upon 
three  years  previous  to  the  present  illness  but  were  only  partly 
removed.  Present  illness  began  with  a  sore  throat,  chills  and 
fever.  About  twenty-four  hours  after  onset  the  tonsils  showed  a 
tvpical  follicular  tonsillitis ;  after  two  or  three  days  the  follicles 
disappeared  but  the  right  tonsil  began  to  get  painful  and  swollen. 
In  two  or  three  days  the  patient  had  a  well-developed  peri-tonsillar 
abscess  which  was  opened  the  sixth  day  and  pus  evacuated.  About 
this  time  the  patient  showed  signs  of  sepsis.  Urine  showed  a 
change,  dark  amber  at  first  and  after  twenty-four  hours  reddish- 
brown,  was  slightly  decreased  in  quantity.  After  rest  and  elimina- 
tive  treatment  the  urine  gradually  cleared,  in  about  two  weeks.  Ex- 
amination of  the  urine  by  two  microscopists  showed  a  quantity  of 
albumen  hyaline  and  granular  casts;  the  latter  disappeared  after  a 
few  days.  Another  microscopist  reported  hemoglobin  but  no  red 
blood  cells.  After  two  years  of  treatment  by  diet  and  change  to  a 
southern  climate  the  patient's  urine  became  free  of  albumen  and 
he  fully  recovered. 

In  1908,  three  years  after  the  first  attack,  the  patient  again  had 
an  infection  simulating  grip.  Although  there  was  only  a  mild 
pharyngitis  and  tonsillitis  the  urine  again  showed  a  change  in  color 
after  twenty-six  hours.  Examination  of  urine  chemically  showed 
albumen  and  casts  which  latter  disappeared  after  seven  or  ten 
days.  The  pathologist  who  reported  the  finding  of  hemoglobin 
during  his  first  illness  reported  a  similar  condition  in  this  attack. 
Two  other  doctors  examined  the  urine  and  confirmed  his  findings. 
This  attack  ran  a  course  similar  to  the  first  one,  requiring  many 
months  before  the  urine  showed  no  trace  of  albumen. 

During  the  next  five  years  the  patient  was  in  good  health  except 
for  frequent  colds  which  produced  a  small  amount  of  albumen  in 
the  urine  but  no  casts  or  hemoglobin  and  which  disappeared  after 
a  week  or  two. 
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In  February  or  March,  1913,  he  again  had  an  attack  which 
came  on  a  little  different  from  the  others.  In  this  attack  the  first 
symptoms  were  dryness  of  the  throat  with  dysphagia  but  no  ton- 
sillitis. Buccal  membrane  and  that  of  pharynx  showed  a  pale,  red 
color;  tongue  dry  and  rough.  Urine  findings  identical  to  those  of 
prior  attacks.  This  attack  was  severe  and  the  patient  showed 
much  prostration  and  headache  which  were  relieved  by  eliminative 
treatment.  Although  this  attack  was  .severe  the  urine  cleared  much 
more  quickly  and  the  patient  was  fully  recovered  in  a  few  weeks. 

In  January,  1914,  the  patient  developed  typical  follicular  tonsil- 
litis followed  by  peri-tonsillar  abscess.  Pus  was  evacuated  eight 
days  after  the  onset  of  the  peri-tonsillar  infection.  Again  the 
urine  showed  hemoglobin,  albumen  and  a  few  casts.  After  a 
couple  of  weeks  the  patient  is  again  apparently  normal. 

All  attacks  practically  ran  the  same  course  and  in  all  probability 
came  from  the  throat  infection.  One  particular  striking  symptom 
noted  during  each  attack  was  the  slight  icterus  and  slowing  of  pulse 
rate  which  ranged  between  fifty  and  sixty  per  minute.  There  was 
no  edema  or  any  general  symptoms  that  often  accompanies  acute 
nephritis.  The  blood  was  examined  for  plasmodia  each  time  and 
none  found.    A  Wassermann  test  of  patient's  blood  was  not  made. 

Recently  W.  W.  Young,  of  Boston,  wrote  an  article  which  ap- 
peared in  Vol.  XLII,  No.  5,  of  the  Journal  A.  M.  A.,  in  which  he 
quotes  Cook  who  states  that  90  per  cent  of  hemoglobinuria  gives  a 
positive  Wassermann  reaction.  Now  in  this  case  I  am  positive  the 
attack  followed  throat  infection. 

The  father  of  the  patient  had  two  attacks  of  iritis  three  or  four 
years  prior  to  a  tubercular  involvement  of  the  lungs  but  no  his- 
tory of  lues.  The  iritis  was  diagnosed  rheumatic  by  a  competent 
oculist. 

I  have  repeatedly  advised  the  complete  removal  of  the  tonsils 
and  adenoids  but  the  mother  of  the  patient  will  not  consent. 

Case  2:  Luxation  of  the  faucial  tonsil:  Patient,  Russian  who 
could  not  speak  English,  aged  44  years,  came  to  City  Hospital 
clinic,  suffering  from  a  sore  throat. 

An  examination  revealed  an  acute  tonsillitis  and  pharyngitis. 
The  left  tonsil  was  spherical  and  was  lying  in  a  cup-shaped  cavity. 
This  cavity  was  supported  by  a  short,  thick  column  of  fibrous  and 
lymphoid  tissue  at  the  inferior  tonsillar  fossa,  filling  it  about  one- 
third  of  its  height.  Upon  using  a  probe,  I  discovered  it  was  at- 
tached by  a  sort  of  pedicle  and  the  tonsil  could  be  pushed  forward 
over  the  cup-like  receptacle  into  the  oral  cavity  for  about  half  an 
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inch.  The  patient  informed  the  interpreter  that  this  accident  often 
happened  and  caused  him  much  discomfort.  The  condition  was 
l)r()bably  con^^enital  and  I  recommended  the  removal  of  the  tonsil. 
The  patient  did  not  return. 

Case  S-  Gunshot  wound  in  mastoid :  Patient,  a  boy  about  15 
years  old,  played  with  a  revolver,  (23  caliber)  which  was  acciden- 
tally discharged.  The  bullet  entered  the  mastoid  about  the  middle 
and  ranged  inward  and  upward  toward  the  antrum.  Infection  oc- 
curred and  when  I  saw  him  at  the  City  Hospital  clinic  he  gave  a 
histor)'  of  a  discharge  from  the  ear  since  the  accident,  which  was 
several  months  previous. 

A  radiogram  disclosed  that  the  bullet  split,  one  fragment  lodged 
in  the  region  of  the  antnim  and  several  small  pieces  in  the  mas- 
toid and  posterior  wall  of  the  canal.  [  performed  a  radical  mastoid, 
and  the  patient  was  discharged  from  the  hospital  in  a  few  weeks, 
cured. 

Case  ./.  Purpura  hemorrhagica :  Girl,  aged  7  years ;  American  ; 
good  home  surroundings ;  looks  well  nourished  but  a  little  pale ; 
teeth  normal,  hatl  tonsils  operated  by  a  surgeon  four  years  ago. 
About  three-fourths  of  right  tonsil  was  removed  and  about  one- 
half  of  left.  Father  brought  child  to  see  me  owing  to  slight  hemor- 
rhage from  the  throat  atid  for  removal  of  tonsil.  Found  on  exam- 
ination that  the  gums  were  normal.  Buccal  membrane  on  right  side 
showed  two  or  three  ecchymotic  areas  which  had  the  appearance  of 
small  scratches,  purple  and  pale  red.  On  examining  the  right  ton- 
sil I  found  it  in  fairly  healthy  condition.  Left  tonsil  large  and 
looked  as  if  it  had  never  been  operated.  Tlie  entire  tonsil  was  cov- 
ered by  a  pale,  pun>lish-red  area  but  no  free  hemorrhage.  On  the 
posterior  lateral  wall  of  the  pharjnx  there  were  about  six  ecchy- 
motic areas  similar  to  those  on  the  buccal  membrane.  There  was 
no  history  of  any  of  the  exanthematous  diseases. 

Ne.xt  examined  skin  of  leg  and  on  each  thigh  found  areas  of  pur- 
plish reddish  spots  about  the  size  of  a  No.  1  shot. 

Diagnosis  made  of  purpura  and  referred  to  internist.  Father 
afterwards  told  me  another  ear,  nose  and  throat  surgeon  advised 
removal  of  tonsil  after  a  ha.sty  examination.  The  father  did  not 
tell  him  of  my  diagnosis  and  of  course  did  not  consent,  knowing 
what  the  outcome  would  be.  The  patient  was  treated  by  two 
internists  and  in  about  two  weeks  after  I  saw  her  she  began  to 
bleed,  first  from  the  bladder  and  tiicn  from  under  the  skin,  .uul 
finally  died  after  two  or.  three  weeks. 

Metropolitan  Building. 


ESOPHAGOSCOPIC  RADIUM  SCREENS. 

Dr.  Chevalikr  Jackson,  Pittsburgh. 

The  curative  effect  of  radium  in  cancer  is  not  yet  sufficiently  de- 
monstrated to  warrant  its  use  in  an  operable  case.  But  in  the  in- 
operable cases  of  esophageal  cancer  the  results  are  so  encouraging 
that  further  testing  is  justifiable.  Efficient  screening  and  large  dos- 
age are  two  essentials.  The  author  has  had  such  excellent  satisfac- 
tion with  a  screen  of  hard  rubber  vulcanized  on  the  end  of  the 
esophagoscope  and  on  the  capsule  container  as  shown  in  the  illus- 
tration that  it  is  liere  publislied  in  the  hope  that  it  may  aid  otfiers. 
With  this  combination  any  desired  screening  can  be  obtained  and 


the  irritating  secondary  ray  developed  on  emergence  from  metal, 
can  be  practically  entirely  cut  off,  enabling  the  use  of  large  dosage. 
With  accurate  placing  under  guidance  of  the  eye,  burning  of  healthy 
tissue  can  thus  be  avoided.  The  hard  rubber  screen  can  be  vul- 
canized on  the  end  of  any  form  of  esophagoscope  by  any  first-class 
instrument-maker.  Being  vulcanized  to  the  metal  it  cannot  be  ac- 
cidentally detached.  (Figure  1).  A  covering  of  hard  rubber,  C, 
is  vulcanized  on  to  the  metal  end  of  the  esophagoscope,  E.  At  L,  is 
shown  a  special  form  of  end  arranged  with  an  open  side.  A  and 
B  shows  cross-sections  of  these  tubes.  M  illustrates  a  capsule  en- 
tirel}'  covered  with  hard  rubber  and  at  H  is  a  capsule  whose  ends 
only  are  covered. 

Westinghouse  Building. 
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AN  IMPROVED  MOUTH-QAQ, 

Dr.  a.  S.  Green  and  Dr.  L.  D.  Grkkx,  San  Francisco. 

The  mouth-gag  devised  years  ago  by  Sewall  has  been  a  great 
aid  in  tonsil  operations.  It  at  once  acts  as  a  mouth-gag  and  tongue- 
depressor  and  gives  a  good  exposure  of  the  field  of  operation.  Its 
failure  to  give  universal  satisfaction  is  probably  due  more  to  its 
improper  use  than  to  any  great  fault  of  the  instrument  itself. 

If  the  blade  is  too  short  it  will  cause  buckling  of  the  tongue ;  if 
too  long  it  may  touch  the  epiglottis ;  in  either  event  it  may  cause 
gagging  or  shut-off  respiration.  Care  must  be  used  to  adjust  the 
blade  just  long  enough  to  fit  over  the  base  of  the  tongue,  to  raise  the 


lianuic  i<)  ilic  fullest  exlcui  aiul  to  maintain  it  in  this  iMi>iiiun 
throughout  the  operation.  This  raises  the  mandible  and  permits 
free  respiration. 

There  are,  however.  Icgitiiiiaie  I'aulis  inherent  in  the  instrument 
and  in  no  way  due  to  faulty  manipulation.  These  objections  we 
have  eliminated  in  the  instniment  shown  in  the  accompanying  il- 
lustration. 

By  substituting  a  sleeve  to  hold  the  tongue-blade  for  the  screw- 
device  of  the  Sewall  gag.  we  eliminate  an  inch  or  more  of  metal 
from  projecting  into  the  field  of  oijcration.  This  field  is  further 
enlarged  by  doing  away  with  the  rigid  cross-bars  and  utilizing  a 
half  arm  which  can  be  swung  to  either  side  as  necessary  without 
removing  the  gag  from  the  mouth.  The  upper  teeth  are  held  in  a 
V-shaped  lead  trough,  which  swings  on  a  pivot.  This  arrangement 
avoids  breaking  the  teeth  and  its  adaptibililv  lu-In*;  to  maintain  the 
gag  in  the  proper  position. 
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With  this  instrument  many  operations  can  be  done  that  are 
difficult  to  do  with  the  older  instrument,  as  for  instance  the  Sluder 
operation,  and  the  removal  of  adenoids.  Ligating  bleeding- 
points  in  the  tonsillar  fossae  becomes  easy  because  it  allows  a  per- 
fect view,  so  that  the  vessel  can  be  caught  with  forceps  and  the 
ligature  carried  down  over  it  without  interference  from  cross-bars 
at  the  angle  of  the  mouth. 

Shreve  Building. 


QOOD  RESULTS    FROM    USE    OF    NORMAL    HORSE    SERUM 

IN  A  CASE  OF  HEMORRHAGE  FROM  A  RUPTURED 

ESOPHAGEAL  VEIN. 

Dr.  Edwin  Cobb,  ]\larshalltown,  Iowa. 

Mr.  A.,  age  38  years,  farmer,  Eldora,  Iowa,  was  referred  to  me 
by  Dr.  Koeneman,  July  7,  1913.  For  the  last  two  weeks  patient 
had  a  very  troublesome  cough,  and  yesterday  blood  was  expector- 
ated in  amounts  varying  at  times.  Patient  was  brought  to  this 
city  and  placed  in  the  hospital  for  absolute  rest.  Examination  by 
both  direct  and  indirect  methods  revealed  a  distinct  oozing  from 
region  of  the  posterior  wall  of  the  esophagus.  General  examination, 
negative,  especially  lungs,  and  no  tendency  toward  passive  con- 
gestion.    Patient  was  very  anemic,  with  a  distinct  pallor  present. 

In  spite  of  the  ordinary  measures  taken  for  relief,  such  as  ice 
bag,  absolute  rest,  calcium  chlorid  and  codein  for  cough,  the 
oozing  continued.  'i"en  ccm.  of  normal  horse  serum  was  admin- 
istered hypodermatically.  Twelve  hours  later,  10  ccm.  more  was 
given  in  the  same  manner.  The  following  morning  the  hemorrhage 
was  much  lessened.     Two  days  later  it  was  completely  absent. 

Patient  was  kept  in  the  hospital- for  one  week  and  then  allowed 
to  go  home.  Two  weeks  later  patient  returned  stating  that  he  had 
expectorated  a  little  blood-tinged  mucus.  Twenty  ccm.  of  the 
normal  horse  serum  was  administered  in  separate  doses  with  ab- 
solute cessation  of  oozing  and  at  the  end  of  three  days  patient  was 
discharged  and  placed  under  care  of  general  physician.  Two  months 
later  patient  was  seen  and  had  gained  thirteen  pounds ;  general  con- 
dition much  improved,  especially  in  regard  to  red  cells,  with  no 
return  of  the  hemorrhage  in  any  form. 

Later,  I  had  occasion  to  do  a  nasal  operation  on  a  brother;  the 
hemorrhage  was  far  beyond  the  ordinary.  There  was  evidently  a 
hemophilic  tendency  in  the  family. 

312  Masonic  Temple. 


A  NEW  MODIFICATION  OF  AN  OLD  ADENOTOME. 

Dr.  a.  C.  Heath,  St.  Paul. 

The  one  drawback  to  all  forms  of  adenoid  curettes  or  adeno- 
tomes  is  that  the  adenoid  mass  is  difficult  to  engage,  as  it  often  rolls 
under  the  cutting  blade  and  much  of  it  is  missed.  To  overcome  this 
difficulty  I  have  added  to  the  La  Force  adenotome,  a  double  tena- 
culum forceps,  each  blade  of  the  tenaculum  shaped  to  follow  the 
line  of  the  vault  and  posterior  wall  of  naso-pharynx ;  this  tenaculum 


Figure    1:      La   Farce    adenotome    with    handles    of   tenaculum   forceps    at 
right   angles   to   adenotome. 


Figure   2:     Tenaculum   forceps  separately   with  teeth    (z)    to   grasp  ade- 
id  mass. 


noid  mass 

is  situated  within  the  box,  so  to  speak,  of  the  La  Force  adeno- 
tome. 

This  tenaculum  forceps  when  closed  grasps  the  adenoid  mass 
laterally  from  either  side  along  its  entire  length,  pulling  it  down 
and  pressing  it  to  the  center  of  naso-pharynx ;  then  the  knife  is 
pushed  through  the  adenoid  as  it  is  thus  firmly  held.  The  adenoid 
is  taken  out  very  completely  in  this  way  and  with  very  little  diffi 
culty. 

I-owry  Building. 
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Regular  Meeting,  April  15,  WIS. 

The   Naso-pharynx  as  a  Cause  of   Disease  in   Other   Parts   of  the   Body. 
JUUSON  Dai^\nd. 

The  strilting  clinical  picture  produced  by  adenoids  in  children,  1.  e.,  the 
peculiar  dull  facial  expression,  the  open  mouth,  the  short  upper  lip,  the 
enlarged  and  full  red  lower  lip,  the  occasional  dribbling  of  saliva,  asso- 
ciated with  diminished  intelligence,  the  existence  of  malnutrition  as  evi- 
denced by  diminished  growth,  weakness,  anemia  and  loss  of  weight,  abun- 
dantly demonstrate  the  influence  of  naso-pharyngeal  disease  upon  the  bod- 
ily health.  Conversely,  when  the  adenoids  are  removed,  the  comparatively 
rapid  disappearance  of  all  these  phenomena  and  the  truly  remarkable 
increase  in  growth,  corroborate  this  statement.  Nasal  stenosis,  from  the  in- 
ternist's standpoint,  may  be  viewed  as  complete  or  partial  or  intermittent, 
and  causes  varying  degrees  of  mouth  breathing.  Nasal  breathing  regulates 
the  temperature  and  humidity  of  the  inspired  air  and  also  removes  for- 
eign particles,  such  as  dust  for  example;  therefore  the  mouth-breather 
loses  this  advantage.  In  consequence  of  mouth-breathing,  catarrhal  in- 
flammation of  the  mucous  membranes  of  the  mouth,  pharynx,  larynx  and 
tracheo-bronchial  tubes  are  frequent,  and  when  the  inspired  air  requires 
moisture,  it  is  secured  from  the  mucous  membranes  of  the  respiratory 
tract,  mouth  and  pharynx.  In  like  manner  duet  and  irritating  particles 
frequently  enter  the  bronchial  tubes  giving  an  added  cause  of  irritation. 
The  inspired  air,  which  is  prevented  from  traversing  the  nasal  chambers 
in  nasal  stenosis  and  therefore  passes  directly  through  the  mouth  into 
the  bronchial  tubes,  may  be  viewed  as  unprepared  for  entrance  into  the 
lungs  and  the  delicate  mucosa  is  irritated;  and  I  incline  to  the  opinion 
that  spasm  of  many  of  the  finer  bronchioles  is  Induced;  thus  shutting  oft 
air  from  many  alveoli  which  remain  more  or  less  constantly  in  a  collapsed 
or  semi-collapsed  state.  Physical  examination  of  the  lungs  clearly  de- 
monstrates that  breathing  through  the  mouth  produces  a  vesicular  mur- 
mur harsher  than  normal,  and  that  inspiration  and  expiration  are  more 
nearly  of  the  same  length;  whereas  in  normal  nasal  breathing  the  entire 
act  of  inspiration  murmur  is  much  longer  than  the  expiratory  murmur, 
and  the  quality  of  the  vesicular  murmur  becomes  soft  and  breezy  and 
characteristic  of  normal  pulmonary  breathing.  Auscultation,  therefore,  cor- 
roborates the  theory  that  in  mouth  breathing  the  air  Is  prevented  from 
penetrating  freely  and  easily  into  all  parts  of  the  lung,  and  does  not  en- 
ter many  alveoli,  and  therefore  the  resultant  inspiratory  murmur  becomes 
harsher  and  possesses  less  of  the  vesicular  element  than  normal.     If  a 
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comparison  Is  made  of  the  vesicular  murmur  produced  by  normal  nasal 
breathing  with  that  of  mouth  breathing,  the  difference  described  is  readily 
recognized. 

Nasal  stenosis,  by  causing  insufficient  pulmonary  expansion.  Induces  cor- 
responding alterations  in  the  chest;  the  ribs  become  more  oblique,  the 
vertical  diameter  increases,  the  transverse  diameter  decreases,  the  Inferior 
costal  angle  become  more  acute;  thus  predisposing  to  disease,  more  es- 
liecially  tuberculosis,  and  as  has  already  been  stated,  the  air  inspired  by  a 
mouth-breather  induces  tracheo-bronchitis,  laryngitis  and  also  spasmodic 
croup  and  asthma.  As  many  alveoli  are  habitually  collapsed  or  only  par- 
tially filled  with  air  with  each  inspiration,  only  partial  oxygenation  and 
decarbonlzation  is  possible.  Naturally,  this  interferes  with  metabolism 
and  consequently  with  growth.  Anemia  Is  commonly  observed,  usually 
of  a  moderate  grade,  and,  as  a  rule,  the  loss  of  hemoglobin  is  greater  than 
the  loss  of  erythrocytes,  constituting  chloro-anemla. 

As  the  diminution  in  hemoglobin  is  due  in  part  to  a  deficient  supply 
of  oxygen,  this  form  of  anemia  is  rarely  Influenced  by  ordinary  remedies; 
but  when  nasal  obstruction  is  removed  and  the  patient  again  forms  th-; 
liabit  of  breathing  normally  the  blood  recovers  its  physiologic  balance. 
Any  interference  with  oxygenation  and  decarbonlzation  of  the  blood  acts 
deleterlously  upon  the  Individual  cells  of  the  body  and  produces  an  altera- 
tion in  metabolism,  and  in  all  probability  chemical  bodies  form,  circulate 
in  the  blood,  and  may  be  more  or  less  toxic. 

Nasal  stenosis  In  the  young  produces  morphological  changes  in  the 
mouth;  the  dental  arches  become  narrow  and,  in  consequence,  the  teeth 
show  want  of  alignment,  are  crowded  and  displaced  and  occlusion  becomes 
imperfect,  thus  markedly  interfering  with  mastication,  which  in  turn 
leads  to  disorders  of  digestion.  Under  these  circumstances  the  palatine 
arch  is  high  and  encroaches  upon  the  nasal  spaces  and  the  voice  is  more 
or  less  altered.  In  permanent  and  complete  nasal  obstruction  the  sense 
of  partial  suffocation,  shortness  of  breath  and  asthmatic  attacks  may  oc- 
cur.    When  pressure  is  exerted  upon  the  septum  asthma  may  be  induced. 

Intermittent,  complete  or  partial  nasal  obstruction  is  frequently  due  to 
relaxed  and  enlarged  turbinal  bodies,  due  to  venous  stasis,  which  in  turn 
i-^  commonly  due  to  excessive  fatigue  or  nervous  exhaustion,  and  may 
occur  from  shock.  It  may  be  diurnal  but  Is  more  apt  to  be  nocturnal, 
ind  usually  causes  complete  obstruction  of  the  pendant  nostril.  Upon 
nirning  the  head  this  condition  Is  frequently  reversed.  Not  infrequently 
nocturnal  mouth  breathing  is  thus  Induced,  usually  associated  with  snor- 
ing, frequently  causing  in.sufflclent  oxygenation  so  that  the  individual 
awakens  in   the  morning  after  sleep  feeling  unrefreshed. 

I'artial  nasal  obstruction  Is  frequently  overlooked  and  may  sometimes 

■•■  caused  by  a  very  small  adenoid  obstructing  one  of  the  posterior  nasal 

•lUtces.     Spasmodic  croup  in  children  in  often  caused  by  dryness  of  the 

iryngcal  and  pharyngeal  mucous  membrane,  which  is  often  relieved  when 

water  tfl  taken  at  short  Intervals. 

The  usual   infective  organisms  of  the  naso-pharyngeal   trait  an.    in 
fiuenza,  streptococci,  staphyloroccl,  pnemococcl  and  diphtheritic  and  syph- 
iiiii,.  i„f.„..(,.r,    nn<l  ninv  '-  '  >"',-,i   |n   the  tonsil?,  nasal  passages  or  thx 
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sinuses  including  the  mastoid.  These  infections  may  be  acute  or  chronic, 
and  may  be  limited  to  one  or  more  of  the  tonsils  or  one  or  more  of  the 
sinuses,  and  may  remain  local  or  extend  to  adjacent  structures  or  become 
constitutional.  In  certain  cases  that  may  be  called  carriers,  some  of  these 
micro-organisms  may  be  constantly  present  In  the  nose,  sinuses  or  pharyn.x 
and  the  Individual  be  apparently  healthy.  Such  persons  may  Innocently 
spread  disease.s,  such  as  influenza  or  diphtheria.  It  is  now  well  established 
that  when  leprosy  invades  the  nose  it  may  be  transmitted  by  nasal  dis- 
charges. An  apparently  normal  naso-pharynx  may  contain  active  patho- 
genic organisms.  Frequently  recurring  attacks  of  influenza  may  be  really 
acute  exacerbations  of  chronic  influenzal  inflammation  of  the  nasal  pas- 
sages or  sinuses. 

Headaches,  mild  or  severe,  recurrent  or  constant,  may  be  due  to  frontal 
sinusitis;  and  when  the  exit  Is  obstructed  and  the  secretions  retained,  the 
pain  may  become  agonizing.  In  sphenoidal  sinusitis  the  orbit  con- 
tents may  be  involved  by  extension  of  Inflammation  and  ocular  disturb- 
ances may  be  induced  reflexly.  Meningitis,  by  extension,  may  be  caused 
by  suppurative  inflammation  of  the  sphenoidal,  ethmoidal  or  mastoid  cells 
and  in  the  latter  a  septic  thrombus  may  also  occur.  Suppuration  of  tha 
superior  maxillary  sinus  may  be  the  underlying  cause  of  facial  neuralgia. 

Mild  or  severe  septicemia  or  pyemia,  -which  at  times  may  be  recurrent, 
may  be  evoked  by  a  streptococcus  sinusitis,  tonsillitis  or  pharyngitis.  Os- 
titis, periostitis,  arthritis,  periarthritis,  and  arthritis  deformans  have 
been  traced  to  a  septicemia,  laryngeal  or  nasal  in  origin;  and  a  similar 
origin  may  be  ascribed  to  certain  cases  of  anemia  and  pernicious  anemia. 
It  Is  now  generally  believed  that  general  pneumococcus  infection,  accom- 
panied by  lobar  pneumonia,  may  arise  from  a  local  pneumacoccic  infec- 
tion of  the  mouth,  pharynx  or  nose. 

Many  cases  of  septic  polyarthritis  are  incorrectly  diagnosed  as  acute 
or  chronic  rheumatism.  Although  the  origin  of  the  sepsis  may  be  in  any 
part  of  the  body.  It  is  most  commonly  situated  at  the  root  of  the  teeth, 
the  tonsils  or  in  the  nose  or  sinuses.  Unless  the  septic  nature  of  the 
arthritis  is  recognized  and  the  focus  discovered,  recurrences  are  common. 
The  following  case  illustrates  the  common  error  of  mistaking  acute  septic 
polyarthritis  for  rheumatism: 

Vase  1 :  Female,  aged  18  years,  stated  that  nine  yfears  ago  she  had  se- 
vere tonsillitis,  followed  by  so-called  acute  polyarticular  rheumatism  in- 
volving the  joints  of  the  left  upper  and  lower  extremities  and  the  right 
wrist,  with  fever  and  delirium.  During  convalescence  which  occurred 
three  months  later,  observed  marked  weakness,  dyspnea  on  exertion,  tachy- 
cardia and  cardiac  palpitation;  and  examination  of  the  heart  showed 
marked  mitral  stenosis.  When  first  seen  six  years  later  she  complained 
of  recurring  attacks  of  sore  throat  and  rheumatism  of  the  throat,  neck 
and  shoulders  and  so-called  rheumatic  pains  in  various  parts  of  the  body. 
The  tonsils  were  much  enlarged.  These  symptoms  persisted.  The  ton- 
sils which  were  removed  one  year  later  by  Dr.  Walter  J.  Freeman,  were 
small,  and  showed  in  each,  decomposing  cheesy  material  and  an  abscess 
cyst  of  the  left  tonsil.  Since  then  there  has  been  no  return  of  the  so- 
called  rheumatism  or  cardiac  symptoms.  Cardiac  compensation  is  so  com- 
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plete  that  a  game  of  tennis  produces  no  symptoms  of  cardiac  insufficiency. 
It  is  evident  that  the  septic  focus  in  the  tonsils  was  the  cause  of  acute 
polyarthritis  and  mitral  valvulitla. 

Case  ^:  A  boy,  aged  16  years,  suddenly  became  blind  in  the  right  eye. 
Dr.  L.  Webster  Fox  diagnosed  embolism  of  the  retinal  artery.  The  patient 
gave  a  history  of  so-called  fwlyarticular  rheumatism.  Examination  of  the 
heart  revealed  the  usual  signs  of  mitral  valvulitis.  Sepsis  was  suspected, 
and  although  no  focus  could  be  detected  anywhere,  and  the  patient  denied 
nasal  symptoms,  examination  by  Ur.  Ross  H.  Skillern  revealed  suppurative 
ethmoidal  sinusitis,  which  was  drained.  The  patient  has  not  returned 
for  re-examination;  nevertheless,  it  is  probable  that  he  has  escaped  recur- 
rence of  acute  septic  arthritis  and  endocarditis. 

That  mild  septicemia  may  produce  moderate  anemia  is  well  recognized; 
but  that  pernicious  anemia  may  be  so  induced  is  not  generally  known.  In 
a  male,  aged  62  years,  presenting  the  complete  clinical  picture  of  per- 
nicious anemia,  examination  of  the  blood  showed  that  the  hemoglobin 
was  25  per  cent,  the  red  blood  cells  1,180,000  or  22  per  cent  and  there  were 
present  many  mlcrocytes,  many  macrocytes,  poikllocytes  and  occasional 
megaloblasts,  leucocytes  2,200  per  cmni.  Dr.  George  M.  Hughes  and  Dr. 
J.  W.  Kennedy  drained  a  suppurative  tendo-sinivitis  and  recovery  fol- 
lowed. 

DISCUSSION. 

Db.  C.  F.  Adams:  The  accessory  cavities  of  the  nose,  namely  the  max- 
illary sinus,  the  frontal  sinus,  ethmoid  cells  and  sphenoid  sinus  may  impli- 
cate in  their  disease  the  orbit  and  the  optic  nerve.  This  is  most  apt  to 
occur  in  diseases  emanating  from  the  ethmoid  cells,  for  the  latter  are 
separated  from  the  orbit  only  by  the  thin  lamina  papyracea,  which,  more- 
over, sometimes  has  gaps  In  It. 

The  most  posterior  ethmoid  cell  not  Infrequently  extends  into  the  small 
wing  of  the  sphenoid  and  then  comes  into  closer  relation  with  the  optic 
nerve  because  it  now  borders  on  the  optic  canal,  and  it  may  extead  so 
far  beyond  the  median  line  that  It  actually  adjoins  the  optic  canal  on  the 
other  side.  Otherwise,  the  wall  of  the  optic  canal  is  formed  in  part  by  the 
sphenoid  sinus. 

In  the  optic  canal  the  dural  sheath  of  the  optic  nerve  is  transformed 
Into  the  periosteum  of  the  bony  canal.  The  optic  nerve,  therefore  in 
this  situation  is  enveloped  only  by  the  delicate  plal  sheath  which  In  most 
places  Is  attachml  to  the  periosteum  and  on  the  upper  side  is  actually  ad- 
herent to  it.  The  tirst  branch  of  the  trigeminus  runs  through  the  cavern- 
ous sinus  and  In  this  part  of  Its  course  Ilea  close  to  the  lateral  surface 
of  the  body  of  the  sphenoid.  This  Is  the  reason  why  it  Is  may  react  un- 
der the  form  of  neuralgias  to  an  intlammatlon  of  the  mucous  mem- 
branes of  the  sphenoid  sinus  as  Is  shown  by  the  following  case:  C.  R. 
v.,  age  .le  years,  driver  of  a  delivery  wagon.  In  whom  two  years  ago  a 
facial  neuralgia  began  on  the  right  side,  worse  over  the  eye,  growing 
worse  for  the  past  two  weeks.  Vision  normal.  Septum  deviated  to  the 
right  to  such  an  extent  that  the  cavity  could  not  be  explored.  Slight 
postnasal  discharge.  With  lodin  applications  to  the  narea  and  insuffla- 
tion of  cocain  and  bismuth  his  neuralgia  was  immediately  relieved  and 
erentually  cured. 
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Axenfeld  states  that  in  cases  of  orbital  cellulitis,  in  which  the  examina- 
tion is  negative,  the  original  sinusitis  -which  occasoned  the  obital  condi- 
tion is  progressing  on  account  of  the  absence  of  drainage.  Reports  of 
such  cases  are  numerous. 

These  cases  show  that  there  is  a  close  relation  between  the  lymph  and 
blood  supplies  of  the  naso-pharynx  and  the  eyes,  and  the  exciting  cause 
is  adenoids.  I  claim  that  adenoids  by  interfering  with  the  nasal  circula- 
tion and  causing  catarrh,  at  the  same  time  also  interfere  with  the  circu- 
lation of  the  eyes  producing  a  hyperemia  and  a  disturbance  of  the  choroid- 
al pigment,  which  may  be  readily  discerned  with  the  opthalmoscope,  and 
when  adenoids  are  removed  in  children  before  too  much  damage  has 
been  affected  the  eye  will  return  to  normal  and  the  amblyopia  will  in  a 
few  weeks  disappear. 

Du.  Thomas  H.  Fenton:  The  work  of  the  rhinologist  contribjites 
enormously  to  the  general  welfare.  We  are  broadened  by  Dr.  Daland'a 
description  of  conditions  following  disturbances  in  this  region,  for  in- 
stance, arthritis,  which  might  be  regarded  as  due  to  other  causes.  We 
have  heard  from  Dr.  Daland  how  the  general  health  may  become  affected, 
temporarily  or  permanently,  a  result  of  disease  of  the  sinuses,  tonsils 
or  adenoids.  We  note  the  local  manifestations,  turgescence,  digestive 
disturbances,  and  lithemia.  The  blocking  of  the  sinuses  affords  a  resting 
place  for  germs. 

A  young  woman,  facial  expression  of  pain  for  past  three  weeks,  was 
victim  of  extraordinary  bullar,  ocular  and  supra-orbital  pain.  Atropin 
had  been  applied,  failing  of  relief  sought  other  advisers.  Found  no  ob- 
structive or  inflammatory  changes;  optically  perfect.  The  case  was  re- 
ferred to  Dr.  Randall,  who  found  blocking  of  one  of  the  outlets, — passing 
of  a  probe  and  releasing  the  secretion  gave  immediate  relief. 

Prom  the  standpoint  of  the  opthalmologist,  I  cannot  say  that  the  data 
in  reference  to  sinus  disease  is  as  clear  as  we  should  like  to  have  it. 
The  classification  seems  to  be  very  much  at  fault. 

Dr.  Wm.  Egbert  Robertson:  I  regret  that  I  did  not  have  the  privi- 
lege of  hearing  Dr.  Daland's  contribution  in  its  entirety.  The  subjects 
which  he  has  discussed  are  of  very  great  importance  as  they  have  a 
bearing,  not  only  upon  the  work  of  the  specialist,  but  even  more  par- 
ticularly upon  the  work  of  the  general  physician,  who  is  often,  usually, 
the  first  physician  to  be  consulted  by  the  patient.  Curiously,  however, 
not  only  the  family  doctor  fails  at  times  to  recognize  sinus  and  naso- 
pharyngeal disease  as  the  primary  focus  of  a  general  infection  or  of  a 
local  infection  or  reflex,  but  even  the  specialist  may  not  discover  it.  1 
recall  two  interesting  cases  at  this  moment) — one  of  them  had  recurring 
attacks  of  iritis  with  hypopyon  first  in  one  eye  then  the  other,  and  was 
referred  by  the  rhinologist  to  an  opthalmologist  and  later  to  me.  Trans- 
illumination, as  is  so  often  the  case,  failed  in  this  instance  to  reveal  the 
disease.  She  had  very  large  middle  turbinates  which  interfered  with 
drainage,  and  I  suspected  not  a  purulent  condition  but  rather  the  pres- 
ence of  old  granulation  tissue  in  the  sinuses  particularly  the  ethmoid. 
An  x-ray  made  by  Dr.  Pfahler  confirmed  this,  and  I  have  since  been  able 
to  prove  the  correctness  of  the  view  by  having  the  ethmoid  cells  cleaned 
out  after  snaring  off  the  middle  turbinate. 

(To  he  continued.) 
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FIXED  SOURCES  OF  ALL  HEMORRHAQE  FROM    TONSIL- 
LECTOMY AND  ITS  ABSOLUTE  CONTROL.* 

Dr.  J.  Leslie  Davis,  Philaelphia. 

I'our  years  ago  I  had  the  pleasure  of  bringing  before  your  So- 
ciety a  new  method  of  tonsillar  enucleation.  For  several  years 
prior  to  that  time  I  had  been  trying  the  various  and  sundry  oper- 
ations on  tonsils,  as  advised  in  text-books,  with  varying  and  sundry 
results.  Rarely,  however,  could  any  result  be  called  satisfactory, 
the  reason  for  which,  as  I  eventually  found,  being  that  by  no  meth- 
od practiced  at  that  time  could  a  clean  and  complete  enucleation  be 
uniformly  procured.  That  complete  and  lasting  relief  from  dis- 
eased tonsils  could  be  assured  only  through  their  complete  remov- 
al 1  had  already  become  thoroughly  convinced,  and  with  that  ob- 
ject in  view  I  gradually  evolved  the  method  described  to  you  then 
and  demonstrated  in  a  clinic  at  the  .Moses  Taylor  Hospital. 

As  recently,  even,  as  that  date  the  proposition  of  complete  re- 
moval of  the  faucial  tonsils  had  to  be  defended,  since  the  almost 
universal  ])ractice  was  to  cut  away  merely  a  part  of  the  tonsil,  usual- 
ly only  that  part  which  might  be  found  i)rojecting  into  the  oro- 
pharynx beyond  the  margins  of  the  faucial  pillars.  The  operation 
was  technically  termed  tonsillotomy,  though  a  popular  expression 
used  both  by  physicians  and  the  laity,  "snipping  off  the  tonsils," 
clearly  expressed  the  process. 

Thus  I  came  to  you  commending  and  demonstrating  my  method 
of  enucleation  under  the  title,  "Tonsillectomy,  why,  when  and  how." 

*Read  before  the  Lackawanna  County  Medical  Society,  Scranton,  Pa.. 
February  3,  1914.  and  dcmonslratcd  In  a  clinic  at  the  Moseg  Taylor  Hoi- 
pltal    the    followInK   day. 

ir.i 
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Owing  to  the  incomplete  stage  of  research  work  that  I  was  then 
carrying  out  in  the  anatomical  laboratories  of  the  Jefferson  Medi- 
cal College,  on  the  circulation  of  the  head  and  neck  with  particular 
reference  to  the  tonsils,  I  postponed  the  publication  of  that  paper 
till  the  fall  of  1911,  when  it  was  read  before  the  Section  on  Eye, 
Ear,  Nose  and  Throat,  of  the  Pennsylvania  State  Medical  Society 
and  published  in  the  November  number  of  the  Pennsylvania  Medi- 
cal Journal,  under  the  title,  "Tonsillectomy,  why,  when  and  how: 
with  a  preliminary  report  of  investigations  concerning  the  blood 
supply  and  anatomic  relations  of  the  faucial  tonsils." 

Since  that  time  I  have  continued  to  operate  by  the  same  method, 
and  have  been  gratified  to  learn  that  some  of  you,  after  a  series 
of  several  hundred  cases,  report  the  same  satisfactory  results  that 
I  claimed — namely,  a  complete,  clean  enucleation,  with  no  trauma- 
tism, no  destruction  of  or  injury  to  any  surrounding  structure, 
leaving  each  faucial  pillar  intact,  smooth-edged  and  with  perfect 
symmetry  of  the  two  sides  of  the'throat,  and  attended  with  or  fol- 
lowed by  less  hemorrhage  than  by  any  other  method  I  have  known. 

I  believe  the  same  to  be  true  to-day:  But  there  was  one  phase 
of  the  subject  left  in  a  stage  of  marked  incompleteness,  as  I  have 
learned  through  further  research,  so  it  is  to  correct  an  error  in  my 
earlier  opinion  and  to  give  you  the  benefit  of  my  latest  conclusions 
that  I  come  to  you  at  this  time.  No  tonsil  can  be  enucleated  by  any 
method  without  the  severing  of  certain  blood  vessels,  and  any  sev- 
ered vessel  affords  always  a  possible  source  of  hemorrhage.  Thus 
nearly  every  operation  by  any  method  has  been  attended  by  more 
bleeding  than  would  be  desired,  if  the  operator  knew  a  satisfactory- 
means  of  control,  while  some  bleed  to  the  point  of  alarm,  and  more 
than  a  few  deaths  even  have  resulted  therefrom.  It  is  a  lamentable 
fact  that  of  all  those  in  the  medical  profession  who  would  dare  do 
any  kind  of  surgical  operation,  probably  more  have  had  the  tem- 
erity to  attempt  operation  on  the  faucial  tonsils  with  less  knowl- 
edge of  their  anatomy  than  upon  any  other  part  of  the  human  body. 
In  fact,  I  doubt  if  any  other  part  of  the  human  body  has  been  sub- 
jected as  frequently  to  bad  surgery  as  has  the  faucial  tonsil,  or 
if  in  any  other  part  of  the  body  blood  vessels  have  been  sev- 
ered with  as  careless  concern  and  their  subsequent  conduct  left  to 
chance  as  in  operations  upon  the  tonsils.  This  is  not  a  merely 
casual  remark,  but  stated  advisedly  from  twelve  years  of  obser- 
vation. I  used  to  think  that  most  of  the  cases  of  direful  results  of 
tonsil  operations,  cited  by  those  or  friends  of  those  on  whom  a 
tonsil  operation  was  advised,  were  greatly  exaggerated  or  even  en- 
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tirely  fictitious.  But  after  a  few  cases  that  have  been  brought  to 
my  attention  in  more  recent  years,  my  credulity  has  developed  al- 
most to  the  point  of  accepting  the  most  fanciful  citations  as  fact. 

Why  have  so  many  men,  who  likely  would  shrink  from  attempt- 
ing even  the  most  minor  surgery,  been  emboldened  to  operate  up- 
on the  tonsils?  Surely  there  must  be  a  good  reason,  and  my  ob- 
ject in  calling  attention  to  this  state  of  affairs  is  not  to  deter  any 
one  from  attempting  surgical  work  that  he  is  capable  of  doing,  but 
to  emphasize  the  importance  of  preparation  for  the  performance  of 
an  operation  that  has  long  been  regarded  too  lightly.  I  believe  in 
the  conscientiousness  of  the  average  medical  practitioner,  and  it  is 
to  those  who  are  ever  willing  to  improve  their  methods  that  I  ap- 
peal. 

Probably  nearly  all  medical  men  to  some  extent  study  and  ob- 
serve and  thereby  make  use  of  the  accumulated  experience  of  their 
predecessors ;  and  likely  most  of  us  feel  justified  in  attempting  what 
others,  under  similar  circumstances,  have  done  and  absolve  our- 
selves from  censure  if  we  meet  with  no  greater  success  than  did 
they.  A  few,  however,  are  not  so  easily  contented  and  break  away 
from  the  beaten  path. 

When  it  had  been  taught  for  years  by  our  best-known  laryn- 
gologists  that  to  operate  on  the  tonsils  was  a  minor  and  simple  pro- 
cedure that  hemorrhage  might  follow,  but  that  the  quantity  of 
blood  lost  was  not  often  sufficient  to  be  serious,  and  nothing  further 
was  mentioned  as  a  means  of  control,  who  could  blame  anyone  who 
"snipped  them  off"  and  gave  no  further  thought,  unless  hemorrhage 
did  "become  alarming?" 

I  believe  that  not  only  should  all  hemorrhage  at  the  time  of  oper- 
ation be  regarded  as  serious  till  under  control,  but  that  no  patient 
should  be  allowed  to  leave  the  operating  room  till. every  possible 
source  of  subsequent  hemorrhage  is  obviated. 

In  my  review  of  the  literature  on  hemorrhage  from  tonsil  oper- 
ations I  consulted  over  thirty  text-books  on  the  nose  and  throat, 
the  authority  upon  which  the  majority  of  practitioners  depend  for 
instruction  in  preparing  for  an  operation,  or  to  which  they  appeal 
in  an  emergency.  In  only  two  did  I  find  mentioned  any  particular 
location  within  the  tonsillar  fossa  from  which  hemorrhage  might  be 
likely  to  occur;  none  ofl^ered  any  means  of  its  control  immediately 
following  operation ;  while  the  majority  did  not  suggest  any  need 
for  attention  to  hemorrhage  unless  it  should  become  "serious"  or 
"alarming." 
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Consider  the  following  which  are  taken  from  text-books  as  meas- 
ures to  be  tried :  Ice  applied  internally  and  externally ;  very  hot 
applications  or  hot  gargles ;  local  applications  of  astringents  or 
styptics,  or  gargling  with  them ;  pressure,  either  held  in  place  by  an 
attendant  or  by  variously  devised  clamps;  if  bleeding  points  can  be 
seen  they  may  be  seized  with  forceps  and  hemorrhage  stopped  by 
compression  or  torsion,  or  the  forceps  may  be  left  in  place;  sutur- 
ing the  faucial  pillars  together  or  suturing  the  pillars  over  a  pledget 
of  gauze ;  sitting  the  patient  upright  in  bed  that  when  sufficient  blood 
has  been  lost,  syncope  will  lower  the  pressure  and  the  hemorrhage 
cease ;  ligation  of  the  external  carotid  artery. 

Objection  to  the  whole  list  of  measures  enumerated  can  be  sum- 
marized briefly  as  follows :  Those  that  may  be  classed  under  mild 
or  conservative  measures  are  too  uncertain  to  rely  upon  where  the 
loss  of  blood  has  assumed  or  is  even  approaching  a  "serious"  or  an 
"alarming"  stage,  to  say  nothing  of  the  discomfort  to  which  the 
patient  is  subjected  in  their  application. 

All  the  rest,  which  may  be  termed  radical  or  extreme  measures 
are  in  a  more  or  less  degree  detrimental  to  the  patient's  constitu- 
tional condition  or  to  the  perfection  of  the  local  result. 

Prior  to  one  year  ago  I  had  considered  the  suturing  of  the  faucial 
pillars  together  or  over  a  roll  of  gauze  the  safest  final  resort,  in 
hemorrhage  and  had  never  failed  to  find  that  procedure  eflfective. 
I  cannot  conceive  of  any  situation,  however,  in  which  so  extreme 
a  measure  as  ligation  of  the  carotid  artery  would  be  necessary  or 
in  any  wise  justified. 

Those  authors  who  state  that  "if  bleeding  points  can  be  seen, 
they  may  be  seized,  etc.,"  have  erred  in  the  admission  of  the  "if," 
for,  I  believe  that  with  the  rarest  exception,  definite  sources  of  all 
hemorrhage  can  be  localized  and  effectively  controlled.  It  was  the 
localizing  of  this  fixed  source  of  all  severe  hemorrhage  that  led  me 
to  abandon  the  pillar  suturing  process  for  the  simpler  and  safer 
technic  that  will  herein  be  described. 

The  phenomenon  known  as  hemophilia,  of  course  is  a  too  well 
established  reality  to  be  denied,  but  that  the  frequency  of  its  oc- 
currence has  been  greatly  exaggerated  there  is  not  the  shadow  of 
a  doubt,  and  the  term  "bleeder"  has  eased  the  conscience  of  a  mul- 
titude of  occasional  surgeons  and  shielded  the  inability  or  futile  ef- 
forts of  the  more  experienced. 

To  a  large  degree  the  fault  has  existed  in  the  erroneous  opinions 
and  teaching  concerning  the  circulation  of  blood  to  and  from  the 
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tonsil.  Before  taking  up,  tlien,  the  means  of  hemorrhage  control, 
wliich  is  the  primary  object  of  this  paper,  a  brief  consideration  of 
tlie  structures  immediately  surrounding  the  tonsil,  the  tonsillar  set- 
ting, is  necessary  to  its  full  appreciation. 

The  faucial  tonsil  is  an  irregularly  spherical  glandular  body,  about 
three-fourths  enclosed  within  a  membranous  capsule  which  is  glis- 
tening on  its  outer  surface  and  from  the  inner  surface  of  which  the 
tonsillar  tissue  springs,  set  between  the  palato-glossus  and  palato- 
pharj-ngeus  muscles,  with  its  capsular  surface  in  contact  with  the 
aponeurosis  of  the  superior  constrictor  muscle,  and  its  exposed  sur- 
face directed  inwardly  toward  the  isthmus  of  the  fauces. 

The  outer,  capsular  surface  of  the  tonsil,  thus  fitted  into  this 
muscular  encompassed  recess,  is  normally  unattached  to  the  apo- 
neurotic wall  except  at  the  margins  of  the  palato-glossus  and  palato- 
pharyngeus  muscles  where  the  attachment  is  circumferential  about 
the  margin  of  the  inner,  exposed  surface  of  the  tonsil.  There  is  no 
stem  or  stump  forming  a  deep  attachment  by  which  the  tonsil  is 
held  or  through  which  the  blood  vessels  pass  as  some  seem  to  have 
believed.  Hence  all  blood  supply  to  the  tonsil  must  come  from 
without  the  tonsillar  recess,  penetrating  the  recess  wall  and  then 
the  tonsillar  capsule.  It  is  upon  the  source,  course,  and  ultimate 
distribution  of  the  arteries  entering  the  tonsillar  recess  that  anato- 
mists have  differed  and  surgeons  have  been  mislead. 

In  the  preliminary  stage  of  my  research,  I  agreed  with  the  an- 
atomists, and  stated  in  my  paper  three  years  ago  that  the  blood 
supply  to  the  tonsils  seemed  to  "include  branches  from  the  dorsalis 
linguae;  from  the  lingual ; ascending  palatine  and  tonsillar  branches 
from  the  facial ;  a  small  palatine  branch  from  the  ascending  pharyn- 
geal ;  and  a  small  branch  from  the  descending  palatine — the  tonsillar 
artery  carrying  the  principal  supply. 

It  is  perfectly  true  that  the  arterial  branches  enumerated  reach 
the  tissues  which  enter  into  the  formation  of  the  tonsillar  fossa, 
but  they  do  not  all  perforate  the  wall  of  that  fossa  nor  do  they  all 
eventually  reach  the  tonsil  it.self.  The  tonsillar  branch  of  the 
facial  which  has  generally  been  supposed  to  be  the  principal  artery 
to  the  tonsil  seems  not  to  enter  into  the  tonsillar  circulation  at  all, 
but  with  an  anastomotic  branch  from  the  dorsalis  linguae  ft  sup- 
plies the  plica  triangularis  and  the  muscles  entering  into  the  for- 
mation of  the  wall  of  the  lower  half  or  two-thirds  of  the  tonsillar 
fossa.  The  tonsillar  branch  of  the  ascending  pharyngeal  sends 
twigs  into  the  iijiper  parts  of  the  wall  of  the  tonsillar  fossa,  but 
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like  the  tonsillar  artery,  they  do  not  pass  through  the  muscular 
fibers,  through  the  capsule  and  into  the  tonsil  itself. 

Thus  there  remain  two  arteries,  the  ascending  palatine  branch  of 
the  facial  and  the  descending  palatine  branch  of  the  internal  maxil- 
lary from  which  by  an  anastomosis  outside  the  fossa  a  single  ar- 
tery is  formed  that  enters  the  fossa  at  its  superior  extremity,  (Fig- 
ure 1),  passes  downward  between  the  capsule  and  the  muscular 
aponeurosis  for  a  distance  of  about  one-half  inch  before  penetrat- 
ing the  capsule  to  reach  the  tonsil,  (Figure  9).  Thus,  my  obser- 
vation of  four  years  ago  that  the  blood  vessels,  both  arterial  and 
venous,  penetrated  the  tonsillar  capsule  near  its  midpoint,  supero- 
inferiorly,  and  from  a  quarter  to  one-half  inch  from  the  margin  of 
the  anterior  pillar  was  correct,  but  my  erroneous  deduction  was  that 
these  vessels  were  derived  from  the  severally  specified  sources,  and 
that  they  entered  by  way  of  the  anterior  pillar  directly  into  the 
tonsil. 

Numerous,  then,  as  are  the  small  arterial  branches  surrounding 
the  tonsillar  fossa  none  penetrate  directly  through  the  wall  and  the 
capsule  into  the  tonsil.  One  must  admit  always  the  possibility  of 
slight  variations  in  the  positions  and  branches  of  arteries  and  even 
of  anomalies,  but  the  distribution  and  course  of  vessels  as  above 
described  I  believe  to  be  present  in  at  least  95  per  cent  of  all  cases. 
This  estimate  is  based  upon  clinical  observations  and  upon  anatomi: 
'^search  in  the  Daniel  Eaugh  Institute  of  Anatomy. 

Accompanying  the  artery  there  is  a  vein  that  runs  from  the  ton- 
sil upward,  passing  out  of  the  fossa  at  the  point  the  artery  enters, 
and  joins  the  palatine  plexus  just  above  the  fossa.  A  small  vein 
also  emerges  from  the  tonsil  at  the  same  site  as  the  other  vein  and 
runs  downward  between  the  capsule  and  the  wall  of  the  fossa  to 
reach  the  pharyngeal  plexus.  Thus  in  the  average  case  by  the 
enucleation  of  the  tonsil,  one  artery  and  two  veins  are  the  prin- 
cipal vessels  severed,  and  since  the  venous  oozing  is  of  temporary 
duration,  there  remains  but  the  one  artery  to  be  dealt  with  in  the 
control  of  hemorrhage. 

By  my  method  of  tonsillar  enucleation  this  artery  is  usually 
severed  by  the  snare  at  the  point  of  its  entrance  into  the  ton- 
sillar fossa  (Figure  10),  though  occasionally  at  its  point  of 
entrance  into  the  tonsil,  one-half  to  three-quarters  of  an  inch 
inferiorly,  behind  the  external  border  of  the  anterior  pillar. 

When  the  latter  result  occurs,  the  remaining  free  portion  of  the 
artery  may  be  left  dangling  within  the  fossa.     (Figure  14).    There 
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is  no  doubt  that  this  condition  has  misled  many  in  the  belief  that 
they  were  dealing  with  a  '"bleeder,"  since  the  various  applications 
or  attempts  at  pressure  to  what  seemed  to  be  the  point  of  hemor- 
rhage only  served  to  shift  the  loose  end  of  the  artery  to  a  different 
location — hence  the  conclusion  that  "as  soon  as  one  bleeding  point 
was  controlled  another  would  start." 

It  matters  not,  however,  where  the  vessel  be  severed,  at  its  en- 
trance into  the  fossa,  at  its  capsular  penetration,  or  at  any  inter- 
vening point,  the  process  of  hemorrhage  control  is  the  same ;  name- 
ly, grasp  the  artery  at  its  entrance  into  the  superior  extremity  of 
the  fossa,  pass  a  suture  ligature  of  No.  1  catgut  underneath  it  and 
tie.  (Figure  11).  By  retracting  the  superior  margin  of  the  an- 
terior pillar  this  artery  can  be  demonstrated  following  the  enuclea- 
tion of  every  tonsil.  At  the  site  of  its  entrance  into  the  fossa  there 
is  a  slight,  stump-like  projection  of  connective  tissue.  (Figure  10) 
through  which  the  artery  and  vein  pass,  which  renders  the  cut  end 
of  the  artery  quite  accessible  to  the  grasp  of  the  hemostat.  (Fig- 
ure 11.)  The  retraction  of  the  pillar,  and  the  grasping  of  the  ar- 
tery must  be  done  with  care  to  avoid  injury  to  or  laceration  of  the 
wall  of  the  fossa,  since  the  muscles  forming  the  wall  are  exceed- 
ingly thin  and  of  delicate  fibers.  Laceration  of  the  wall  may  be  at- 
tended by  more  or  less  hemorrhage  from  the  small  arterial  branches 
supplying  the  surrounding  muscles.  (Figure  1).  A  seeming  ex- 
ception to  the  above  stated  arterial  distribution  is  occasionally  seen 
when  the  artery  is  severed  near  its  tonsillar  entrance  and  remains 
adherent  to  the  wall  of  the  fossa  instead  of  dangling  as  previously 
cited.  In  such  cases  the  bleeding  is  seen  to  flow  near  the  center  of 
the  fossa  wall. 

Occasionally  a  bleeding  vessel  may  be  found  to  persist  in  or 
near  the  base  of  the  fossa,  being  one  of  the  small  terminal  branches 
of  the  tonsillar  or  dorsalis  linguae  arteries  that  has  penetrated  the 
wall  or  the  plica  into  the  fossa.  If  so,  it  should  be  grasped  and 
ligated  the  same  as  the  other  and  more  important  artery.  I  have 
found  it  necessary  to  do  this  in  about  two  per  cent  of  cases.  Re- 
garding the  artery  in  the  superior  extremity,  it  is  my  custom  now 
tf)  ligate  it  immediately  following  the  removal  of  every  adult  ton- 
-i\,  whether  there  be  profuse  bleeding  or  not.  In  children  they  are 
ligated  if  the  bleeding  does  not  cease  entirely  within  a  few  minutes. 
In  other  words  every  patient  must  leave  the  operating  room  with 
perfectly  dry  tonsillar  fossae. 

When  through  extra-capsular  infections,  particularly  periton- 
>ill.'  "    '  '    .  the  cai>sti!f  Ii.i-  hcfoinc  adherent  to  the  I'd-si  wail 
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at  any  point,  the  freeing  of  such  adhesions  in  the  enucleation  pro- 
cess usually  leaves  a  rough,  abrafled  muscular  area  from  which  there 
may  result  considerable  capillary  oozing,  or  even  a  freely  bleed- 
ing small  artery  which  has  penetrated  the  muscular  wall  from  with- 
out. If  the  resulting  hemorrhage  be  an  oozing  from  the  roughened 
surface,  an  application  of  ten  per  cent  nitrate  of  silver  will  con- 
trol it ;  should  there  be  a  distinct  vessel,  however,  then  a  suture 
ligature  should  be  used  as  in  the  other  instances. 

I  have  never  had  to  use  more  than  two  ligatures  in  any  tonsillar 
fossa,  and  I  have  never  had  any  bleeding  subsequent  to  the  pa- 
tient's leaving  the  operating  room  since  I  have  adopted  this  method 
of  control.  Thus  the  simplicity  of  its  application,  the  security  of 
its  control  of  hemorrhage,  the  absence  of  any  interference  with 
function  of  the  pillars,  either  immediate  or  ultimate,  and  the  abso- 
lute freedom  from  discomfort  to  the  patient  I  feel  should  justify 
.my  full  commendation  of  the  method  herein  described. 

The  application  of  this  technic  is  intended  to  follow  only  the 
complete  enucleation  of  tonsils  and  since  I  still  believe  my  own 
operation  for  tonsillectomy  to  be  the  most  satisfactory  one  yet  de- 
vised, I  have  had  the  artist.  Miss  Peters,  make  a  series  of  draw- 
ings which,  with  the  legend  beneath  each  figure,  will  more  clearly 
elucidate  each  step  of  the  process  than  my  verbal  description  as 
published  some  years  ago. 

The  following  drawings  which  are  intended  to  illustrate  each 
successive  stage  of  the  technic  were  sketched  from  the  actual  oper- 
ation, but  not  all  from  the  same  patient. 

Ether  anesthesia  is  preferred  in  all  cases ;  a  straight  operating 
table  is  used,  the  patient  lying  flat  upon  the  back  with  head  turned 
at  an  angle  of  forty-five  degrees  to  the  right,  assistant  on  left, 
sponge  nurse  back  of  operator,  light  reflected  with  head  mirror. 

irOO  Walnut  Street. 


DAVIS:     CONTROL    OF    HEMORRHAGE    IN    TONSILLECTOMY. 


FlKure  1.  Diagram  showing  the  blood  Hupply  to  the  tonsiil  and  the  sur- 
rounding structiireB.  1.  DeBcendinfr  palatine  branch  of  Internal  maxillary 
a.  2.  True  tonsillar  a. — formed  by  an  anastomoslii  of  descending  palatine 
and  asct-ndlnKT  palatine  branches.  3.  Palato-phaiynxeus  m.  (I'ositerior 
tonsillar  plllnr.  i  4.  I'alato-orlossus  m.  (Anterior  tonsillar  pillar.)  5.  Hyo- 
kIossus  m.  fi.  Dorsiilis  linguae  a.  7.  Common  carotid  a.  S.  Superior  thy- 
roid a.  9.  Kxternal  carotid  a.  10.  Internal  carotid  a.  11.  Lingual  a.  12. 
Middle  constrictor  m.  i:(.  Facial  a.  14.  Occipital  a.  16.  So-called  tonsil- 
lar a.  16.  AscendiiiK  iiharyn^eal  a.  17.  Accendinn  palatine  a.  IS.  Posterior 
auricular  a.  l!i.  Tonsillar  branch  of  dorsalis  linKuae  a.  20.  Styloglossus 
III       LM.   Tonsillar  branch  of  ascending  pharyngeal  a. 
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FlfCure  2.  Anesthetlzer's  flni^er  retrarting  chri  k  Srissors.  closcil.  Inlil 
in  operator's  left  hand,  used  merely  as  a  retractor  drawing  forward  the 
anterior  p'Har  to  enable  the  submerged  tonsil  to  be  grasped  by  tenaculum 
In  operator's  right  hand  without  catching  any  part  of  the  pillar.  Tongue 
depressor    Is    held    by    assistant. 


liULU'  3.  ."^hmviiiK  imprint  of  the  body  of  the  ton.sil  lonlaiiicd  \i.  illiii. 
the  fossa  bark  of  the  anterior  pillar.  The  plica  trinngularlB  Is  seen  ex- 
lending  inwaril  from  the  margin  of  the  pillar  over  a  portion  of  the  free 
•urfnce  of    the   tonoll. 
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KiKure  4.  Cutting  with  scissors  into  tonsil,  anterior  lu  niui«iii  of 
posterior  pillar,  the  tonsil  being  drawn  forward  and  outward  with  tenac- 
ulum. 


Figure  5.     Tonsil  drawn  by  tenaculum  t'  iposite  side — while  an- 

terior Incision  is  made  Into  tonsillar  tissuu  ijosuiiur  to  margin  of  anterior 
pillar.  These  two  incisions,  about  one-quarter  of  an  Inch  deep  are  made  so 
that  they  unite  in  the  U|iper  part  of  the  tonsil  above  the  tenaculum.  The  ob- 
ject of  these  Incisions  is  to  permit  the  tonsil  contained  within  the  capsule 
to  split  when  traction  Is  made  with  the  second  tenaculum  (Figure  $)  and 
thus  result  In  complete  eversion  of  the  tonsil.  Note  that  each  incision  Is 
made  Into  the  tonsillar  tissue  near  the  margins  of  the  pillars  but  not  at- 
tempting to  separate  the  tonsil  or  capsular  attachment  from   the  pillars. 
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Fijcure  fi.  Showing  the  second  tenaculum  belns  applied,  ^raspinp  the  ton- 
•ll  within  the  anterior  incision  made  with  scissors.  The  first  tenaculum 
is  then  removed  and  by  traction  with  the  remaining;  tenaculum  tlie  ever- 
sion  process  is  completed.  The  grasp  is  made  within  the  anterior  incision 
because  the  greater  part  of  a  submerged  tonsil  is  always  imbedded  back 
of  the  anterior  pillur.  For  this  reason  it  will  be  seen  when  the  tonsil  is 
removed  that  the  anterior  incision  was  practically  througli  the  middle  of 
the  tonsil,  from  which  point  traction  with  the  second  tenaculum  more 
easily  and  evenly  accomplishes  the  everslon. 


>■  3C 


■  W.    9 


Figure  7.  Ih.  tonall  pcrfecliy  everted.  Note  from  the  position  of 
tinnculum  how  much  tonsillar  tissue  was  turned  out  from  behind  the  an- 
l.rlor  pillar.  In  this  stage  the  whole  capsular  surface  which  fitted  con- 
vexly  Into  the  concave  fossa  is  entirely  without  the  fossa,  completely 
everted  and  held  simply  by  the  niargln.kl,  circumferential  attachment  to 
the    nntrrlor    and    piMii-rinr    |>lllars.    iir'i'iiil    which    line    the    snare    Is    then 

plnr-d. 
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Figure  8.  Snare  placed  back  of  all  Dut-turned  tonsillur  tissue  and  drawn 
against  the  capsular  attachment  tu  the  pillars.  As  the  screw  is  run  down 
by  the  assistant  the  operator,  holding-  to  the  shaft  of  the  snare  with  one 
hand  and  tenaculum  with  the  other,  directs  the  gradually  reduced  loop  of 
wire    in    the    proper   llni»   of   severance. 


Figure  !t.  l>iafrram  showing  line  of  capsular  attachment  to  faucial  pH- 
Inm.  and  location  of  arterial  penetration  of  capsule.  1.  Descending  pal- 
atine branch  of  internal  max.  n.  2.  Capsular  surface  of  tonsil.  3.  An- 
terior faucial  pillar.  4.  F'osterior  faucial  pillar.  6.  Cvula.  6.  Ulne  of 
capsular  attachment  to  faucial  pillars.  This  also  marks  the  line  of  cap- 
suU  severed  by  the  snare  after  the  tonsil  has  been  everted.  7.  Margin 
of  plica  triangularis,  s.  Base  of  tongue.  !).  Ascending  palatine  branch  of 
facia  a.  10.  Faucial  or  exposed  surface  of  tonsil.  U.  Kntrance  of  true 
tonsillar  a.  Into  tonsil,  showing  also  irregular  distribution  of  arterial 
branches  within  the  capsule.  This  point  of  entrance  is  occasionally  slight- 
ly more  posterior,  though. all  variations  could  probably  be  covered  by  a 
radius  of  one-sixth  ini'h.  12.  True  tonsillar  a.  and  its  course  from  en- 
trance Into  fossa  to  its  entrance  Into  the  tonsil,  running  l>etween  the 
capsule  and  aponeurosis  of  the  muscular  wall.  Occasionally  the  su- 
perior portion  of  Its  course  Is  more  posterolateral  to  the  tonsil,  though 
eventually  entering  the  tonsil  near  the  same  point  as  here  specified. 
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FlKUre  10.  The  ritfht  fossa  shows  the  iM..~i;i.i.  ...'  ;.moial  pillars  imme- 
diately after  the  enucleation  has  been  rompleted.  Kach  pillar  margin  is 
left  smooth  and  perfectly  Intact.  On  the  left  side  the  anterior  pillar  is 
retracted  superiorly  to  expose  the  point  at  which  the  true  tonsillar  artery 
enters  the  fossa  anil  the  vein  passe.s  out.  These  severed  vessels  with  sur- 
roundinK  connective  tissue  leave  a  small  projectinK  stump  which  facil- 
itates the  Kraspinn  of  the  artery  with  the  hemontat.  Uadiating  downward 
from  this  stump  can  be  seen  two  or  three  small  vessels  running  beneath 
the  mu.MCUlar  aponeurosis.  These  are  veins  that  pernnatf  and  at  times 
penetrate  the  superior  constrictor  muscle  wall  from  without,  r\inning  up- 
ward  to  Join   the  palatine   plexus. 


KiKure  11.  Showinir  how  the  stump  is  itrasped  with  hemostat  and  the  in- 
troduction of  the  suture  IlKaturi'  with  short  sltjchtlv  curved  needle. 
The  needle  penetrates  ttie  tissues  on  the  floor  of  the  fossa  at  Just  sulTlclent 
ilipth  to  hold  the  catRiit  In  place  while  It  is  belni;  tied  above  the  artery. 
Immediately  following  the  enuclation  of  the  tonsil  I  usually  hold  a  Kauze 
sponKe  pressed  firmly  within  the  fossa  for  about  a  minute  to  check  the 
first  tlow  of  blood  before  the  hemostat   Is  applied. 
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FlKure  i:;.  ShowlnK  manner  of  holding  the  Usature  ends  for  tyinB.  The 
rifcht  hand  end  of  the  liicaturp  l8  held  ivell  outside  of  the  mouth,  thug  giv- 
inn  a  clear  vli-w  of  the  Held  of  operation,  while  the  other  end  Is  held 
secure  by  being  wound  around  the  little  or  ring  finger  of  the  left  hand, 
leaving  the  index  finger  free  to  press  downward  upon  the  knot  as  it  is 
drawn    upon    the    vessels.      Two    knots     ir-    siifflilent    for    security. 


Klgure  13.  After  the  process  of  auture-llgatlun  is  completed  the  two 
sides  of  the  throat  should  look  like  the  above  view.  The  cross  mark* 
Indirate  the  location  of  the  ligatures  within  the  superior  extremities  of 
the  fossae,  being  entirely  hidden  from  view  by  the  anterior  pillar  after 
the   retrain. r    Is   removed. 


c 
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Figure  14.  showing  the  ocoasitiiial  occurrence  referred  to  where  the 
artery  was  severed  at  or  near  its  entrance  Into  the  tonsil,  leaving  the  re- 
maininK  portion  detached  from  the  wall  and  dangling:  loosely  from  its 
superior  point  of  entrance  into  the  fossa.  This  condition  has  no  doubt 
perplexed  many  operators  from  the  fact  that  while  it  is  hleedinf?  and  the 
fossa  is  filled  or  covered  with  blood  the  artery  itself  cannot  easily  be  seen, 
RivinK  the  appearance  of  multiple  points  of  hemorrhage  as  it.s  position 
is  shifted  In  attempts  to  apply  astringents  or  pressure,  etc.,  according  to 
the  older  methods.  By  the  suture-ligature  method,  simply  retract  the 
pillar  and  grasp  with  hemostat  In  the  usual  way  at  Its  upper  entrance  into 
the   fossa  and    introduce  suture-ligature  as  shown    in    Figure   11. 


rigure  16.  Needle-holder  designed  to  facilitate  the  introduction  of  the 
ligature-carrying  needle.  The  angle  at  which  the  needle  has  to  be  Intro- 
duct  d  and  drawn  through  rendered  the  process  very  awkward  and  dtfncul' 
with    the   varlout   styles   of   straight    holder*. 


SOME  GATEWAYS  OF  CRYPTOGENIC  INFECTION. 
THE  AVEOLAR  PROCESSES.* 

Dr.  Wm.  H.  Haskix,  New  York  City, 

The  great  importance  of  the  tonsils  and  adenoids  as  a  source  of 
sepsis  has  been  recognized  by  all,  but  there  are  many  other  con- 
ditions to  be  found  in  the  mouth  that  may  have  an  important  in- 
fluence upon  far  distant  points  of  the  body.  In  1908,  the  writer 
reported  a  few  cases  of  such  oral  diseases  that  are  very  common, 
hoping  to  emphasize  the  importance  of  early  recognition  of  these 
conditions.  In  looking  over  the  Transactions  of  the  Triological  So- 
ciety of  the  past  fifteen  years  it  appears  that  no  paper  on  this  sub- 
ject has  ever  been  read  before  that  society  on  this  subject,  although 
such  men  as  Osier.  J.  B.  Murphy,  Hunter,  Knopf,  Rhein,  Col- 
lins, Ebersole  and  many  others  have  written  about  the  dangers  of 
oral  sepsis  and  many  of  the  foremost  dentists  arc  sending  out 
valuable  articles  which  have  been  most  instructive  to  the  writer. 

It  is  safe  to  say  that  the  x-ray  has  done  more  to  demonstrate 
pathological  conditions  in  the  jaws  than  any  other  measure,  and  no 
professional  man  should  fail  to  make  use  of  the  radiograph  picture 
in  order  to  detect  pus  cavities,  caries,  alveolar  atrophies,  improper 
fillings  in  root  canals, — and  even  the  ordinary  fillings  themselves, — 
pulp-stones,  odontomas,  unerupted  teeth,  roots  remaining  after  ex- 
traction, bone  cysts,  and  many  other  obscure  conditions.  As  a  mat- 
ter of  fact,  there  is  no  excuse  for  the  existence  of  septic  and  often 
suppurating  conditions  in  the  mouth,  which  serve  to  contaminate  all 
food  and  drink  and  from  toxins  which  enter  the  system  directly. 
The  old  theory  that  all  bacteria  are  killed  by  the  acid  of  the  gas- 
tric secretion  becomes  clearly  absuril  when  we  realize  that  this 
acid  is  only  found  during  the  active  period  of  digestion^  of  solid 
foods.  It  requires  some  time  for  the  stomach  to  provide  enough 
of  this  free  acid  to  have  any  effect  on  the  bacteria  which  have  in 
the  meantime  escaped  into  the  smaller  intestine  with  its  alkaline 
secretions.  Every  mouthful  of  fluid,  even  the  saliva,  is  contam- 
inated, and  these  bacteria  are  not  even  subjected  to  any  possible 
effect  of  the  acid,  as  its  secretion  is  not  stimulated  except  by  solid 
food. 


•Read  before   the   Eastern  Section   of   the   American   LarynKologrlcal,   Rhl- 
nolocrlcal  and  Otolonlcal  Society.  New   York  City.  January   17,   1914. 
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Unfortunately,  owing  to  the  absence  of  pain  and  the  fact  that  the 
septic  secretions  are  poured  into  a  cavity  that  is  already  moist,  the 
majority  of  patients  do  not  recognize  their  condition  and  are  great- 
ly surprised  when  it  is  explained  to  them.  Statistics  show  that 
over  98  per  cent  of  all  school-children  have  caries  of  the  teeth — 
which  means  that  they  cannot  masticate  properly,  and  in  conse- 
quence theie  is  a  lack  of  proj^er  development  of  the  jaws  and  a  con- 
stant absorption  of  almost  every  known  form  of  bacteria.  Many 
have  fistulous  tracts  in  the  alveolar  jjrocesses  with  glandular  swell- 
ings in  the  neck  due  to  direct  absorption.  On  the  other  hand,  the 
premature  extraction  of  decayed  teeth  is  bound  to  aflfect  the  nor- 
mal development  of  the  jaws  and  the  face. 


Figure  1  shows  destruction  of  alveolus  over  second  bicuspid  and  second 
molar   probably   caused   by   apical   abscesses. 

A  great  deal  is  being  done  by  the  dentists  and  by  all  those  interest- 
ed in  the  prevention  of  disease,  to  stir  up  the  entire  population  to  an 
intelligent  understanding  of  the  necessity  of  caring  for  the  teeth, 
and  in  some  communities  the  results  have  already  been  more  than 
gratifying.  Immense  sums  of  money  are  wasted  in  our  school-sys- 
tems because  of  the  class  of  so-called  "repeaters,"  or  children  who 
fail  to  progress,  and  it  has  been  proved  beyond  doubt  that  many  of 
these  children  are  not  actually  stupid  but  are  suffering  from  mal- 
nutrition and  septic  absorption  resulting  from  diseased  teeth  and 
gums,  and  that  when  these  conditions  have  been  relieved  the  chil- 
dren progress  as  rapidly  as  others.  Germany  has  thoroughly  recog- 
nized this  fact  and  has  made  great  strides  in  the  hygienic  care  and 
instruction  of  her  children,  realizing  the  immense  monetary  value 
resulting  from  their  improved  health  and  development. 

In  January,  1911,  Dr.  \Vm.  Hunter,  of  London,  published  an  ar- 
ticle in  the  Lancet,  which  aroused  the  dental  profession,  and  it  is 
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well  worth  careful  reading  by  our  own  profession.  He  shows  that 
these  septic  oral  conditions  play  an  important  part  in  the  etiolog>' 
of  a  great  number  of  diseases.  Besides  the  glandular  swellings  of 
the  neck,  and, gastric  and  intestinal  disturbances,  he  claims  to  have 
found  many  systemic  septic  cases,  such  as  ulcerative  endocarditis, 
pleurisies,  osteomyelitis,  rheumatic  joints,  nephritis,  pyemias,  ane- 
mias, skin  diseases,  and  even  mental  diseases.  Osier  says:  "There 
is  not  one  single  thing  more  important  to  the  public  in  the  whole 
range  of  hygiene  than  the  hygiene  of  the  mouth."  Dr.  Knopf  has 
written  extensively  on  the  influence  of  diseased  teeth  upon  tuber- 


Figure   2   shiiwD   typical  <lt'«tructluii   uf  bune    In   apical   abscvss.      Apex   of 
root   projecting   Into   cavity. 

culosis,  and  shows  the  possibility  of  its  i)cing  one  of  the  chief  causes 
of  infection.  He  also  says  that  it  is  almost  impossible  to  cure  tuber- 
culosis jiatients  who  have  no  teeth  or  have  bad  ones.  He  says: 
"To  put  it  briefly,  I  would  say  that  bad  teeth,  or  the  loss  of  teeth 
during  childhood,  its  concomitant  discomfort,  depression  of  spirit 
and  lack  of  appetite,  produce  that  physiological  poverty  which  ren- 
ders the  delicate  system  of  the  child  not  only  more  prone  to  tuber- 
culosis and  to  the  invasion  of  the  germs  of  serious  acute  contagious 
disea.ses,  etc.,  but  also  more  susceptible  to  nervous  affections,  such 
n^  melancholia,  hvstcri.n,  rhnrea,  and  St.  X'itus;'  daiu'c."     Rosenow 
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has  proved  that  gastric  ulcer  is  caused  by  streptococcic  infection, 
and  tiiat  the  bacteria  are  frecjuently  derived  from  blind  alveolar  ab- 
scesses. He  has  also  proved  the  same  source  of  infection  to  have 
caused  endocarditis  and  other  diseases. 

With  this  brief  review  of  some  of  the  many  diseases  which  are 
at  least  partly  caused  by  oral  sepsis,  let  us  consider  the  most  fre- 
quent sources  of  these  infections.  They  are  four  in  number,  and  are 
all  readily  recognized,  if  sought  for,  so  there  should  be  no  excuse 
for  neglecting  them :     (1)  Dental  caries;  (2)  alveolar  caries;  (3) 


Figure  3:  (a)  Dark  area  over  second  bicuspid  shows  chronic  apical  ab- 
scess. Note  incompleteness  of  root  filling.  Also  note  irregular  curves  of 
roots  of  second  molar,  (b)  Acute  apical  abscess  show-n  by  dark  area.  Fine 
wire  extends  throuph  a  false  opening  in  root,  (c)  STiows  loss  of  alveolus 
around  central  and  lateral  incisors  and  poor  root  fillings.  Advanced 
pyorrhea  of  these   teeth. 


pyorrhea  alveolaris ;   (4)  bad  crown  and  bridge  work,  bad  fillings 
and  impactions. 

Dental  caries  is  to  be  found  in  practically  every  human  mouth, 
and  comes  particularly  under  the  care  of  the  dentist.  We  could  do 
much  to  lessen  this  destruction  of  the  teeth  if  we  would  impress 
upon  every  patient  that  every  cavity  is  a  septic  danger-spot  which 
may  lead  to  serious  consequences  and  great  suffering.  Alveolar 
caries  is  almost  invariablv  caused  by  disease  of  the  tooth  pulp^ 
which  becomes  infected  whenever  the  dental  caries  extends  deep 
enough  to  expose  the  pulp  cavity,  or  it  may  be  caused  by  trauma- 
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tisni.  li  is  much  more  common  than  is  generally  supposed  and 
should  always  be  looked  for  m  every  patient  who  has  given  a  hiv 
tory  of  having  had  a  gum  boil  or  an  ulcerated  tooth.  The  fistulous 
tract  may  have  a  most  minute  opening  above  the  apex  of  a  tooth, 
or  it  may  be  found  extending  up  along  the  root  itself,  and  will  only 
be  revealed  by  the  presence  of  a  drop  of  pus  on  pressure.  A  probe 
introduced  through  these  minute  openings  often  passes  into  a  real- 
ly extensive  cavity  in  which  roughened  carious  bone  can  be  felt. 
Another  very  suspicious  sign  is  a  peculiar  bluish  color  of  the.  al- 
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\eolar  process  over  any  of  the  teeth,  such  as  is  so  often  foui 
Mid  carious  bone-tracts  in  other  parts  of  the  body.  The  denial  pru- 
Icssion  has  at  last  lieen  awakened  to  the  ravages  of  this  often  pain- 
l'--.  insidious  disease  because  of  the  evidence  which  can  always  be 
nl. tamed  by  the  radiograph,  and  many  patients  are  being  saved 
iiuich  actual  suffering  and  long  periods  of  septic  absorption  because 
"f  the  positive  diagnosis  which  can  now  be  made  in  many  doubtful 
ases.  Some  claim  that  blind  absces.ses  often  exist  with  no  open- 
ing and  that  these  are  the  most  dangerous.  It  is  our  duty  to  have 
radiographs  taken  whenever  our  |)aticnts'  dentists  have   failed  to 
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do  so,  and  we  should  be  able  to  interpret  the  picture  thus  obtained. 
The  chief  cause  of  long-continued  alveolar  abscess  lies  in  the  fail- 
ure to  completely  fill  the  emptied  root  canal,  and,  as  a  rule,  this 
latter  condition  can  be  easily  recognized  in  an  x-ray  picture  by  any 
one  familiar  with  the  tooth  structure.  It  is  almost  certain  that  all 
good  dentists  will  resort  to  this  means  of  diagnosis  whenever  they 
are  in  doubt,  but  there  are  still  many  who  do  not,  and  when  one  ex- 
amines the  radiographs  carefully  it  becomes  plainly  evident  why 
they  do  not  wish  to  know  too  much. 

Pyorrhea  alveolaris — i.  e.,  Rigg's  disease — is  a  suppurative  peri- 
cementitis and  an  interstitial  alveolitis.  As  a  matter  of  fact,  the 
bone  of  the  alveolar  process  is  very  poorly  nourished  and  readily 


Figure  5  shows  wire  passing  through  a  perforation  of  the  hard  palate 
caused  by  an  apical  abscess.  Also  shows  advanced  pyorrhea,  the  linguai 
root  of  the  second  molar  being  entirely  free  from  the  alveolus. 

breaks  down  as  the  result  of  infection,  it  being  only  a  temporary 
structure  placed  on  the  maxillary  bones  to  hold  the  teeth.  It  is  not 
present  in  the  new-born  child,  and  it  disappears  entirely  after  ex- 
traction of  all  the  teeth.  Pyorrhea  is  always  the  result  of  failure 
to  clean  the  teeth  properly.  Mucous  plaques  deposit  around  the 
necks  of  the  teeth,  and  the  calcium  salts  deposit  in  these  plaques, 
forming  tartar.  These  deposits  gradually  set  up  a  gingivitis  which 
slowly  advances  up  the  roots  of  the  teeth,  separating  the  pericement- 
um or  dental  ligament  from  the  tooth  and  allowing  the  tartar  de- 
posits to  extend  even  to  the  apices.  As  the  disease  progresses,  the 
bone  of  the  alveolar  process  is  destroyed  (see  Figure  4).  the  gums 
recede  from  the  necks  of  the  teeth  (see  Figures  5-9)  and  they  be- 
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come  loose  and  eventually  fall  out.  There  is  a  constant  flow  of 
septic  pus  from  each  diseased  socket.  The  breath  is  generally  very 
foul  but.  strange  to  say,  this  is  not  often  appreciated  by  the  patient. 
There  is  little,  if  any,  pain,  but  the  gums  become  very  tender  and 
swollen,  and  as  they  bleed  very  easily  the  cleansing  which  is  so  ur- 
gently needed  is  more  and  more  neglected.  Although  it  is  both 
an  offensive  and  a  dangerous  disease,  because  of  its  tendency  to 
produce  other  infections,  it  is  nevertheless  found  in  countless  num- 
bers— the  rich  as  well  as  the  poor.    It  does  not  matter  whether  we 


Klgure  6  showis  cariouR  pocket  around  roots  of  molars  and  also  left 
lateral.  Also  shown  shilnkaKe  of  alveolar  margin  from  the  teeth  and 
calcareous  deposits   on    the   roots   of  the  second   molar. 


say  that  i»  <.auM.Hl  1j_\  >_\-iciiiic  (li>im ijain o,  improper  food,  dcicct- 
ivc  mastication,  bacteria,  by  misplaced  teeth,  or  by  purely  local  con- 
ditions. Undoubtedly,  each  plays  a  part  in  causing  the  disease,  but 
it  is  enough  for  us  to  know  that  the  disease  can  be  arrested  and  all 
suppuration  be  stopped,  if  taken  in  time. 

Vaccine  treatment  has  teen  advocated  by  many,  and  all  kinds 
of  diet  have  had  their  advocates,  but  it  is  well  to  realize  that  no 
case  of  pyorrhea  has  ever  been  actually  cured  until  each  and  every 
infected  tooth  has  been  scaled  and  polished,  and  then  kept  so.  Un- 
fortunately, even  in  these  times  and  in  spite  of  the  brilliant  work 
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Figure    7.      Note    destruction    of    both    upper    and    lower    alveoli    and    the 
calcareous   deposits   on   the   exposed   teeth   roots. 


Figure    8:      Moderately    advanced    pyorrhea. 


Figure   9:     Advanced   pyurrliea;    liacli   sucket   continuallv   discharges   pus 
and  countless  bacteria. 
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wliicli  is  being  accomplished  by  many  eniincni  tkulists,  there  are 
thousands  of  dentists  who  absolutely  neglect  this  dangerous  dis- 
ease, and  even  tell  their  patients  that  it  is  incurable — either  because 
of  ignorance  or  because  of  laziness.  When  diagnosed  early  it  is 
very  easy  to  control,  and  intelligent  co-operation  on  the  part  of  the 
patient  as  to  diet,  exercise,  and  proper  cleansing  of  the  teeth  should 
prevent  loss  of  teeth,  and  also  many  ill-effects  which  are  bound  to 
follow  both  the  sepsis  and  the  defective  mastication  resulting  from 


Flfoire  10  (a)  showg  Impaction  of  canine.  Note  the  open  root  canala  of 
two  blcuHplda  which  have  not  complettly.  developed,  (b)  Bhows  appliance 
which  has  opened  spare  between  lateral  Incisor  and  bicuspid  and  al- 
lowed canine  to  descend   rapidly. 


the  diseased  alveolar  processes  and  the  loss  of  teeth.  It  is  now  well 
known  that  many  obscure  diseases  have  been  cured  by  the  removal 
of  disease<l  tonsils  after  other  measures  had  failed.  The  .same 
cures  result  in  thou.sands  of  cases  after  the  teeth  and  jaws  have 
been  put  in  a  healthy  condition,  and  the  medical  profession  .should 
recognize  this  fact  and  l>e  the  first  to  diagnose  such  conditions. 

The   slides  i)resented   show   the  actual  destruction   which   takes 
place  in  the  alveolus  as  a  result  of  apical  processes  or  gum  'boils. 
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and  also  the  sliriiikage  or  atrophy  which  results  from  pyorrhea. 

It  is  not  the  purpose  of  this  paper  to  go  into  detail  as  to  causes, 
effects,  or  methods  of  treatment,  but  the  writer  earnestly  hopes  that 
the  importance  of  these  conditions  be  recognized  by  the  medical 
men,  for  by  doing  our  share  we  can  materially  help  in  the  great 
work  which  is  being  done  by  the  dental  profession  and  by  all  those 
who  are  working  along  the  lines  of  preventive  medicine. 

The  grave  dangers  which  arise  from  bad  and  unscientific  crown 
and  bridge-work  are  many,  and  should  receive  more  attention.  With 
much  of  this  work  it  is  absolutely  impossible  for  the  patient  to 
cleanse  his  mouth,  and  food  is  bound  to  accumulate  and  decompose 
in  the  interstices  and  under  the  edges  of  the  improperly  fitted 
crowns.  Every  dentist  of  repute  would  be  thankful  to  have  the 
members  of  our  profession  join  with  them  in  their  efforts  to  stop 


Figure   11.      (a)   Note   very  bad   fillings, 
bicuspit!  and   pyorrhea  involving  canine. 


(b)   Note   1, 


such  work,  realizing  that  it  is  bound  to  injure  the  best  interests  of 
their  profession,  and  also  because  it  leads  to  so  much  suffering  and 
disease  from  the  septic  absorption.  We  all  know  the  discomforts 
of  food  impacted  between  the  teeth  but  do  not  stop  to  think  that  if 
the  teeth  were  in  proper  contact  this  would  not  take  place ;  nor  do 
many  realize  the  damage  that  is  done  by  the  presence  of  this  im- 
pacted food  and  its  decomposition. 

If  old  cases  are  examined  carefully  the  gums  will  be  found  badly 
receded,  and  the  x-ray  will  show  that  bone-absorption  of  the  alveo- 
lus actually  takes  place,  much  the  same  as  occurs  in  pyorrhea.  Im- 
pacted teeth  that  were  never  suspected,  are  being  recognized  very 
frequently  now.  and  many  very  distressing  nervous  diseases  are  be- 
ing relieved  by  remedying  these  impactions,  either  by  operation  or 
by  orthodontic  measures.  The  writer  desires  to  extend  thanks  to 
Dr.  U.  F.  Spies,  for  several  of  the  illustrations  which  have  been 
copyrighted. 

40  East  Forty-first  Street. 


A  CASE  OF  COMPLETE  BILATERAL    BONY    OCCLUSION    OF 
BOTH  NASAL  CHOANAE.* 

Dr.  Adolph  O.  Pfingst,  Louisville,  Ky. 

On  December  4,  1905,  Miss  M.  B.,  telephone  operator,  aged  24, 
was  referred  to  me  by  Dr.  J.  Hunn  of  Junction  City,  Kentucky. 
The  following  history  was  elicited.  As  long  as  she  could  remem- 
ber the  patient  has  been  unable  to  breathe  through  her  nose  and 
has  been  unable  to  blow  her  nose,  but  by  pressure  against  the 
alae,  she  could  remove  viscid  fluid  from  the  nasal  passages. 
Her  sense  of  smell,  since  she  has  been  able  to  compare  it  to  the 
perception  of  others,  has  not  been  well  developed.  Her  hearing  has 
apparently  always  been  normal.  Up  to  about  two  years  ago  her  gen- 
eral health  was  splendid,  but  in  the  last  two  years  she  has  had. 
almost  daily,  a  dull  headache  in  the  frontal  region. 

Examination  revealed  nothing  abnormal  in  her  general  condition. 
There  was  nothing  unusual  about  her  facial  expression — except  the 
open  mouth.  Both  of  the  nasal  passages  contained  considerable 
mucus  which  she  could  not  expell  as  she  was  unable  to  blow  air 
through  the  passages.  The  mucus  was  removed  by  suction  by  means 
of  the  saliva  ejector  of  a  fountain  spittoon.  The  nasal  septum  was 
found  slightly  deflected  towards  the  right.  The  mucous  membrane 
over  the  turbinate  bfjnes  was  very  much  hypcrtrophied  but  was  read- 
ily retracted  with  cocain  and  adrenalin  solution.  A  probe  passed 
through  either  meatus  met  with  an  obstruction  far  back,  which  upo;i 
examination  was  found  to  be  due  to  a  hard,  firm  partition  appar- 
ently closing  the  entire  passage.  The  middle  of  each  partition  was 
marked  by  a  slight  depression.  Post-rhinoscopic  examination  re- 
vealed a  septum  completely  closing  the  lumina  of  both  choanae.  It 
seemed  slightly  convex  and  appeared  to  have  a  general  direction 
downward  and  forward.  It  was  placed  just  inside  of  the  choanae.  The 
margins  of  the  choanae  were  well  defined  and  the  vomar  projected 
slightly  beyond  the  sci)tae  in  the  median  line.  To  the  finger  the 
septi  gave  the  impression  of  being  bony.  The  palatine  arch  was 
about  normal.  There  was  no  retraction  of  the  drums.  Hearing  for 
watch  and  voice  normal. 

Recognizing  the  condition  as  a  complete  bony  occlusion  of  bo'' 

choanae  an  ojjeration   was  advise^  and  acccptcfl.     .As   I   was  not 

equipped  at  the  time  with  electric  drills  I  had  a  hand  trephine  made 
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with  three-eighths  inch  aperture  and  with  long  shank.  After  cocain- 
izing the  bony  septi  anteriorly  and  posteriorly  with  a  10  per  cent  co- 
cain  solution  I  was  able,  with  the  trephine,  to  make  a  single  opening 
through  the  wall  of  the  right  side  removing  a  button  of  bone  one- 
sixteenth  inch  in  thickness.  ~  The  operation  gave  the  patient  con- 
siderable pain  when  the  trephine  penetrated  the  posterior  surface 
and  the  patient  refused  further  work  at  the  time.  She  was  able  to 
blow  blood  and  mucus  through  the  right  side  of  the  nose,  which  to 
her  was  a  novel  sensation.  A  short  strip  of  gauze  was  placed  in 
the  opening.  As  the  patient  took  French  leave  on  the  next  day. 
she  passes  from  my  observation. 

Eight  years  later   (November,  1!)13)   while  passing  through  the 
city  to  her  present  home  in  Ohio,  the  patient  called  on  me  to  tell 
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Figure  1.       Schfniii,lic  illuslratioii  of  the  r^iiort.il  cast  o£  complete  bilat- 
eral  occlusion   of  both   ciioanae. 


me  that  she  had  been  able  ever  since  the  operation  to  blow  through 
the  operated  side  of  her  nose.  However,  I  found  that  she  could 
get  but  little  air  through  the  nose  and  that  she  had  a  very  small 
aperture  near  the  middle  of  the  bony  septum  on  the  right  side.  The 
left  was  unchanged.  The  mucous  membrane  of  the  nose  was  boggj- 
and  swollen. 

Although  cases  of  atresia  of  the  choanae  are  uncommon,  over  a 
hundred  cases  have  been  reported.  In  1904  Schmiegelow  {Annals 
of  Otology)  gathered  from  the  entire  medical  literature  sixty -one 
cases,  most  of  them  osseous.  The  condition  has  been  observed  more 
frequently  in  females  than  in  maies,  and  when  unilateral  more  on  the 
right  than  on  the  left.    Atresia  of  the  choanae  is  mostly  congenital. 
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although  cases  of  acquired  (membranous)  atresia  have  been  re- 
ported. It  may  be  osseous  or  membranous  or  part  bony  and  part 
membranous  (Zuckerkandl,  Onodi).  The  great  majority  are  of  the 
bony  variety  aUhough  cases  of  congenital  membranous  atresia  have 
been  reported.  It  may  occur  on  only  one  side  or  it  may,  as  in  our 
case,  be  bilateral.  Some  cases  of  partial  atresia  have  also  been  re- 
ported. 

Schwendt  regarded  cases  like  ours  in  which  the  posterior  edge  of 
the  vomar  extended  beyond  the  level  of  the  bony  partitions  as  the 
typical  cases  and  referred  to  the  ones  in  which  the  choanal  edges  and 
the  posterior  edge  of  the  vomar  and  the  bony  occlusion  are  on  a 
level  as  the  atypical.  Many  theories  have  been  advanced  as  to  the 
pathology  of  these  cases.     Schwendt,  who  seems  to  have  given  this 
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>ubjtct  must  study.  LcIrxcs  that  bony  scpti  spring  from  the  hori- 
zontal position  of  the  palate  bone.  Some  look  upon  the  septi  as 
extensions  from  the  pterygoid  bones  and  others  from  the  vomar. 

Hochstetter  has  advanced  the  hypothesis  that  during  embryonic 
life  the  epithelial  membrane  closing  the  primary  nasal  chambers  is 
penetrated  by  the  mesoderm. 

The  symptoms  of  the  atresia  of  the  choanae  arc  very  much  as 
described  in  the  reported  case.  There  is  inability  to  breathe  through 
the  affected  side ;  anosmia,  especially  when  bilateral,  due  to  inabil- 
ity to  sniff  air  into  the  nose ;  and  in  some  the  sense  of  taste  is  also 
affected.  There  is  a  retention  of  mucus  in  the  nasal  passages, 
sometimes  of  an  offensive  nature,  due  to  putrifactive  changes.    The 
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mucous  membrane  in  the  nose  is  nearly  always  hypertrophied — 
sometimes  polyposed.  In  addition  to  these  symptoms  many  ot  the 
cases  have  the  facial  expression  and  the  high  palatine  arch  char- 
acteristic of  mouth-breathers.  Many  of  the  cases  are  associated 
with  deafness.  Most  of  the  subjects  have  a  peculiar  nasal  twang  to 
their  voice. 

The  diagnosis  of  atresia  of  one  or  both  choanae  should  be  easily 
made  by  post-rhinoscopic  inspection  and  digital  examination.  The 
thickness  of  the  bone  can  be  determined  by  placing  a  light  in  the 
naso-pharynx  behind  the  septi.  The  treatment  of  these  cases  is 
necessarily  surgical.  As  a  large  opening  is  essential  to 
prevent  reclosure,  it  is  advisable  to  correct  nasal  deformities 
'and  hypertrophied  tissue  to  give  an  unobstructed  view  and  an  easy 
passage  for  the  instruments  required  in  operating  on  the  choanal 
obstruction. 

Katz  (Handbuch  der  speciellen  Chirurgie)  suggests  that  these 
cases  be  thoroughly  anesthetized  with  cocain  or  alypin  on  both 
sides  of  the  deformity,  and  that  three  or  four  holes  be  drilled  with 
the  electric  drill  and  that  these  be  made  into  one  opening  by  saw- 
ing or  punching  out  the'bone  between  the  holes,  or  one  hole  can  be 
made  and  most  of  the  partition  removed  with  punch  forceps. 
He  advises  that  the  opening  extend  on  the  median  side  as  far  as 
the  nasal  septum  and  that  the  free  or  posterior  edge  of  the  vomar 
also  be  removed,  thereby  creating  a  larger  opening  and  lessening 
the  tendency  to  reclose.  If  the  opening  is  too  small  there  is  danger 
of  reclosure. 

706  Atherton  Building. 


Successful  Treatment  of  Atrophic  Rhinitis  and  Ozena.  L.  Jacobs. 

A^.  Y.  Med.  Jour.,  May  31,  1913. 
Dr.  Jacobs  reports  six  cases  successfully  treated  with  scarlet  red 
and  details  the  technic.  He  states  that  scarlet  red  may  be  applied 
to  the  nasal  mucosa  without  fear  of  constitutional  symptoms ;  that 
the  best  excipient  for  the  applications  is  mucilage  of  acacia ;  and 
that  the  treatment  is  simple  and  short  and  of  great  benefit.        Ed. 


CASE  OF  PURPURA  MEMORRMAQICA. 

Dr.  E.  B.  Gleason,  Philadelphia. 

Man  oO  years  of  age.  At  the  age  of  17  he  contracted  syphilis. 
He  afterward  married  and  had  two  healthy,  robust  children,  but 
had  taken  much  mercury.  For  the  last  eighteen  months  has  had 
recurrent  nasal  hemorrhages  which  were  controlled  by  packing-  his 
nose.  The  last  hemorrhage  which  occurred  on  February  21  was 
severe.  The  patient  was  brought  to  me  from  Wilkesbarre,  Pa., 
on  February  22.  The  nose  was  tightly  packed  to  enable  him  to 
take  the  long  railroad  journey.  He  had  a  temperature  of  101°  ;  a 
red  blood  count  of  li,8UU,0U0,  hemoglobin  oU  per  cent,  and  a  mod- 
erate leucocytosis.  On  the  body  were  numerous  purpuric  blotches 
which  he  stated  had  recurred  from  the  past  eighteen  months  from 
time  to  time. 

Treatment  consisted  in  the  removal  of  the  packing  from  nose 
and  naso-pharynx  and  its  replacement  as  required  to  control  hemor- 
rhage for  two  days.  Internally  calcium  chlorid  ( ."i  grains)  every 
three  hours  was  given  and  on  the  second  day,  20  ccm.  of  horse 
sefum  (Mulford's)  was  injected. 

The  horse  serum  controlled  the  hemorrhage  so  completely  that 
after  twenty-four  hours,  packing  the  nose  was  uinieccssary.  .\fter 
another  twenty-four  hours,  it  was  possible  to  cleanse  the  nose  with 
a  syringe  without  producing  hemorrhage. 

Wassermann  reaction  was  negative.  There  was  a  deviation  of  the 
nasal  septum  to  the  left  and  atrophic  rhinitis.  At  the  patient's 
urgent  request  on  February  22,  10  ccm.  of  horse  serum  was  injected 
although  there  had  been  no  hemorrhage  since  the  first  injection. 

The  interesting  features  of  the  case  are  that  mercury  had  pos- 
sibly produced  the  purpura,  and  the  prompt  control  of  the  hemor- 
rhage by  the  injection  of  horse  serum. 

A  careful  examination  of  the  nose  showed  nothing  except  atrophic 
rhinitis  with  deviation  of  the  septum  to  the  left.  All  edges  and 
spurs  on  the  septum  were  excoriated  as  well  as  the  edges  of  the 
turbinates.  There  was  a  discharge  of  colorless  transparent  mucus 
on  the  right  side,  apparently  from  the  posterior  ethmoid  cells  and 
sphenoid  antrum.  In  fact  nothing  more  than  would  result 
from  packing  the  nose  to  control  hemorrhage  was  discovered  by 
careful  inspection. 

2033  Chestnut  Street. 
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A  CASE  OF    SUPPLEMENTAL    VICARIOUS    MENSTRUATION 
CURED  BY  SUBMUCOUS  RESECTION  OF  NASAL  SEPTUM. 

Dr.  William  T.  Patton,  New  Orleans. 

Miss  A.  D.,  age  20.  Past  history:  Always  a  healthy  woman; 
never  any  serious  illness;  began  to  menstruate  at  15  years,  and 
began  to  have  hemorrhages  from  nose  at  same  time  each  month. 
About  three  days  before  menstrual  flow  starts,  the  nose  begins  to 
bleed,  and  continues  up  to  beginning  of  flow.  Menstruates  three  or 
four  days,  no  pain,  seems  perfectly  normal.  Was  referred  to  me 
for  severe  pain  and  tenderness  over  left  supra-orbital  region. 

E.xamination :  Fairly  large  nose,  both  inferior  turbinals  swollen 
and  congested.  Application  of  cocain  causes  considerable  shrink- 
age. Septum  badly  deviated  in  "S"-shape  deformity,  touching  an- 
terior end  of  lower  turbinal  on  right  side,  pressing  the  mid-turbinal 
on  left. 

Transillumination :  Left  side  dark.  Submucous  resection  ad- 
vised. Operated  on  October  4.  Packing  removed  October  5. 
Uneventful  healing,  pain  and  tenderness  disappeared  next  day  as 
soon  as  pack  removed.  October  30:  Patient  feeling  fine,  no  head- 
ache, has  menstruated  past  week  without  any  hemorrhage  from 
nose.  December  3 :  Patient  reported  that  she  was  feeling  fine,  had 
passed  second  menstrual  period  without  inconvenience.  I  think 
this  is  a  rather  unvisual  case,  although  it  could  hardly  be  called  true 
vicarious  menstruation.  Januar}'  24:  Still  continues  without  any 
trouble.  March  6 :  Patient  has  had  no  trouble  and  menstruates 
normally  each  month. 

1109  Maison  Blanche  Building. 


Nose  as  Source  of  Infection  in  Chorea  and  Acute  Rheumatism. 

M.  Sknator.  Dciit.  )itcd.  irchnsdir..  May  8.  i;U3. 
Senator  reports  the  case  of  girl  of  10  years  in  whom  chorea 
developed  nine  days  after  the  removal  of  a  pharyngeal  tonsil  and 
points  out  the  relationship  between  articular  rheumatism  and 
chorea  on  the  one  hand,  and  the  nasal  etiology  of  the  former.  He 
further  states  that  the  nose  and  tonsils  are  also  the  entrance 
portal  for  the  infection  in  chorea.  Ed. 
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REMOVAL    FROM    THE    ESOPHAGUS    BY    MEANS    OF    AN 

ESOPHAQOSCOPE  OF  A  PLATE  OF  FALSE  TEETH 

EMBEDDED  FOR  EIGHTEEN  YEARS.* 

DR.  D.  BRADEN   KYLE,  PHILADELPHIA. 

With  the  aid  of  the  esophagoscope  it  apparently  would  not  be 
difficult  to  locate  a  foreign  lx)dy  in  the  esophagus,  and  in  the  ma- 
jority of  instances  this  would  be  true.  But  in  the  case  which  I 
wish  to  report,  where  the  foreign  body  had  been  embedded  for 
eighteen  years,  the  local  conditions  are  so  entirely  diflferent  from 
those  produced  by  a  recent  foreign  body,  that  the  entire  procedure 
is  different.  The  granulation  tissue  which  had  org^anized  into  fibrous 
tissue,  the  embedding  of  the  foreign  body  in  this  tissue,  together 
with  the  curvature  of  the  spine  as  shown  in  the  x-ray,  renciered  it 
exceedingly  difficult  to  locate  the  foreign  body  in  spite  of  its  size 
and  shape.  The  age  of  the  patient  and  his  generally  poor  condi- 
tion was  also  an  important  factor  in  this  particular  case,  the  history 
of  which  is  as  follows : 

Early  in  the  morning  of  October  15,  1895,  the  patient  was  sud- 
denly awakened  while  dreaming — dreaming  that  he  was  swallowing 
egg  shclN.  On  becoming  thoroughly  conscious  he  realized  that  he 
was  actually  swallowing  some  hard  object,  and  investigation 
promptly  disclosed  the  fact  that  an  upper  suction  plate  with  four 
attached  front  teeth,  which  he  had  left  in  place  on  retiring,  were 
missing.  Inserting  his  finger  into  his  throat,  he  was  able  to  touch 
the  plate,  but  in  his  effort  to  grasp  it,  only  succeeded  in  pushing 
it  further  down 

A  physician  was  called,  made  a!i  examination,  but  could  see 
nothing.  As  the  patient  could  feel  that  the  plate  was  lodged  in  the 
upper  part  of  the  esophagus,  the  physician  wanted  to  attempt  push- 
ing it  down  into  the  stomach.  To  this  procedure  the  patient  ob- 
jected, and  then  went  to  a  hospital,  where  another  physician  ex- 
amined him,  passed  bougies  and  probangs,  but  with  no  result 
whatever,  and  ended  by  assuring  the  patient  that  he  had  never 
swallowed  the  plate,  or  if  he  had,  that  it  was  no  longer  in  the 
esophagii 

During  the  lirst  three  weeks   lollownig  tiic  disappearance  of  the 

plate,  the  patient  experienced  slight  pain  in  the  lower  part  of  the 

•Read  at  the  Thirty-fifth  Annual  Mertlnfr  of  the  American  LarynKOloglcal 
Aimoc-latlon.   W  ,    '    ■     •    -      '■    '•     M-.--   "     1013. 
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neck,  at  the  point  w  licrc  lie  always  felt  the  object  had  lodged.  After 
that  time,  there  was  practically  never  any  painful  sensation,  but 
swallowing  had  always  been  ditticnlt.  When  solid  food,  meat,  pota- 
toes, etc.,  were  taken,  they  had  first  to  be  finely  ground.  For  months 
at  a  time  he  took  only  liquids.  At  the  time  of  the  accident,  his  age 
was  ;■).")  years  and  his  weight  KiS  pounds.     .After  about  the  second 


year,  he  began  to  notice  he  was  losing  weight,  and  continued  to  do 
so  until  the  present  time,  when,  at  the  age  of  73,  he  weighs  but  110 
pounds. 

In  1901,  six  years  after  the  disappearance  of  the  teeth,  the  first 
x-ray  plate  was  made  in  a  further  attempt  to  locate  them.     The 
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plate  appeared  to  show  a  slight  shadow  just  above  the  cardiac  end 
of  the  esophagus.  The  passing  of  bougies,  however,  failed  to  dis- 
close the  presence  of  a  foreign  body  in  that  region,  and  again  the 
search  was  abandoned. 

The  patient's  general  condition  continued  the  same  until  about 
the  middle  of  January,  1913,  when  the  difiiculty  in  swallowing  be- 
yond a  certain  point  markedly  increased.  On  January  27,  1913. 
the  patient  was  referred  to  me  by  his  family  physician.  Dr.  W.  H. 
Hartzell.  An  x-ray  plate  was  at  once  made.  The  negative  (lateral 
view  of  the  neck)  distinctly  showed  the  plate,  its  long  axis  paral- 
lel to  the  walls  of  the  esophagus,  and  located  immediately  behind 
and  extending  a  little  below  the  cricoid  cartilage.  The  teeth  were 
attached  to  the  lower  end  of  the  plate. 

The  same  evening  the  patient  was  taken  to  the  operating  room 
and  the  removal  of  the  teeth  attempted.  The  pharj'nx  and  eso- 
phagus were  anesthetized  with  20  per  cent  solution  of  cocain.  and 
the  patient  placed  on  a  table  with  his  head  well  extended  over  the 
end.  The  extension  of  the  head  on  the  shoulders  was  very  difficult, 
owing  to  the  rigidity  of  the  entire  spinal  column.  An  attempt  was 
made  to  secure  a  view  of  the  plate  by  means  of  the  Kirstein  auto- 
scope,  but  this  was  found  to  be  too  short  and  the  Kahler  esophago- 
scope  was  used  instead.  With  this  instrument  a  portion  of  the 
surface  of  the  plate  was  brought  to  view,  about  18  centimeters 
below  the  anterior  margin  of  the  upper  jaw,  but  the  upper  edge 
appeared  to  be  covered  by  fibrous  tissue. 

Efforts  were  made  through  the  esophagoscope  with  various  forms 
of  forceps  to  find  and  grasp  the  edge,  but  without  result.  The 
esophagoscope  was  then  removed  and  an  attempt  made  with  an  or- 
dinary long  laryngeal  forceps.  I  was  able  to  partially  displace  the 
thickened  tissue  over  the  upper  margin  of  the  teeth,  so  that  with  the 
laryngeal  forceps  a  hold  was  secured,  but  considerable  force  failed 
to  dislodge  the  plate.  It  was  then  decided  to  allow  the  patient  to 
rest  for  a  time.  Very  little  soreness  and  practically  no  hemorrhage 
followed  this  manipulation. 

On  January  30,  a  second  attempt  was  made,  the  patient  anesthe- 
tized as  before,  but  this  time  sitting  on  a  low  stool  with  head  and 
back  supported  by  an  assistant.  This  position  was  found  to  be  much 
easier  for  both  patient  and  operator.  On  this  occasion,  through  the 
Kahler  esophagoscope,  a  portion  of  the  tissue  covering  the  upper 
edge  of  the  plate  was  cut  away  with  biting-forceps ;  thus  exposing 
it  to  view.  Seizing  the  plate  with  the  same  forceps,  effort  was  made 
to  withdraw  it,  but  the  forceps  slipped  oflf  and  the  plate  remained. 


188 


KVLK:     KKMOVAL    Ol-'    TOOTII-l'LATK    FKOM     KSf  Jl-1 1  A(  ,rs 


After  similar  repeated  efforts,  owing  to  the  fatigue  of  the  patient, 
it  became  necessary  to  again  cease  manipulations  for  a  time. 

In  the  meantime,  another  instrument,  a  long,  biting-forceps  suit- 
able for  use  through  the  Kahler  esophagoscope,  had  been  secured, 
and  on  February  4,  a  third  attempt  was  made,  in  all  respects  similar 
to  the  second,  except  that  th^  new  biting-forceps  was  used  for  cut- 
ting away  more  of  overhanging  tissue  and  grasping  the  plate.  The 
plate  was  distinctly  loosened  from  its  bed.  at  this  time  but  not 
sufficiently  to  be  withdrawn  before  weakness  of  the  patient  and 
slight  hemorrhage,  which  obstructed  the  view,  made  it  seem  ad- 
visable to  discontinue  a  third  tinve. 

On  February  10,  the  patient  was  prepared  as  before,  and  with 
the  Kahler  esophagoscope  the  plate  was  promptly  located  and 
grasped  with  the  biting-forceps,  which  held  it  while  steady  traction 
was  made.  The  plate  moved  slightly — perhaps  half  or  three- 
quarters  of  an  inch — when  the  forceps  slipped  off.  The  esophago- 
scope was  readjusted,  the  assistant  supporting  the  head  was  directed 
to  apply  external  pressure  to  the  foreign  body  in  a  direction  back- 
ward and  upward,  the  plate  was  again  seized,  steady  upward  trac- 
tion applied,  and  esophagoscope,  forceps  and  teeth  all  steadily  with- 
drawn. 

The  plate  and  teeth  were  found  to  be  in  a  perfect  state  bf  preser- 
vation. The  plate  measured  1^  inches  in  length  by  V/^  inches  in 
its  greatest  breadth.  Practically  no  hemorrhage  and  very  little 
soreness  followed  the  final  operation.  The  second  day  after  the 
removal  of  the  plate  difficulty  was  experienced  in  swallowing.  This 
difficulty  in  swallowing  was  due  not  to  any. swelling  but  to  the 
fact  that  there  was  no  muscular  action  in  the  esophagus  and  the 
portion  mvolved  by  the  foreign  body  was  almost  the  same  as  th( 
sacular  dilation ;  in  other  words,  the  cause  of  the  lateral  distention 
in  the  esophagus  had  not  been  removed  and  the  physiological  con- 
traction did  not  take  place.  Liquids  taken  appeared  to  be  arrested 
in  the  pocket  which  the  plate  had  forjned  in  the  anterior  wall  of 
the  esophagus.  It  was  found,  however,  that  by  taking  a  very  small 
portion  of  liquid  at  a  time  it  could  be  swallowed  without  great 
difficulty. 

Local  anesthesia  was  employed,  first  using  a  5  per  cent  solution  of 
cocain  in  the  upper  part  of  the  esophagus,  and  then  by  means  of  an 
atomizer  through  the  esophagoscope  a  20  per  cent  solution  was 
used  further  down. 

The  scar  tissue  formation  was  not  circular,  but  was  limited  to  the 
point  of  impingement  of  the  suction  plate  at  its  widest  diameter,  as 
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is  shown  in  the  x-ray.  This  made  two  areas  ot  scar  tissue,  one  on 
each  lateral  wall.  However,  at  the  top  of  the  plate,  on  account  of 
the  friction,  granulation-tissue  had  formed  and  extended  out  over 
the  upper  margin  of  the  plate.  This  tissue  was  almost  a  quarter 
of  an  inch  in  thickness  and  extended  down  over  the  plate  a  con- 
siderable distance.  This  scar  tissue  was  removed  at  one  margin  of 
the  plate  so  as  to  enable  me  to  pass  an  instrument  underneath  the 
plate  and  in  that  way  make  a  certain  amount  of  traction  and  force 
the  plate  away  from  the  scar  tissue.  As  shown  in  the  x-ray  pho- 
tograph, the  foreign  body  was  on  the  laryngeal  side,  the  curvative 
fitting  around  the  larynx. 

One  of  the  peculiarities  of  the  case  was  that  the  patient  had  not 
suffered  from  any  laryngeal  symptoms,  and  it  would  seem  impos- 
sible to  have  a  foreign  body  of  such  size  embedtled  in  the  esophagus 
and  against  the  trachea  without  producing  any  respiratory  symp- 
toms. In  the  early  history  of  the  foreign  body,  the  patient  com- 
plained of  some  soreness  in  his  throat,  although  he  never  suffered 
any  severe  pain  and  never  any  difficulty  in  breathing.  There  was  a 
slight  alteration  in  his  voice,  due  more  to  interference  with  the 
muscles  of  phonation  than  to  the  inflammatory  action.  The  eso- 
phageal muscles,  having  been  put  on  tension  for  so  many  months 
and  years,  had  lost  their  muscular  elasticity,  and  the  inability  of  the 
patient  to  swallow  after  the  removal  of  the  foreign  body  was  due 
more  to  this  than  it  was  due  to  the  amount  of  scar  tissue. 

It  is  now  three  months  since  the  removal  of  the  foreign  body,  and 
the  esophageal  muscles  have  increased  considerably  in  their  action, 
and  the  patient  is  now  able  to  take  semi-solid  food. 

1  think  the  successful  removal  of  this  foreign  body  was  due 
largely  to  the  fact  that  I  proceeded  slowly  and  made  as  little 
trauma  as  possible  in  the  esophageal  structures ;  and  by  loosening 
the  foreign  liody  from  its  fibrous  bed.  by  setting  up  slightly  inflam- 
matory action,  and  then  waiting  a  few  days,  I  was  enabled  to  re- 
move the  plate  without  much  laceration  of  the  structures. 

tr.l7  Walnut  Street. 


DEATH  OF  AN  INFANT  CAUSED  BY  FRAGMENT  OF 
PEANUT  IN  LEFT  LUNQ, 

Dr.  E.  W.  Carpenter,  Greenville,  S.  C. 

Thomas  Gist,  age  18  months,  was  referred  to  me  by  Dr.  W.  O. 
Southard,  Jonesville,  S.  C,  December  31,  1913,  with  the  following 
history :  While  playing  on  the  floor  seven  weeks  prior  to  this  date, 
infant  was  seized  with  a  prolonged  and  severe  choking  spell.  The 
mother  found  some  raw  peanuts  on  the  floor  near  the  child.  A 
cough  developed,  intermittent  in  character,  frequently  followed  by 
vomiting.  In  a  few  days  fever  and  wheezing  were  noted  and  a 
left-sided  pneumonia  developed.  This  ran  the  usual  course,  but 
resolution  did  not  set  in  and  for  this  reason  the  attending  physician 
referred  it  to  me  for  further  study. 

Status  presens :  Infant  looks  ill ;  temperature,  100°  ;  pulse  140 ; 
respiration,  40.  Frequent,  short  and  feeble  cough.  Left  lung  solid, 
right  lung  filled  with  large  moist  rales.  An  x-ray  picture  showed 
a  very  dark  left  lung  without  a  suggestion  of  a  foreign-body  shad- 
ow. 

Without  anesthesia  of  any  kind  a  G  mm.  Jackson  bronchoscope 
was  introduced  into  the  trachea  to  the  bifucation.  The  right  main 
bronchus  contained  much  pus,  but  the  left  was  completely  filled 
with  thick,  foul-smelling  pus,  and  the  bronchoscope  would  not  en- 
ter because  of  the  swollen  mucosa.  With  small  pledgets  of  cotton 
I  was  endeavoring  to  clean  out  this  excretion,  when,  without  warn- 
ing, a  flood  of  pus  welled  into  the  bronchoscope  and  respiration  was 
immediately  suspended.  In\ersion,  artificial  respiration  and  dis 
tension  of  lungs  with  oxygen  proved  unavailing;  there  were  a  few 
spasmodic  movements  of  the  larynx  but  never  a  successful  respira- 
tion. 

It  was  estimated  that  at  least  two  ounces  of  very  thick,  foul- 
smelling  pus  escaped  through  the  mouth  and  nares  while  the  in- 
fant was  inverted. 

I  believed  that  this  infant  was  drowned  by  the  sudden  release  of 
pus,  precipitated  by  dislodging  the  piece  of  peanut  kernel  which 
had  more  or  less  completely  block  the  bronchus  and  dammed  back 
most  of  the  excretions. 


•Read    before    the    Tri-State    Medical    Society.    Wilmington,    N.    C,    Feb- 
ruary 18.  1914. 
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Autopsy:  Left  pleura  completely  adherent  to  lung  and  chest 
wall.  Lung  ven,-  hard  and  dark — brown  throughout ;  on  section 
multiple  abscesses  presented,  ranging  from  the  size  of  a  buck  shot 
to  an  almond,  a  piece  of  peanut  kernel,  pyramidal  in  shape,  meas- 
uring 8  mm.  on  base  line  and  5  mm.  perpendicularly  was  found  in 
the  left  main  bronchus  half  an  inch  from  the  orifice. 

Apparently  all  the  mediastinal  glands  were  enlarged ;  one  was  as 
large  as  a  hickory  nut  with  a  central  collection  of  pus. 

I  submit  this  case-history  to  you  because  I  failed  to  relieve  the 
condition.  Our  failures  often  teach  us  more  valuable  lessons  than 
the  results  we  usually  designate  successes. 

The  first  lesson  that  this  case  teaches  is  the  danger  in  delay.  When 
the  presence  of  a  foreign  body  is  suspected  in  the  lungs  it  is  im- 
peratively necessary  to  investigate,  there  is  only  a  small  element  of 
risk  in  looking,  and  no  resource  is  as  satisfactory  as  that  with  the 
eye.  The  second  lesson  is  the  intensely  irritating  quality  of  the 
peanut  kernel.  In  a  personal  communication  with  Dr.  Chevalier 
Jackson,  he  states  that  it  is  the  most  irritating  of  all  foreign  bodies 
in  the  lungs. 

Among  the  thirteen  cases  of  foreign  bodies  that  I  have  reported, 
four  were  vegetable  substances.  One  a  peanut  hull,  another  a 
fragment  of  corn-bread,  the  third  a  grain  of  corn  which  caused  in- 
tense inflammation,  and  the  fourth  is  included  in  this  report. 

The  peanut  hull  caused  very  little  reaction,  the  corn  bread  was 
an  early  case  of  only  a  few  hours'  duration,  and  while  the  infant 
appeared  entirely  relieved  immediately  after  the  removal  of  the 
fragments  of  bread,  I  do  not  know  the  ultimate  history  of  this 
case.  The  other  cases  were  glass  or  metallic  substances  and  the 
presence  of  these  caused  very  little  nfTense  to  the  lungs  or  eso- 
()hagus. 


Symptoms   and    Diagnosis  of   Diphtheria.     Leon  J.  Menville, 

.Xcu'  Urlciuis  Med.  and  Surg.  Jour.,  July,  1913. 
Menville    maintains    that    the    physician    should    be    thoroughly 
trained  in  recognizing  the  Kiebs-Loeffler's  bacilli,  both  in  stains 
and  in  culture,  so  that  it  will  no  longer  be  necessary  for  him  to  re- 
quire flu-  j)rorif«   friitti  ;nii>tlicr  source.   »  Schkim'Kcrki.l. 


BARANY'S    THEORY    OF  CEREBELLAR   LOCALIZATION: 

DIAGNOSTIC  VALUE  OF  THE  POINTING  TEST 

IN  CEREBELLAR  ABSCESS.* 

Dr.  Philip  D.  Kkkkisox,  New  York  City. 

When  the  characteristic  focal  symptoms  are  all  present,  there 
is  probably  no  lesion  more  easily  recognized  than  a  cerebellar  ab- 
scess. Unfortunately  there  are  many  cases  of  cerebellar  abscess 
in  which  focal  symptoms  are  totally  absent.  Any  new  symptom, 
or  phenomenon,  therefore,  which  in  an  obscure  case  may  help  us 
to  a  correct  diagnosis  is  surely  worthy  of  our  careful  study. 

Before  we  can  apply  these  comparatively  new  tests  to  the  diag- 
nosis of  cerebellar  disease  it  is  absolutely  essential  that  we  pos- 
sess a  working-knowledge  of  the  normal  pointing  reactions.  By 
normal  pointing  reactions  I  mean  the  pointing  deviations  or  depar- 
tures from  the  normal  pointing  accuracy  which  regularly  occur  in 
response  to  vestibular  irritation.  For  the  moment,  therefore,  we 
must  leave  cerebellar  disease  out  of  our  consideration  and  direct 
our  attention  to  the  deviations  from  normal  pointing  accuracy 
which  regularly  follow  or  accompany  experimental  irritation  of 
the  sound  vestibular  apparatus.  These  pointing  deviations  will  be 
found  to  exhibit  an  invariable  relation  to  the  nystagmus  induced 
by  the  experiment. 

Normal  pointing  accuracy :  Normally  the  average  individual 
with  eyes  closed  and  having  located  some  fixed  object  by  the  sense 
of  touch — say  with  the  index  finger  of  either  hand — can  lower  the 
hand  and  arm  to  the  vertical  or  hanging  position  and  then  bring 
the  finger  again  into  contact  with  the  object  touched,  or  will  miss 
it  only  by  a  fraction  of  an  inch.  If  instead  of  lowering  the  hand, 
the  arm  is  moved  in  the  horizontal  plane  so  that  the  hand  travels 
through  a  one-fourth  arc  of  a  circle,  it  can  be  brought  back,  the 
finger  again  traversing  the  horizontal  plane,  to  contact  with  the 
object  previously  located  by  touch.  This  represents  the  normal 
standard  of  accuracy. 

The  pointing  test  most  commonly  used  is  of  the  accuracy  of 
movement  in  the  vertical  plane  and  is  applied  as  follows :  The  ex- 
aminer and  the  patient  stand  facing  each  other,   the  latter  with 

•Read  in  part  befoie  the  American  Laryngological.  Rhinological  and  Oto- 
logical  Society.  Eastern  Section,  January  IT,  1914,  and  in  part  before  the 
New   York   Neurological   Society. 

192 


KERRISON  :     POINTING   TEST   IN   CEREBELLAR  ABSCESS.  193 

eyes  closed  or  blind- folded  and  with  the  arm  to  be  tested  extended 
straight  in  front  of  him.  The  hand  is  supinated  so  that  the  palmer 
surface  of  the  finger  which  is  to  receive  the  touch-impression  is  di- 
rected upward.  In  contact  with  the  palmer  surface  of  the  pa- 
tient's finger,  thus  e.xtended,  the  examiner  places  his  own  finger, 
pressing  downward.  To  insure  a  satisfactory  test,  Barany  has 
found  that  it  is  better  that  the  full  palmer  surfaces,  not  merely  the 
tips,  of  the  fingers  of  examiner  and  examined  should  be  in  con- 
tact. The  patient  is  now  instructed  to  lower  the  hand  and  arm  to 
the  hanging  (vertical)  position  and  then  slowly  elevate  his  finger 
to  contact  with  that  of  the  e.xaminer,  which  is  held  immovably  in 
the  original  position.  The  average  normal  individual  finds  no  diffi- 
culty in  doing  this,  or  misses  only  by  a  small  fraction  of  an  inch. 
Normal  pointing  reactions:  We  are  now  in  a  position  to  study 
the  character  of  the  deviation  from  normal  pointing  accuracy  which 
regularly  accompanies  irritation  of  the  sound  vestibular  apparatus. 

Method  of  applying  test:  If  we  irrigate  with  cold  water,  let  us 
say  the  right  ear,  there  is  developed  a  well-marked  rotary  nystag- 
mus to  the  left,  and  the  individual,  attempting  to  stand,  tends  to 
fall  to  the  right.  Now  quickly,  i.  e.,  while  the  nystagmus  is  still 
active,  test  his  pointing  accuracy  in  the  vertical  plane  by  the  meth- 
od already  described.  It  will  be  found  that,  having  located  by 
touch  the  examiner's  finger  with  his  own,  his  hand  in  being  low- 
ered v>ll  swerve  somewhat  from  the  vertical  plane  to  the  right, 
and  again  in  being  elevated  it  will  deviate  further  to  the  right.  His 
hand,  therefore,  in  being  depressed  and  elevated  describes  a  V 
falling  to  the  right  of  the  object  he  is  trying  to  reach.  Stating  this 
reaction  in  the  form  of  a  rule,  we  may  say  that  the  pointing  devia- 
tion resulting  from  vestibular  irritation  is  invariably  in  the  direc- 
tion opposite  to  that  of  the  induced  nystagmus.  It  therefore  cor- 
responds with  the  direction  of  the  falling  tendency — i.  e.,  the  di- 
rection in  which,  if  he  attempted  to  stand,  he  would  demonstrate 
a  tendency  to  fall. 

Disturbed  orientation  of  points  of  space  in  cerebellar  disease : 
Like  other  focal  symptoms  of  cerebellar  disease  the  phenomena  we 
have  now  to  consider  may,  or  may  not,  be  present.  When  present 
they  may  be  a  determining  factor  in  the  diagnosis  of  an  otherwise 
obscure  case.  Their  absence,  however,  does  not  in  the  least  jus- 
tify a  conclusion  that  the  cerebellum  is  not  diseased. 

The  loss  of  pointing  accuracy  characteristic  of  a  cerebellar  le- 
sion may  be  demonstrated  in  the  following  way:  the  patient,  be- 


194  KKRRISON  :      POINTIXr,     ri'ST    IN    CKRF.BULLAK    AHSCKSS. 

ing  blind-folded,  the  ])ointing  accuracy  of  the  two  hands  is  separ- 
ately tested  by  the  method  already  described.  In  a  case  in  which 
the  symptoms  is  present  it  will  be  found  that  the  arm  correspond- 
ing to  the  cerebellar  lesion  will  regularly  deviate  outward,  while 
the  opposite  hand  (i.  e.,  that  corresponding  to  the  sound  side)  will 
continue  to  point  with  normal  accuracy.  Thus  in  a  lesion  of  the 
right  cerebellar  hemisphere,  the  right  hand  deviates  outward,  i.  e., 
to  the  right ;  with  a  left  cerebellar  lesion  the  left  arm  deviates  to  the 
left,  the  arm  corresponding  to  the  soimd  cerebellar  hemisphere 
maintaining  in  either  case  the  normal  pointing  accuracy.  This  is 
the  first  part  of  the  test.  We  must  now  corroborate  the  result  thus 
obtained  by  testmg  the  reaction  to  vestibular  irritation. 

Supposing,  for  example,  that  in  a  case  of  suspected  cerebellar 
lesion  we  have  tested  the  pointing  accuracy  of  both  arms  and  found 
that  the  right  arm  shows  unmistakable  outward  deviation  (i.  e.  to 
the  right)  while  the  left  arm  points  accurately — this  so  far  as  it 
goes,  would  indicate  disease  of  the  right  cerebellum.  We  must  now 
test  the  reaction  of  the  right  arm  to  vestibular  irritation.  This  is 
done  by  syringing  the  left  ear  (i.  e.  the  ear  of  opposite  side  to  the 
supposed  lesion)  with  cold  water.  This  is  followed  by  a  rotary 
nystagmus  to  the  right,  during  which  in  a  normal  individual  both 
hands  in  pointing  would  deviate  to  the  left.  If  now  in  the  presence 
of  an  induced  nystagmus  to  the  right,  the  right  arm  does  not  de- 
viate as  normally  to  the  left,  but  continues  as  before  to  deviate  out- 
ward, (i.  e.  to  the  right)  while  the  left  hand  shows  the  normal  re- 
action to  the  left,  we  have  a  clear  and  positive  indication  of  a  lesion 
involving  the  right  hemisphere  of  the  cerebellum. 

In  order  to  illustrate  these  reactions  and  also  certain  later  func- 
tional changes  in  cerebellar  disease,  we  may  cite  a  striking  example 
in  a  case  already  reported  by  Barany.  This  was  a  somewhat  ob- 
scure case  in  which  indefinite  indications  of  intra-cranial  disorder, 
with  complete  absence  of  all  focal  symptoms  other  than  loss  of 
pointing  accuracy  were  present.  The  patient,  a.  boy,  exhibited  some 
of  the  general  characteristics  of  a  suppurative  lesion  within  the 
skull,  but  no  focal  or  localizing  symptoms  pointing  to  cerebrum  or 
cerebellum  or  indicating  in  which  side  of  the  brain  the  lesion,  if 
present,  should  be  looked  for.  The  pointing  tests  demonstrated  the 
following  conditions:  The  left  arm  maintained  its  normal  point- 
ing accuracy  and  in  response  to  vestibular  irritation  showed  normal 
reactions.  The  right  arm,  on  the  other  hand,-  exhibited  a  constant 
spontaneous  deviation  outward,  i.  e.  to  the  right.  When  the  left 
ear  was  irrigated  with  cold  water  the  usual  rotary  nystagmus  to 
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the  right  was  induced,  but  the  right  hand  did  not  show  the  usual 
pointing  deviation  to  the  left. 

On  these  two  functional  changes — viz.  spontaneous  outward  de- 
viation of  the  right  arm  and  its  failure  to  respond  as  normally  to 
vestibular  irritation,  a  diagnosis  of  right  cerebelkir  abscess  was 
made.  This  diagnosis  was  confirmed  by  operation  during  which 
the  abscess  was  located  and  evacuated. 

While  in  the  nature  of  the  lesion  these  cases  are  not  very  com- 
mon, the  case  cited  is  not  unique,  others  having  been  reported  by 
Barany,  Bruehl  and  other  observers,  in  which  exactly  the  same 
phenomena  were  proved,  by  subsequent  operation,  to  have  had  their 
origin  in  an  abscess  of  the  cerebellum. 

Let  us  note  now  the  influence  upon  these  functional  changes  of 
the  opening  and  evacuation  of  this  abscess.  Two  days  after  the 
operation  it  was  found  that  the  pointing  accuracy  of  both  arms 
was  normal — or,  in  other  words,  the  spontaneous  outward  point- 
ing-deviation of  the  right  arm  had  entirely  disappeared.  When, 
however,  the  reaction  to  vestibular  irritation  was  tested  it  was 
found  that  when  the  left  ear  was  irrigated  with  cold,  the  left  arm 
showed  the  normal  deviation  to  the  left,  while  the  right  arm  con- 
tinued to  point  with  normal  accuracy.  In  other  words,  as  a  re- 
sult of  the  cerebellar  abscess  or  more  likely  of  the  incision  through 
which  it  was  evacuated,  the  right  arm  could  no  longer  be  made  to 
deviate  to  the  left  in  response  to  vestibular  irritation. 

This  also  is  not  unique,  Barany  having  repeatedly  demonstrated, 
in  cases  of  cerebellar  abscess  which  have  recovered  following  sur- 
gical evacuation,  the  absence  of  the  normal  vestibular  reactions  in 
the  arm  corresponding  to  the  lesion.  This  in  some  form  seems  to 
be  a  permanent  functional  change. 

Barany's  theory  of  cerebellar  localization :  Barany  believes  that 
there  e.xist  in  the  cerebellar  cortex  certain  definite  centers  which 
have  to  do  with  the  orientation  of  fixed  points  of  space.  Each  of 
these  centers,  he  believes,  exerts  upon  some  particular  joint,  or  its 
controlling  muscle  groups,  a  pull  or  tonus,  in  a  certain  definite  and 
constant  direction.  For  each  joint  there  exist  separate  centers 
which  maintain  tonuses  in  different  directions.  Thus  there  are 
separate  centers  which  exert  respectively  an  inward  and  an  out- 
ward tonus  upon  the  mu.scle  groups  of  the  shoulder,  and  which  con- 
fer upon  the  normal  individual  the  ability  to  move  the  arm  correct- 
ly in  the  vertical  plain  without  the  aid  of  sight.  Logically  in  such 
a  scheme  there  must  be  additional  centers  for  each  joint,  exerting 
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respectively  an  upward  and  a  downward  tonus,  which  are  neces- 
sary to  correct  orientation  or  movements  in  the  horizontal  plane. 
As  in  the  motor  area  of  the  cerebrum  there  are  centers  presiding 
over  the  voluntary  movements  of  each  small  muscle  group,  so  with 
the  cerebellum  there  are  separate  centers  for  different  joints — e.  g. 
the  shoulder,  elbow,  wrist,  the  hip,  knee,  ankle,  the  neck,  etc.  These 
various  cerebellar  centers,  acting  in  harmony,  must  play  an  import- 
ant role  in  co-ordinating  the  movements  of  the  various  joints. 

The  result  of  any  lesion — e.  g.  trauma,  tumor  or  abscess — destroy- 
ing or  functionally  suppressing  one  of  these  centers  is  equiva- 
lent in  effect  to  a  stimulation  of  the  opposing  center.  Thus,  if  the 
center  exerting  an  inward  tonus  upon  the  shoulder-movements  is 
destroyed,  the  arm  in  trying  to  execute  movements  in  the  vertical 
plane  without  the  aid  of  sight  will  deviate  outward.  The  spontan- 
eous deviations  from  normal  accuracy  resulting  from  cerebellar 
lesions  are  therefore  to  be  explained  as  wholly  the  result  of  cere- 
bellar enervation. 

Cerebellar  centers  for  wrist  and  shoulder  joints:  While  this 
theory  of  cerebellar  function  seems  fairly  established,  we  have  as 
yet  definite  information  of  only  a  few  important  centers,  the  exact 
location  of  others  awaiting  further  investigation.  Since  the  cases 
from  which  our  knowledge  has  been  chiefly  drawn  are  for  the  most 
part  those  of  cerebellar  abscess  of  otitic  origin,  it  is  clear  that  the 
cerebellar  surface  extending  from  the  sigmoid  sinus  forward  along 
the  posterior  aspect  of  the  petrous  bone  to  the  internal  auditory 
meatus  represents  the  general  area  which  should  first  be  investi- 
gated, and  in  the  cases  in  which  these  phenomena  have  been  most 
clearly  demonstrable,  the  lesion  has  usually  been  found  in  close 
relation  to  this  area. 

Barany  places  the  center  exerting  inward  tonus,  or  pull,  upon  the 
movements  of  the  wrist  joint  in  the  middle  inferior  lobe  (slender 
lobe)  near  the  flocculus.  The  center  exerting  a  similar  tonus  upon 
the  shoulder  joint  he  places  also  in  the  middle  inferior  lobe,  but  be- 
hind the  wrist  center  by  about  10  or  12  mm.  The  evidence  as  to 
the  correct  localization  of  these  two  centers  will  be  stated  presently. 

The  center  exerting  a  downward  tonus  upon  the  shoulder  joint, 
destruction  or  paralysis  of  which  would  cause  pointing  deviation  up- 
ward, is  placed  in  the  most  superior  and  inner  corner  of  the  hemi- 
sphere, and  includes  adjacent  surfaces  of  the  superior  and  inferior 
semilunar  lobes.  The  center  for  outward  tonus  (shoulder  joint) 
suppression  of  which  would  cause  pointing  deviation  inward,  is 
located  in  the  outer  or  lateral  margin  of  the  lobus  semilunaris  su- 
perior. 
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Of  these  centers  the  first  two  (those  exerting  inward  tonus  upon 
wrist  and  shoulder-  movements  respectively)  are  by  far  the  most 
important  from  the  standpoint  of  practical  diagnosis  for  the  rea- 
son that  they  are  the  centers  most  commonly  involved  in  otitic 
cerebellar  abscesses. 

In  cases  of  cerebellar  disease  in  which  spontaneous  pointing  de 
viation  has  been  present,  Barany  has  frequently  demonstrated  simi- 
lar deviations  in  various  joints — e.  g.  shoulder,  elbow,  wrist,  hip 
ankle  and  even  in  the  movements  of  the  waist — i.  e.,  the  rocking 
or  forward  and  backward  movements  of  the  trunk,  the  pelvis  being 
held  stationary.  The  time  at  my  disposal  will  not,  however,  allow 
me  to  speak  separately  of  the  different  joints  and  the  method  of 
testing  their  accuracy.  The  careful  investigation  of  the  different 
joints  may  prove  to  be  of  practical  diagnostic  value  in  the  case  of 
small  and  slowly  developing  tumors.  I  am  inclined  to  believe,  how- 
ever, that  in  any  case  of  otitic  cerebellar  abscess  in  which  the  arm 
(shoulder  joint)  shows  no  spontaneous  deviation,  little  of  practical 
advantage  will  be  gained  from  the  investigation  of  other  joints. 

Evidences  of  the  correct  localisation  of  the  wrist  and  shoulder 
joints  (inward  tonus)  :  1.  Both  of  these  centers  fall  within  that 
portion  of  the  cerebellar  cortex  which  would  be  most  subject  to 
pressure  by  an  otitic  cerebellar  abscess,  and  cerebellar  tumors  and 
abscesses  in  this  situation  frequently  give  rise  to  characteristic  de- 
viation both  of  arm  and  wrist.  3.  Characteristic  deviation  follow- 
ing surgical  injuries  at  cortical  points  named. 

Case  I :  Ip  a  case  operated  upon  in  the  Vienna  General  Hospital 
the  cerebellar  dura  in  front  of  the  sigmoid  sinus  had  been  freely 
exposed.  During  the  further  course  of  the  operation  an  instru 
ment  in  the  surgeon's  hands  slipped,  entering  the  cerebellum  through 
the  middle  inferior  lobe  near  the  flocculus.  After  recovery  from  the 
anesthetic  his  pointing  accuracy  was  tested.  The  wrist  correspond- 
ing to  the  side  of  the  brain  injured  deviated  strongly  outward,  the 
opposite  hand  and  arm  pointing  accurately. 

Case  -" :  Patient  in  this  case  presented  certain  features  char- 
acteristic of  cerebellar  abscess  but  no  focal  symptoms.  Exploratory 
operation  was  decided  upon.  First  one  cerebellar  hemisphere  was 
explored,  but  no  abscess  being  found  the  operation  was  repeated 
on  the  opposite  hemisphere  in  which  also  no  abscess  was  found 
On  each  side  an  exploratory  puncture  had  been  made  through  the 
middle  inferior  lobe  at  the  point  located  at  the  center  for  the  shoul- 
der joint  (inward  tonus).    The  case  therefore  furnished  a  unique 
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opportunity  for  corroboratory  tests.    After  recovery  from  the  anes 
thetic  the  pointing  tests  were  made.    Both  arms  showed  very  marked 
characteristic  deviation  outward. 

Effect  of  freezing :  To  add  to  the  evidence  above  cited,  Barany 
determined  to  try  the  effect  of  cold  applied  locally  to  one  or  other 
of  the  centers  named.  From  the  nature  of  the  tests  animal  experi- 
mentation could  not  be  made  use  of.  It  was  necessary,  therefore, 
to  wait  for  some  suitable  case  in  which,  following  an  operation,  a 
considerable  area  of  cerebellar  dura  had  been  left  exposed.  Sev- 
eral available  cases  have  been  found  in  patients  who  have  recovered 
from  operations  leaving  a  suitable  cerebellar  surface  covered  only 
by  a  very  thin  layer  of  skin.  The  experiment  is  carried  out  by 
freezing  with  an  ethyl  chloride  spray  the  center  for  the  shoulder 
joint  (inward  tonus).  It  has  been  repeatedly  demonstrated  that 
after  freezing  this  center  for  a  period  of  two  and  a  half  minutes 
strong  outward  deviation  is  established.  The  inference  from  this 
experiment  would  seem  to  be  two- fold :  first,  it  corroborates  the 
correct  localization  of  this  center ;  second,  the  prolonged  freezing, 
(i.  e.  21/2  minutes )  necessary  to  a  definite  response  seems  to  show 
that  the  phenomenon  is  wholly  the  result  of  cerebellar  enervation, 
complete  temporary  paralysis  being  essential  to  a  well-defined  re- 
action. 

Definite  proof  of  the  separate  existence  of  two  distinct  centers 
for  the  shoulder  and  wrist  is  not  so  easily  established.  A  lesion 
causing  suppression  of  one  center  will  almost  inevitably  disLurh 
both  centers.'  In  some  cases  deviation  of  the  whole  arm  is  pro- 
nounced, while  deviation  of  the  wrist  is  not  so  clearly  .demonstrable. 
But  we  must  remember  that  the  normal  reactions  of  the  wrist  to 
vestibular  irritation  are  usually  less  pronounced  than  of  the  shoul- 
der. The  strongest  proof  of  the  separation  of  these  two  centers  is 
found  in  the  late  functional  changes  in  certain  cases  rtzovering 
after  operation,  of  which  the  following  furnishes  an  instructive  ex-. 
ample : 

Case  S-  The  patient,  a  boy,  showed  before  the  ont^ratioi  stron.i; 
spontaneous  outward  pointing  deviation  of  right  arm  and  wrist.  At 
operation,  a  right  cerebellar  abscess  was  evacuated  through  an  in- 
cision into  the  cerebellum  in  front  of  the  sigmoid  sinus.  Following 
evacuation  of  the  abscess  the  spontaneous  outward  deviation  dis- 
appeared within  a  few  days,  both  arm  and  wrist  regaining  their 
normal  pointing  accuracy.  Tests  of  the  normal  reactions  to  ves- 
tibular irritation  showed,  however,  the  usual  reactions  in  the  left 
arm,  but  absolute  loss  of  response  in  the  right  shoulder  and  wrist. 
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Some  eight  weeks  after  the  operation,  re-examination  of  the  pa- 
tient sliowed  beginning  restoration  of  the  normal  reaction  in  the 
right  shoulder,  which  within  a  few  days  became  complete,  the  right 
arm  deviating  normally  to  the  left  during  nystagmus  to  the  right 
induced  by  irrigation  of  the  left  ear.  The  wrist,  however,  remained 
absolutely  irresponsize  to  zestibular  irritation.  So  far  as  is  known 
this  has  persisted  as  a  permanent  functional  change. 

For  the  writer,  it  is  difficult  to  find  any  hypothesis  which  will 
quite  satisfactorily  e.xplain  all  of  these  phenomena.  Barany's  theory 
as  to  their  causation  is  somewhat  as  follows:  The  spontaneous  out- 
ward pointing  deviation  which  occurs  as  an  occasional  focal  symp- 
tom of  cerebellar  abscess  or  tumor  is  caused  by  pressure  of  the  ab- 
scess or  tumor  upon  the  center  or  centers  involved ;  in  the  case  of 
the  wrist  or  shoulder,  the  inward  tonus  being  for  the  time  abol- 
ished the  hand  or  arm  in  pointing  is  dominated  by  the  still  intact 
center  for  outward  tonus,  and  therefore  deviates  outward.  Wiien 
the  abscess  is  evacuated,  pressure  is  relieved  and  the  center  regains 
in  part  its  control  of  position-sense  in  the  joint  involved.  This  par- 
tial restoration  of  functional  activity  in  the  special  center  involved 
is  probably  re-in forced,  by  a  balancing  or  compensatory  reduction 
of  activity  in  the  opposing  centers  for  outward  tonus.  Reasoning 
by  analogy  with  other  instances  of  the  compensatory  activity  of  aj)- 
parently  unrelated  organs  in  assuming  the  duties  of  a  mechanism 
disabled  or  destroyed,  it  is  also  possible  that  the  cerebrum  may  al- 
so play  some  part  in  restoring  the.  power  of  correct  arm  movements 
in  the  vertical  i)lane. 

It  is  assumed,  however,  that  the  incision  passing  through  the  cor- 
tical center  for  inward  tonus  results  in  organic  changes  which  per- 
manently isolate  this  particular  center  from  the  influence  of  ves- 
tibular irritation,  so  that  the  arm  or  wrist  no  longer  deviates  inward 
in  response  to  appropriate  irritants.  In  the  case  cited  in  which,  fol- 
lowing evacuation  of  a  cerebellar  abscess,  the  normal  reaction  was 
finally  restored  in  the  arm  (shoulder  joint)  but  continued  perman- 
ently absent  in  the  wrist,  Barany  assumes  that  the  incision  of  the 
cerebellum  permanently  destroyed  only  the  wrist  center.  The  early 
and  somewhat  prolonged  loss  of  reaction  in  the  shoulder  joint  is 
explained  as  having  resulted  from  a  surrounding  cortical  inflam- 
mation which  ultimately  underwent  complete  resolution.  The  per- 
manent loss  of  normal  reaction  in  the  wrist  and  its  restoration  in 
the  shoulder  joint  he  interprets  as  conclusive  evidence  of  the  separ- 
ation of  these  small  cortjcal  areas  as  distinct  centers. 

:.s  \\'c<;t  Fiftv  Mxth  Street. 


THE    DIAGNOSIS    AND   TREATMENT  OF    BRAIN  ABSCESS.* 

Dr.  William  Sharpe,  New  York  City. 

No  other  intra-cranial  condition  oflfers  greater  difficulties  of  diag- 
nosis and  of  successful  treatment  than  brain  abscess.  It  can  sim- 
ulate many  intra-cranial  lesions  so  closely  that  an  operation,  when 
advised,  is  performed  frequently  as  an  explorative  procedure ;  this 
is  particularly  true  of  those  abscesses  located  above  the  tentorium. 

The  history  naturally  plays  a  most  important  part  in  the  diag- 
nosis. A  definite  history  of  cranial  injury,  especially  of  fracture 
of  the  base,  previous  middle-ear  disease  and  septic  processes  occur- 
ring in  any  part  of  the  body,  particularly  of  the  nose  and  throat, 
the  lungs  and  of  the  pelvis,  are  the  usual  forerunners  of  brain  ab- 
scess. Months  may  elapse  before  marked  signs  of  the  intracranial 
lesion  appears,  but  I  think  a  careful  inquiry  into  the  histories  of 
such  patients  will  usually  elicit  symptoms  pointing  to  the  formation 
of  the  abscess  during  this  interval  of  apparent  latency.  I  refer  to 
those  vague  indefinite  headaches  of  short  duration,  occasional  "neu- 
ralgic" pains  in  the  head,  an  unusual  drowsiness,  at  times  associated 
with  anorexia  and  possibly  nausea.  Frequently  these  disturbances 
are  so  mild  and  so  transitory  that  the  patient  does  not  consult  a 
doctor,  and  if  he  does,  then  the  digestive  tract  is  usually  considered 
to  be  the  site  of  the  trouble,  constipation  being  always  present. 

Metastatic  abscesses  resulting  from  infective  processes  elsewhere 
in  the  body  are  usually  multiple,  and  therefore  their  symptoms  and 
signs  are  more  marked  and  overwhelming.  It  is  an  interesting  ob- 
servation that  they  occur  most  frequently  in  the  region  of  the  left 
Sylvian  fissure,  due  probably  to  the  more  direct  blood-current  of 
the  left  carotid  artery.  Naturally  the  treatment  of  multiple  metas- 
tatic abscesses  of  the  brain  is  rarely  successful. 

It  is,  however,  in  those  cases  of  brain  abscess  of  contiguity  that 
an  ever  increasing  percentage  of  recoveries  may  be  obtained.  They 
are  almost  always  limited  to  one  single  abscess,  which  may  slowly  en- 
large to  the  size  on  an  orange — its  symptoms  frequently  being  only 
those  of  pressure;  its  capsule  may  become  an  eighth  of  an  inch  in 
thickness,  completely  walling  it  off  from  the  surrounding  brain 
tissue.  Naturally,  the  situation  of  the  abscess  is  in  the  neighbor- 
hood of  the  originally  infecting  focus,  whether  it  is  an  infected 

•Read  before  the  Eastern  Section  of  the  American  Laryngological,  Rhino- 
logical   and   Otological   .Society,   New   York   City,   January    17,    1914. 
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fracture  of  the  vault  or  one  of  the  base,  a  purulent  rhinitis  or  sinus- 
itis, or  an  otitis  media.  The  localization,  however,  is  not  so  easy 
and  simple  as  this  may  seem,  and  I  repeat  that  all  operations  for 
brain  abscess  should  be  advised  as  exploratory  procedures,  in  the 
hope  that  the  abscess  may  be  located  in  the  neighborhood  of  the 
incision. 

The  most  common  site  of  brain  abscess  is  in  the  temporo-sphe- 
noidal  lobe,  particularly  its  inferior  and  posterior  portion ;  (50  per 
cent  of  brain  abscesses  are  to  be  found  in  this  lobe.  Naturally,  the 
source  of  infection  is  usually  an  otitis  media,  which  is  also  the 
forerunner  of  the  next  most  common  brain  abscess — that  in  the  cere- 
bellum ;  in  it  occur  about  25  "per  cent  of  the  cases,  while  the  remain- 
ing 15  per  cent  are  to  be  found  in  either  frontal  lobe,  the  cortex 
underlying  an  infected  fracture  of  the  vault  and  at  the  base  of 
the  skull. 

Given  the  history  of  a  fracture  of  the  skull,' otitis  media,  purulent 
rhinitis,  pharyngitis  or  sinusitis,  and  subsequently  the  onset  of 
rather  severe  headaches  characterized  by  their  periodicity  with  in- 
tervals of  complete  relief  and  comfort,  spells  of  nausea  and  even 
vomiting,  at  times  associated  with  drowsiness  and  even  stupor,  then 
an  abscess  of  the  brain  should  be  suspected.  .\  slight  temperature 
may  or  may  not  be  present.  Naturally,  a  lumbar  puncture  should 
be  made  in  each  case  in  order  to  exclude  a  secondary  meningitis,  and 
a  Wassermann  test,  both  of  the  blood  and  of  the  cerebrospinal  fluid, 
performed.  An  ophthalmoscopic  examination  may  or  may  not 
show  signs  of  increased  intracranial  pressure. 

Like  many  tumors  of  the  brain,  abscesses  produce  their  symptoms 
and  signs  chiefly  by  their  pressure-effects,  and  not  .so  much  by  an 
actual  destruction  and  substitution  of  brain-tissue.  The  edema  of 
the  surrounding  tissues  may  become  very  great  at  times,  undoubted- 
ly causing  dural  tension  and  the  periodicity  so  characteristic  of  the 
headaches,  nausea  and  vomiting,  and  the  stupor.  I  have  had  the 
oppcjrtunity  to  observe  a  case  of  large  abscess  of  the  right  temporo- 
sphenoidal  lobe  (confirmed  by  operation  with  recovery)  and  during 
the  intervals  of  relief  and  apparent  good  health,  the  ophthalmo- 
scopic examination  was  uniformly  negative,  whereas  during  the  at- 
tacks of  severe  headache  and  stupor  the  increased  intracranial 
pressure  registered  itself  upon  the  fundus  of  the  eye  t)y  a  dilation  of 
the  retinal  veins  and  an  edematous  blurring  and  haziness  of  the 
nasal  halves  of  both  optic  discs;  as  the  headache  lessened,  so  did 
the  edema  of  the  optic  discs  slowly  fade  away.    The  cause  of  this 
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edema  may  be  due  to  organisms  or  toxins  escaping  periodically 
through  the  abscess-wall  into  the  surrounding  brain-tissue. 

To  localize  accurately  the  site  of  the  abscess  is  a  most  dilificult 
task.  If  preceded  by  an  otitis  media,  then  the  temporo-sphenoidal 
lobe  should  be  considered  the  most  probable  site  of  the  abscess ;  if 
not  there,  then  the  contiguous  lobe  of  the  cerebellum. 

The  tempo-sphenoidal  lobes  and  especially  the  right  one 
are  comparatively  silent  areas  of  the  brain.  Taste  and  smell  are 
here  localized,  but  it  has  been  in  my  experience  very  difficult  to  elicit 
definite  disturbances  of  these  two  special  senses  in  unilateral  lesions 
of  these  lobes.  The  temporo-sphenoidal  "fits"  of  the  uncinate  g>'rus 
are  fairly  constant,  especially  in  cortical  lesions  of  the  left  uncinate 
gyrus :  they  are  characterized  by  dreamy  states  of  unreality,  a  per- 
version of  taste  and  smell,  and  a  smacking  and  sucking  of  the  lips 
and  tongue. 

If  the  abscess  is  very  large  and  sub-cortical,  then  the  optic  ra- 
diations extending  into  the  temporo-sphenoidal  lobe  may  be  com- 
pressed and  an  homonymous  hemianopsia  may  result.  If  in  the  left 
lobe,  then  a  true  motor  a])hasia  may  be  produced  by  compression  of 
the  motor  speech-area ;  usually,  however,  a  paraphasia  results  and 
various  combinations  of  sensory  aphasia  due  to  an  obstruction  to 
the  sub-cortical  connecting  nerve-fibers  which  constitute  the  links 
of  the  complex  mechanism  of  speech ;  so  that  the  patient  may  be 
able  to  speak  spontaneously  and  correctly  and  yet  be  unable  to  speak 
by  reading  or  by  imitation,  to  write  spontaneously  from  dictation  or 
by  copying,  and  to  understand  spoken  or  written  words.  Central 
deafness  is  rare  unless  there  is  a  bilateral  lesion, — an  exceedingly 
uncommon  condition. 

Abscess  of  the  cerebellum  has  been  in  mv  experience  less  diffi- 
cult to  diagnose  than  those  abscesses  situated  above  the  tentorium ; 
not  only  are  they  more  liable  to  produce  the  medullary  signs  of  com- 
pression, such  as  a  marked  lowering  of  the  pulse-rate  and  irregu- 
lar respiration,  but  also  a  blocking  of  the  iter  with  the  resulting  di- 
latation of  the  ventricles,  and  therefore  the  early  signs  of  increased 
intra-cranial  pressure  as  shown  by  an  ophthalmoscopic  examination 
of  the  fundus.  As  the  abscess  is  usually  situated  in  the  anterior 
lateral  part  of  the  lobe  nearer  the  affected  ear,  the  facial  nerve  and 
even  the  trifacial  nerve  may  be  compressed  so  that  an  ipsolateral 
weakness  and  hypesthesia  of  the  face  may  result.  Corneal  anes- 
thesia may  be  present ;  homolateral  weakness  of  the  arm  and  leg 
may  occur,  and  the  other  signs  of  a  cerebellum  lesion ;  nystagmus, 
usually  toward  the  affected  side,  is  fairly  constant.     Suboccipital 
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headaches  are  usually  present,  but  I  have  found  the  location  of  the 
headache  in  brain  abscess,  to  be  very  misleading.  The  Barany  tests 
are  naturally  important  aids  in  localizing  the  abscess  in  the  cere- 
bellum. 

Abscess  of  the  frontal  lobes,  especially  of  the  right  frontal  lobe, 
is  a  most  bafifling  condition  for  diagnosis.  Naturally,  a  history  of 
purulent  rhinitis  or  sinusitis  would  tend  to  point  to  a  lesion  there, 
but  frequently  no  such  history  is  obtained.  The  right  frontal  lobe 
is  practically  the  silent  area  of  the  brain,  and  I  have  removed  this 
lobe  entirely  within  the  past  six  months  in  a  patient  having  a  large 
glioma  of  it,  and  apparently  the  only  changes  in  his  personality  and 
mentality  are  that  he  is  somewhat  slower  in  adding  figures  in  his 
work  as  a  bank  cashier,  and,  according  to  his  wife,  "he  is  less  af- 
fectionate since  the  operation." 

As  the  abscess  enlarges  posteriorly,  motor  impairment  of  the  op- 
posite side  of  the  body  will  occur,  and  when  downwards,  then  fre- 
quently a  beginning  homolateral  primary  optic  atrophy  of  direct 
pressure  upon  the  nerve  contrasts  strongly  with  the  choked  disc  and 
beginning  secondary  optic  atrophy  of  the  other  eye  due  to  the  in- 
creased intra-cranial  pressure.  Aphasia  in  its  various  forms  may  be 
produced  by  an  abscess  in  the  left  frontal  lobe.  Frequently,  a 
coarse  homolateral  tremor  of  the  hand  occurs.  The  "Witzelsucht" 
so  commonly  observed  in  tumors  of  the  frontal  lobes  rarely  occurs 
in  abscesses  of  them. 

Those  abscesses  resulting  from  infected  fractures  of  the  vault  of 
the  skull  are  usually  to  be  found  directly  beneath  the  line  of  frac- 
ture. So  much  for  a  brief  consideration  of  the  diagnosis  and  local- 
ization of  some  abscesses  of  the  brain. 

Treatment:  The  treatment  of  brain  abscess  is  a  surgical  pro- 
cedure. Undoubtedly  some  abscesses  arc  absorbed  by  the  palliative 
expectant  treatment,  or  at  least  the  abscesses  become  so  well  "walled 
off"  from  the  surrounding  brain-tissue  that  clinically  they  may  be 
considered  "healed."  However,  it  is  a  very  dangerous  method  of 
treatment,  and  I  feel  that  once  the  diagnosis  and  apparent  localiza- 
tion of  the  abscess  have  been  made,  then  an  exploratory  operation 
should  always  be  advised.  If,  after  repeated  careful  examinations, 
there  are  no  localizing  signs  to  l)e  ascertained,  then  I  advise  a  large 
sub-temporal  decompression  over  that  side  of  the  head  nearer  the 
originally  infecting  focus  (if  it  can  be  ascertained  ),  usually  an  otitis 
media.  A  ventricle  puncture  needle  can  now  be  used  at  the  lowest 
part  of  the  temporal  lobe  and  in  this  manner  the  entire  temporo- 
sphenoidal    lol>e   can    l>e    carefully    and    accurately    explored,    and 
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especially  is  this  true  of  its  inferior  and  posterior  portions;  if  no 
abscess  is  found,  then  this  decompression  will  relieve  the  symptoms 
until  localizing  signs  may  appear.  Besides,  the  vision  will  not  be 
impaired  from  the  increased  intra-cranial  pressure.  However,  un- 
less the  abscess  is  situated  beneath  the  tentorium,  a  "choked  disc"  in 
brain  abscess  is  less  frequently  observed  than  in  brain  tumor. 

Unless  the  abscess  is  directly  beneath  the  dura  so  that  it  can  be 
seen  (and  this  is  very  uncommon)  it  is  a  dangerous  and  distinctly 
unsurgical  procedure  to  puncture  the  dura  blindly  in  the  hope  that 
the  needle  may  locate  the  abscess.  Not  only  may  cortical  vessels 
be  punctured  with  the  resulting  sub-diiral  and  pial  hemorrhage,  but 
if  the  abscess  is  found  and  a  large  dural  opening  not  made,  then  the 
danger  of  not  only  a  meningitis  due  to  infection  under  tension  is  very 
great,  but  there  is  the  still  greater  danger  of  medullary  compression. 
In  my  opinion,  patients  frequently  die  not  from  the  abscess  alone, 
but  rather  from  medullary  compression  due  to  the  edema  resulting 
from  the  abscess  and  the  traumatism  of  punctures  incident  to  the 
operation.  Naturally,  an  encephalitis  with  meningitis  may  occur 
under  the  most  favorable  conditions,  but  it  is  much  more  liable  to 
occur  when  the  dural  opening  it  not  sufficiently  large  to  lessen  the 
high  tension  of  the  brain.  Besides,  free  drainage  is  essential.  Nat- 
urally, it  is  a  very  dangerous  procedure  to  open  the  dura  either  by 
puncture  or  by  incision  through  an  infected  area  such  as  the  mas- 
toid. 

I  have  been  unable  to  find  the  so-called  "stalk"  of  abscesses  in  the 
brain  in  all  but  one  case,  and  in  that  case  its  length  was  hardly  a 
centimeter  and  it  was  completely  cut  off  from  the  deeper  abscess. 

In  cerebellar  abscess,  the  overlying  half  of  the  occipital  bone  should 
always  be  removed  unless  the  abscess  is  in  the  cerebellar  angle 
and  so  superficial  that  it  can  be  seen  beneath  the  dura ;  however,  if 
the  dural  tension  is  very  high,  then  both  halves  of  the  occipital  bone 
including  the  posterior  half  of  the  foramen  magnum  should  be  re- 
moved ;  that  is,  the  treatment  of  cerebellar  abscess  is  the  same  as 
that  of  cerebellar  tumor.  Medullary  edema  and  compression  are  to 
be  feared  in  cerebellar  abscess  much  more  than  in  cerebellar  tumor ; 
besides  it  is  extremely  rare  for  a  general  meningitis  to  result  if  a 
large  opening  has  been  made  so  that  the  surrpimding  brain  tissue 
is  not  under  tension.  For  drainage,  I  have  found  glass  tubing  to 
be  most  satisfactory,  especially  the  double  tube,  one  tube  being  in- 
side of  the  other  one.  In  this  pump-like  manner  the  pus  and  puru- 
lent debris  can  be  suctioned  out,  the  outer  larger  tube  being  left  in 
place. 
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In  abscess  of  either  frontal  lobe,  I  believe  a  sub-temporal  decom- 
pression should  first  be  made  on  the  side  of  the  suspected 
abscess,  and  then  a  bone-flap  opening  made  over  the  frontal  lobe 
affected.  If  the  abscess  be  found,  then  the  bone  flap  can  be  re- 
placed and  the  drainage  tubes  allowed  to  protrude  through  the  low- 
est trephine  opening.  In  this  manner  the  sub-temporal  decompres- 
sion will  lessen  the  intra-cranial  tension,  and  if  the  aV)Scess  is  not 
found,  then  it  may  allow  the  abscess  to  localize  itself  more  definitely 
and  yet  lessen  the  symptoms  and  signs  of  general  intra-cranial  pres- 
sure, especially  the  headache,  nausea  and  vomiting,  slowed  pulse 
and  choked  disc;  that  is,  while  waiting  for  the  abscess  to  localize 
itself,  we  do  not  allow  the  patient  to  become  blind  or  acquire  a  me- 
dullary edema.  This  is  as  true  for  brain  abscesses  as  for  brain 
tumor. 

My  own  series  of  operated  cases  is  limited  to  nine.  Of  these, 
three  died,  two  from  medullary  edema  resulting  from  a  too  small 
opening  of  the  occiput  in  cerebellar  abscess,  and  the  third  one  from 
a  meningitis  following  the  drainage  of  a  left  frontal  abscess  through 
a  small  opening;  no  decompression  had  previously  been  performed. 
Of  the  six  cases  that  recovered,  four  were  in  the  temporo-sphenoidal 
lobes,  one  a  cerebellar  and  one  a  right  frontal  abscess — all  were 
treated  by  the  method  outlined  in  this  paper. 

I  should  like  to  report  my  most  recent  case  to  the  society  as  it  is 
interesting  from  several  points  of  view.  My  notes  of  the  case  as  it 
progressed  are  as  follows : 

Thomas :  white,  34  years  of  age.  Admitted  to  the  Manhattan 
Eye,  Kar  and  Throat  Hosi)ital  on  December  1,  IDK?.  Service  of  Dr. 
Arthur  B.  Duel,  to  whom  I  am  indebted  for  permission  to  report 
this  case.  F.  H.  Negative.  P.  H.  Three  months  before  admission, 
radical  operation  for  left  acute  mastoiditis ;  apparently  excellent  re- 
covery. P.  I.  Three  weeks  before  admission,  patient  began  having 
attacks  of  frontal  headaches,  associated  with  nausea  and  at  times 
with  vomiting ;  these  spells  lasted  one  or  two  days,  and  then  the 
patient  would  apparently  be  in  excellent  health  for  five  or  six  days 
when  another  attack  would  occur.  Patient  had  two  attacks  in  the 
hospital ;  pulse  gradually  became  lowered  to  54,  respiration  regular, 
however ;  the  vomiting  lasted  thirty-six  hours.  I  saw  him  in  con- 
sultation on  December  8,  1!)13. 

P.  E.  Well-nourished ;  very  alert  mentally.  Pulse  64,  respiration 
20,  temperature  90".  Reflexes  active,  the  right  possibly  greater  than 
left;  no  Babinski.  .Abdominal  reflexes — present  and  equal.  No 
paralyses  nor  areas  of  anesthesia.    No  astcreognosis.     Pupils  equal 
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and  react  normally.  Fundi  negative,  except  for  slight  redness  of 
fundus;  no  marked  dilatation  of  the  veins.  (The  absence  of  ])res- 
sure-signs  surprising  after  what  was  found  at  operation.)  No 
definite  temporo-sphenoidal  "fits ;"  no  perversion  of  taste  and 
smell.  Some  sensory  aphasia;  as  he  was  unable  to  name  things  at 
times — a  visual  aphasia;  no  real  motor  aphasia.  No  cerebellar 
signs — no  nystagmus,  no  ataxia,  no  adiadochocinesia,  and  no  sub- 
occipital tenderness.     Blood  and  lumbar  puncture  fluid — negative. 


Abscess  of  left  temporal  sphenoidal  lobe.  Its  mesial  basal  portion. 
Left  subtemporal  decomposition.  A.  Skin  and  superficial  fascia.  B.  Tem- 
poral fascia.  C.  Temporal  muscle — its  fibers  separated  longitudinally. 
D.  Bone  of  parietal  crest — origin  of  temporal  muscle.  E.  Dura  incised  and 
its  flap  retracted.  F.  Branch  of  middle  meningeal  artery  divided.  GG. 
Silver  clips  on  artery.  H.  Cortex.  I.  Zygoma.  J.  Extent  of  decompres- 
sion 3  in.  X  2%   in.     K.  Location  of  abscess. 


Left  sub-temporal  decompression  and  exploration  advised  for  fear 
another  attack  might  precipitate  a  medullar}-  edema. 

Operation,  December  8,  1913,  10  p.  m.  Left  sub-temporal  de- 
compression. Usual  vertical  incision  of  three  inches  in 
length  and  removal  of  bone ;  no  complications.  Dura 
quite    tense    and    became    extremely    tense    before    incising    it. 
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Dry  brain  which  gradually  protruded,  though  cortex  did  not  rup- 
ture. Large  dilated  cortical  veins.  Ventricle  puncture-needle  used 
to  locate  abscess — eight  to  nine  times  in  every  direction,  but  not 
successful.  Finally,  needle  struck  resistant  body  in  the  anterior 
inner  portion  of  left  temporo-sphenoidal  lobe,  and  upon  incising 
the  cortex  and  palpation  with  the  finger,  a  tumor  the  size  of  a  small 
orange  apparently  localized ;  unable  to  remove  it — too  far  for- 
wards under  shelf  of  bone.  Two  rubber  tissue  drains  left  in  cor- 
tical incision.  Usual  closure.  P.  O.  Temperature  rose  to  105° 
upon  the  fifth  day,  associated  with  intense  headaches;  decom- 
pression-opening tense  during  attacks  of  headaches  and  the  retinal 
veins  were  also  rather  full.  Lumbar  puncture  revealed  pus  in  the 
cerebro-spinal  fluid,  but  no  bacteria  found.  (Dr.  Callison's  report. ) 
Xeck  rigid ;  gradually  temperature  subsided  and  in  four  days  the 
fluid  was  negative. 

Owing  to  the  history  of  syphilis  now  obtained  from  the  patient 
and  the  feeling  of  the  tumor-mass  at  the  operation,  four  full  doses 
of  neo-salvarsan  given  at  intervals  of  five  days.  Apparently  some 
improvement ;  every  four  days,  however,  intense  headaches  and 
bulging  of  the  decompression-opening  would  occur  and  last  twenty- 
four  to  thirty-six  hours ;  then  normal  in  the  intervals  with  a  lax 
decompression-opening.  Fundi  were  negative  in  the  intervals  of 
comfort,  whereas  the  veins  dilated  slightly  during  the  attacks  and 
a  slight  haziness  and  blurring  of  the  nasal  halves  of  the  discs  would 
appear;  slight  weakness  of  right  side  of  face  now  observed  and  left 
pupil  at  times  larger  than  right.  No  perversion  of  taste  nor  of 
smell.  Headaches  in  the  left  frontal  and  left  temporal  region. 
(Will  remove  tumor-mass  of  the  left  sphenoidal  lobe  in  a  few  days 
— after  neo-salvarsan  has  had  a  chance  to  improve  patient's  con- 
dition.) 

January  <!.  1014 :  At  7  p.  m.,  patient  suddenly  had  a  severe  at- 
tack of  headache,  nausea  and  vomiting,  and  gradually  became  stup- 
orous and  then  unconscious.  Several  general  clonic  convusions  oc- 
curred with  loss  of  consciousness  and  a  smacking  of  the  lips — 
"uncinate  fits."  Decompression  very  tense — whereas  it  was  always 
retracted  and  lax  during  the  intervals  of  comfort.  At  !)  :30  p.  m. 
seen  by  Dr.  Kerrison  and  myself.  Patient  stuporous.  Left  pu])il 
larger  than  right.  Definite  weakness  of  right  side  of  face  and 
right  arm ;  also  possibly  right  leg.  Reflexes  very  much  exagger- 
ated, right  greater  than  left.  No  P.abinski.  No  nystagmus  nor 
any  cerebellar  signs.  General  convulsive  seiz)irc  again  occurred, 
(clonic   alone,   no   tonic)    and   a   loss   of   consciousness   this   time. 
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Very  drowsy ;  pulse  48 ;  respiration  irregular ;  patient  very  septic- 
looking.  Immediate  operation  advised  over  site  of  supposed  tumor. 
January  6,  11  p.  m. :  Left  frontal  exploration.  Vertical  incision  of 
two  inches  over  left  ffonto-parietal  area,  and  bone  one  and  one- 
half  inches  in  diameter  removed.  'Dura  very  tense;  upon  incising 
it,  swollen  edematous  brain  tended  to  protrude.  Upon  directing 
the  ventricle  puncture-needle  inwards  and  slightly  downwards  in 
search  of  the  lateral  ventricle,  a  firm  resistant  mass  obstructed  the 
passage  of  the  needle,  until  a  high-  degree  of  force  enabled  the 
needle  to  puncture  the  dense,  thick  capsule — allowing  3J^  oz.  of 
greenish-yellow  pus  to  escape  under  high  tension.  (Pathological  re- 
port by  Dr.  Callison  was  streptococci.)  This  abscess  apparently 
occupied  the  inner  anterior  part  of  the  left  temporo-sphenoidal  lobe 
and  must  have  been  the  size  of  an  orange.  Double  glass  tubes  in- 
serted into  the  abscess  cavity  and  the  usual  closure  made.  The  pa- 
tient became  conscious  two  hours  after  operation.  No  convulsions 
nor  marked  lowering  of  the  pulse  have  occurred  since  the  oper- 
ation. Daily  dressings  have  allowed  one-half  oz.  of  pus  to  escape 
each  time.  The  decompression  opening  is  not  tense  but  bulges 
moderately.  The  fundi  are  negative.  This  patient  is  still  in 
the  hospital — very  septic  from  the  absorption  of  the  toxins,  and  it 
is  nip  and  tuck  whether  he  recovers.  It  is  significant,  however, 
that  he  has  not  a  meningitis  (the  cerebrospinal  fluid  is  negative) 
and  he  has  no  signs  of  medullary  compression. 

This  case  is  interesting  chiefly  from  the  fact  that  following  a 
radical  operation  for  left  mastoiditis  an  abscess  should  develop  so 
far  forwards  and  mesially;  that  it  would  have  been  overlooked  (in 
spite  of  its  large  size)  unless  a  decompression-opening  had  been 
made ;  that  such  a  large  abscess  could  remain  latent  apparently — 
there  being  few  localizing  signs  of  its  presence  until  the  second 
operation;  and  because  of  the  unique  opportunity  (I  can  find  no 
similar  case  in  the  literature)  to  observe  the  results  of  a  periodic 
edema  of  the  brain  due  to  the  presence  of  the  abscess  producing 
signs  of  intra-cranial  pressure  in  headaches,  vomiting  and  lowered 
pulse-rate  and  as  shown  by  an  ophthalmoscopic  examination  and 
confirmed  by  the  tense  decompression-opening,  whereas,  during  the 
intervals  of  comfort,  the  fundi  were  negative  and  the  decompres- 
sion-opening was  lax.  It  is  interesting  to  note  also  that  after 
the  first  operation,  the  patient  developed  a  meningitis — pus  be- 
ing in  the  lumbar  puncture  fluid,  but  no  bacteria  were  found ;  an 
extreme  form  of  meningeal  irritation.  At  this  time,  I  thought 
I  had  either  infected  him  at  the  operation  or  I  had  punctured 
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the  wall  of  an  abscess,  whereas,  at  the  operation,  when  no  pus 
flowed  through  the  needle  I  considered  it  a  gummatous  tumor  from 
its  consistency  and  apparently  confirmed  by  a  weakly  positive  Was- 
sermann  test.  This  case  also  illustrates  how  difficult  it  is  for  an 
abscess  situated  above  the  tentorium  to  produce  signs  of  intra- 
cranial pressure  as  registered  upon  the  fundi. of  the  eye;  whereas 
if  situated  subtentorially,  i.  e.  cerebellar  abscess,  then  the  ven- 
tricles easily  become  blocked  and  the  opththalmoscope  would  early 
reveal  the  pressure-changes  of  the  optic  discs  in  the  fundi  of  the 
eye. 

In  conclusion,  I  wish  to  emphasize  the  following  points : 

A.  The  diagnosis  of  brain  abscess: — 1.  The  importance  of  the 
history,  particularly  of  a  previous  otitis  media.  2.  The  periodicity 
of  its  symptoms  and  signs — there  being  intervals  of  complete  re- 
lief and  comSort.  3.  The  frequent  absence  of  signs  of  intra-cranial 
pressure  in  the  fundus  of  the  eye,  when  the  abscess  is  situated 
above  the  tentorium.  4.  The  great  frequency  of  abscess  in  either 
temporo-sphenoidal  lobe,  and  some  of  the  diagnostic  aids  for  a 
definite  localization  of  the  abscess  in  them,  as  well  as  in  the  frontal 
and  cerebellar  lobes. 

B.  The  treatment  of  brain  abscess: — 1.  Operation  for  brain 
abscess  is  usually  an  exploratory  procedure.  2.  The  dangerous  and 
unsurgical  procedure  of  puncturing  the  dura  "blindly"'  with  a  needle 
in  search  of  the  abscess.  3.  The  danger  of  not  only  a  meningitis, 
but  also  of  medullary  edema  is  very  great  in  trj'ing  to  locate  the 
abscess  with  the  needle  through  a  small  opening  and  especially 
through  an  infected,  area,  such  as  the  mastoid.  4.  The  advisability 
of  a  sub-temporal  decompression  in  abscesses  situated  above  the 
tentorium — both  to  lessen  the  intra-cranial  pressure  and  thereby  to 
avoid  impairment  of  vision  and  the  danger  of  medullary  edema 
while  waiting  for  the  abscess  to  localize  itself  and  also  to  lessen  the 
danger  of  a  meningitis.  In  abscess  of  the  temporo-sphenoidal  lobe, 
the  decompression  allows  a  careful  exploration  of  the  entire  lobe 
in  search  of  the  abscess.  5.  In  abscess  of  the  cerebellum,  the  great 
danger  of  medullary  edema  should  be  avoided  by  a  large  opening; 
if  the  tension  is  very  high,  then  the  removal  of  the  posterior  half 
of  the  foramen  magnum  is  essential. 

2(t  West  Fiftieth  Street. 


THE    EFFECT    UPON    THE    ENDOLYMPH    OF   THE   STATIC 

LABYRINTH    OF    LOCAL    AUTOGENOUS 

TEMPERATURE  VARIATIONS.* 

Dr.  Edmund  Prince  Fowler,  New  York  City. 

It  is  common  knowledge  that  the  temperature  of  the  animal  body 
increases  for  certain  distances,  from  the  exterior  toward  the  cen- 
tral part.  Constantly  losing  heat  from  its  surface  like  any  other 
substance  of  higher  temperature  than  the  air,  and  by  means  of  the 
cutaneous  circulation  and  evaporation  of  perspiration,  its  surface 
being  more  exposed  to  this  cooling  influence  than  are  the  internal 
organs,  the  superficial  parts  maintain  a  temperature  slightly  below 
that  of  the  body  in  general.  The  cooling  influence  of  the  atmos- 
phere is  moderated  by  the  warmer  blood  from  within,  supplying 
fresh  quantities  of  heat,  and  thus  compensating  for  its  external  loss. 
There  is  not  only  a  difference  between  the  surface  and  the  interior 
of  the  body,  but  the  internal  temperatures  also  vary  within  narrow 
limits  under  certain  physiological  and  pathological  conditions.  There 
are  normally  diurnal,  muscular  activity,  digestion  or  abstinence, 
glandular,  and  nervous  activity  variations  of  temperature. 

The  body,  as  a  whole,  presents  a  general  standard  temperature, 
but  its  heat  is  produced  in  each  and  every  separate  organ  and  tissue 
by  local  ads  of  metabolism,  and  it  follows  that  each  organ  has  a 
special  temperature  of  its  oxvn,  which  temperature  varies  according 
to  its  activity  or  repose.  Next  to.  the  muscles,  the  glandular  or- 
gans, when  in  active  secretion,  produce  the  greatest  amount  of  heat. 
The  blood  in  the  hepatic  vein  is  warmer  than  that  of  any  other  part 
of  the  body,  and  in  the  kidneys,  the  sub-maxilliary,  and  other  glands, 
there  is  a  rise  of  temperature  during  their  activity.  An  increased 
amount  of  blood  circulating  through  the  superficial  parts  will  cause 
a  rise  of  temperature  at  the  expense  of  the  blood  coming  from  the 
interior,  and  this  rise  must,  of  course,  be  a  passive  one.  No  more 
heat  is  produced  than  usual,  and  the  cooling  effect  of  the  air  is  un- 
changed, but,  owing  to  the  increased  supply  of  blood,  the  cooling 
effect  is  less  perceptible  in  the  parts  subjected  to  experiment  on  ac- 
count of  the  great  quantity  of  heat  brought  to  this  point  in  a  given 
time.  In  glandular  organs,  on  the  other  hand,  the  rise  of  tempera- 
ture during  functional  activity  is  an  active  one,  taking  place  in  the 

'Read  at  the  meeting  of  the  Eastern  Section  of  the  American  Laryngro- 
logical,  Rhinological  and  Otological  Society,  New  York  City,  January 
7,  1914. 
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substance  oi  the  gland  itself,  antl  the  blood  passing  through  such  or- 
gans Ijecomes  warmer  instead  of  cooler,  on  account  of  the  heat  re- 
ceived from  changes  taking  place  in  the  glandular  tissues. 

It  is  universally  admitted  that  in  passing  through  the  general 
capillar}-  circulation,  the  blood  is  slightly  lowered  in  its  temperature- 
This  may  be  but  a  fraction  of  a  degree,  and  probably  is  dependent 
upon  external  conditions  and  the  evaporation  from  the  surface  of 
the  body.  On  the  other  hand,  animal  heat  is  generated  in  greatest 
part  in  the  general  capillary  system  from  metabolic  actions,  and  the 
heat  here  acquired  is  but  slightly  diminished  before  the  blood  en- 
ters the  circulation,  because  of  the  rapidity  of  the  blood  currents. 
If  not  subject  to  refrigerating  influences,  the  blood  is  warmer  in 
the  veins  than  in  the  arteries.  Breschet  and  Becquerel,  by  thermo- 
electric apparatus,  found  that  the  cellular  tissues  were  from  2.5° 
to  .3.3°  cooler  than  muscle  and  this  can  be  understood  if  we  consid- 
er production  of  heat  in  general,  and  more  especially  in  highly  or- 
ganized tissue. 

The  nervous  system  plays  a  most  imjxjrtant  role  in  the  regulation 
of  animal  temperature  by  modifying  the  circulation  and  the  meta- 
Ixjlism  in  different  parts.  The  classical  experiment  of  dividing  the 
sympathetic  nerve  in  the  neck,  thereby  dilating  the  vessels  of  the 
ear  and  causing  congestion,  by  paralyzing  the  nerve-supply,  forcibly 
illustrates  the  power  of  nervous  influence.  VV'ith  such  a  localized 
increase  in  the  supply  of  blood,  the  nutrition  is  exaggerated  and 
modified,  and  the  temperature  of  the  part  may  \x  increased  from  5° 
to  11°  F.  above  normal.  Through  the  sympathetic  nervous  system 
by  direct  or  reflex  action  numerous  curious  local  temperature  va- 
riations can  be  explained.  In  the  human  subject,  local  modifica- 
tions in  temperature  are  frequently  observed.  The  phenomena  of 
blushing  and  of  pallor  from  mental  emotions  are  familiar  examples 
of  local  variations  in  the  circulation,  independent  of  the  heart's  ac- 
tion, and  due  to  action  of  the  vaso-motor  nerve  through  the  sym- 
pathetic or  the  cerebro-spinal  nervous  systems. 

The  brain  must  be  a  source  of  heat,  as  its  temjicraturc  is  higher 
than  that  of  the  arterial  blood  which  comes  to  it,  but  compared  with 
cither  the  liver  or  the  muscles,  it  is  insignificant  as  a  source  of  heat 
to  the  body.  Insignificant  also,  in  this  respect,  is  the  heat  evolved 
from  bone,  cartilage  and  connective  tissue. 

The  skin  is  the  great  regulator  of  the  f)ody  temperature.  By  con- 
duction, radiation  and  evaporation,  the  blood  loses  most  of  its  heat 
here,  and  any  dilation  of  the  cutaneous  vascular  areas  will  lead  to 
a  greater  flow  of  blood  through  the  integument,  and  this,  by  in- 
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creasing  the  loss  of  heat,  will  tend  to  cool  the  body ;  and  converse- 
ly, constrictions  in  cutaneous  parts  of  dilations  in  the  splanchnic 
vascular  areas  will  tend  to  heat  the  body  by  the  diminished  flow 
through  the  skin  and  the  increased  flow  through  the  viscera.  The 
secretion  of  sweat  directly  regulates  temperature  by  increasing  or 
diminishing  the  loss  of  heat,  by  a  greater  or  a  less  evaporation. 

During  exaggerated  mental  activity  and  emotional  disturbances, 
Lombard  observed  that  the  temperature  of  the  forehead  may  rise 
nearly  one  degree  F.,  and  that  it  was  higher  on  the  left  side  of  the 
head.  The  tissue,  serous  and  lymph  fluids  produce  little  heat,  be- 
cause of  their  feeble  metabolism,  and  their  temperatures  are,  there- 
fore, the  same  as  their  surroundings.  Epidermal,  horny  and  bony 
tissues  conduct  heat  from  adjacent  structures  but  they  do  not  ap- 
preciably produce  heat.  The  differences  in  temperature  between 
peripheral  and  internal  parts  is  indirectly  proportionate  to  the  ve- 
locity of  the  circulation. 

The  human  body,  being  composed  of  many  different  substances, , 
unequal  amounts  of  heat  will  be  required  to  raise  these  substances 
to  the  same  temperature.  In  other  words,  if  the  same  amount  of 
heat  is  transferred  to  various  tissues,  they  will,  in  a  given  time,  be 
raised  to  different  temperatures.  It  follows  also  that  bodies  of  dif- 
ferent temperatures  may  contain  equal  amounts  of  heat. 

At  a  given  temperature,  the  quantity  of  heat  required  to  raise  one 
gram  of  a  substance  one  degree  C  is  called  its  specific  heat,  the  spe- 
cific heat  of  water  being  taken  as  1.  That  property  of  bodies,  in 
virtue  of  which  they  must  absorb  a  certain  amount  of  heat  in  or- 
der to  obtain  a  certain  temperature,  is  called  "heat  capacity."  The 
specific  heat  of  human  arterial  blood  is  1.031 ;  of  venus  blood, 
0.892  ;  of  spongy  bene,  0.71  ;  of  compact  bone,  0.3.  The  specific  heat 
of  the  human  body  taken  as  a  whole  is  about  that  of  an  equal  vol- 
ume of  water.  The  striking  fact  which  we  observe  in  the  above 
data  is,  that  hard  bone  may  be  heated  to  a  given  temperature  more 
than  three  times  as  readily  as  the  body  tissues  in  general,  and  more 
than  twice  as  readily  as  spongj^  bone. 

The  conductivity  for  heat  of  animal  tissue  is  also  of  special  in- 
terest in  connection  with  the  observations  we  are  about  to  report, 
but  investigations  upon  this  subject  are  few,  and  not  altogether  sat- 
isfactory. Griess  found  that  fibrous  tissues  conduct  heat  with 
greater  facility  in  the  direction  of  their  fibers  than  at  right  angles 
to  these,  and  Landois  made  similar  observations.  In  the  order  of 
their  efficiency  as  conductors  of  heat,  the  tissues  may  be  arranged 
as  follows :  compact  bone,  spongy  bone,  blood-clot,  spleen,  liver, 
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cartilage,  tendon,  muscles,  elastic  tissue,  nail  and  hair,  bloodless 
skin,  gastric,  mucous  membrane,  washed  fibrin. 

It  follows  that  the  compact  bone  containing  the  membranous  laby- 
rinth is  more  quickly  heated  and  conducts  heat  better  than  the 
porous  bone  surrounding  it.  Tissue  containing  blood  in  its  vessels 
conducts  much  better  than  bloodless  tissue,  hence,  from  a  super- 
ficial congested  area,  much  heat  is  given  off.  Conversely,  from 
areas  containing  a  scanty  blood-supply,  less  heat  is  given  off. 

Through  the  central  nervous  system  dilatations  or  constrictions  of 
the  vessels  in  various  vascular  areas  may  occur,  and  the  great  val- 
ue of  the  vaso-motor  control  lies,  not  in  its  ability  to  maintain  a 
general  arterial  tone,  but  in  its  power  to  modify  according  to  gen- 
eral or  local  needs  the  condition  of  this  or  that  vascular  area. 
Changes  in  vascular  tone  of  a  given  area  may  be  altered  positively 
or  negatively  and  quite  independently  of  what  is  happening  in  othef 
areas,  by:  "1,  stimuli  applied  to  the  spot  itself  and  acting  directly 
on  the  local  mechanism  or  indirectly  by  reflex  action  through  the 
central  nervous  system;  2,  by  stimuli  applied  to  some  other  sensi- 
tive area,  and  acting  by  reflex  action  through  the  central  nervous 
system ;  3,  by  stimuli  (chemical  blood  stimuli  acting  directly  on  the 
central  nervous  system."* 

As  a  consequence  of  local  dilatation,  there  is  a  tendency  to  the 
emptying  of  other  areas,  and,  at  the  same  time,  because  of  the  lo- 
cal diminution  of  peripheral  resistance,  a  lowering  of  the  general 
arterial  pressure  occurs,  that  is  if  the  total  quantity  of  blood  is- 
suing from  the  heart  remains  the  same. 

On  the  other  hand,  the  effects  of  local  vascular  constrictions  are 
the  reverse  of  those  of  dilations.  Less  blood  now  passes  through 
the  capillaries  in  a  given  time,  less  interchange  takes  place  between 
the  blood  and  the  tissues,  each  unit-volume  of  blood  is  more  deeply 
affected  in  its  passage,  and  the  blood-prc'^sii'-,-  -it  l,-><;t  in  the  cor- 
responding arteries,  is  increased. 

The  capillaries,  possessing  no  muscular  element  in  their  make- 
up, must  submit  passively  to  expansion  when  a  large  supply  of 
blood  is  forced  through  them,  and  must  shrink  by  virtue  of  their 
elasticity  when  the  supply  of  blood  is  lessened  or  withdrawn.  Capil- 
laries maintain  the  vital  equilibrium  existing  between  the  blood  in 
the  vessels  and  the  extra- vascular  tissue,  and  a  normal  interchange 
between  these  is  necessary  for  the  normal  life  of  tissue.  This 
equilibrium  is  overthrown  during  inflammations.  It  mav  be  but 
a  slight  dilatation  of  the  arteries  and  capillaries  occurs,  the  veins 

•M.  Fo»t»r.  Chapter  4,  p.  226. 
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becoming  somewhat  enlarged.  This  stage  may  pass  away,  or,  due 
to  an  increased  crowding  of  corpuscles  in  capillaries  and  veins,  the 
blood-stream  may  become  slower  and  slower  until  accelerated  flow 
gives  place  to  a  stasis.  There  may  also  occur  conditions  the  re- 
verse of  inflammation,  in  which  resistance  of  the  passage  of  the 
blood  through  the  capillary  areas  may  be  lowered  and  the  circula- 
tion in  the  area  quickened.  This  is  seen  especially  in  any  tissue 
with  a  temporary  interruption  of  the  blood-stream  and  is  due  to 
diminished  peripheral  resistance. 

From  the  foregoing  we  see  how  complicated  are  the  mutual  rela- 
tions and  co-ordinations  of  the  vascular  mechanisms,  and  though 
we  have  but  briefly  summarized  these  relations,  two  facts  import- 
ant to  the  subject  under  discussion  stand  out  prominently:  1,  the 
temperature  of  different  tissues  or  organs  may  vary,  not  only  be- 
tween themselves,  but  also  relatively  within  themselves,  from  time 
to  time,  due  to  local  vascular  changes ;  2,  the  temperature  of  the 
body  as  a  whole,  and  of  separate  tissues  and  organs  is  under  the 
control  of  the  central  nervous  system  through  the  vaso-motor  nerves. 
It  is  capable  of  quick  changes  as  between  adjacent  or  distant  re- 
gions, and  as  between  the  two  sides  of  the  body  in  similar  organs. 

As  I  stated  in  the  beginning,  all  this  is  commonly  known,  but  a 
true  conception  of  its  import  is  necessary  to  the  understanding  of 
the  subject  under  discussion. 

During  the  congestions  accompanying  inflammator}'  processes, 
the  rise  of  temperature  in  the  part  is  held  to  be  never  above  the 
temperature  of  the  blood  in  the  internal  organs.  It  may,  however, 
be  many  degrees  above  that  of  the  parts  surrounding  it.  The  rise 
of  temperature  one-fourth  of  an  inch  below  the  surface  of  the  body 
is  but  a  fraction  of  a  degree  higher  than  normal  during  the  ap- 
plication of  externally  applied  heat  to  110°  or  115°  F. 

From  irrigations  in  the  external  auditory  canal  with  water  at  a 
temperature  of  110°  F.,  the  amount  of  heat  reaching  the  external 
labyrinthine  wall  must  therefore  be  small  in  normal  ears,  because 
the  drum  membrane  and  external  tympanic  wall  are  approximately 
one-quarter  of  an  inch  distant  from  the  internal  tympanic  wall,  be- 
hind which  lies  the  static  labyrinth,  but,  nevertheless,  this  amount 
of  heat  is  sufficient  to  influence  the  endolymph  flow,  and,  as  a  rule, 
give  rise  to  nystagmus.  It  requires  a  greater  degree  of  cold  to  de- 
press the  temperature  of  vascular  areas  than  of  heat  to  elevate  their 
temperature,  and  cold  irrigations  must,  therefore,  usually  be  at  least 
20°  or  30°  F.  below  body  temperature,  to  obtain  objective  evidences 
of  endolymph  movement,  and  yet  I  have  seen  cases  of  old  epider- 
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matized  radicals  who  experienced  distinct  labyrinthine  vertigo  while 
bathing  in  ordinary  cool  river  or  sea  water,  and  in  one  case,  even 
cool  drafts  of  air  could  produce  dizziness.  Similar  cases  have  been 
reported  by  several  observers. 

I  have  been  able,  in  one  case  of  chronic  suppurative  otitis  media 
with  complete  loss  of  drum  membrane  and  ossicles,  to  cause  a  hor- 
izontal nystagmus  accompanied  by  vertigo,  within  ten  or  fifteen 
seconds  from  the  time  of  beginning  irrigations  of  the  external  au- 
ditory canal.  By  allowing  the  Huid  to  flow  but  a  few  seconds  at  in- 
tervals of  one-half  to  one  mmute,  the  nystagmus  would  continue 
practically  only  during  the  flpw  of  the  irrigating  fluid.  At  the  be- 
ginning, the  irrigating  fluid  was  110°  F.,  and  during  each  stoppage 
of  the  flow  its  temperature  was  noted.  After  reaching  103°  F.,  the 
nystagmus  failed  to  manifest  itself  for  the  greater  part  of  a  min- 
ute, although  the  irrigation  was  now  made  continuous.  Then,  to 
my  surprise,  nystagmus  appeared,  but  now  to  the  opposite  side.  The 
patient's  head  was  immediately  thrown  forward  to  reverse  the  po- 
sition of  the  horizontal  canal,  and  the  nystagmus  again  reversed  its 
direction,  to  resume  a  direction  away  from  the  irrigated  ear  on 
placing  the  head  in  the  original  erect  position,  which  I  should  state 
was  at  an  inclination  of  about  30°  backwards  from  the  lateral  ver- 
tical plane.  A  thermometer  being  immediately  placed  in  the  ex- 
ternal auditory  canal,  registered  9G°  F.  The  nystagmus  from  now 
on  could  be  elicited  after  a  few  seconds'  application  of  the  irriga- 
tion, and  with  increasing  facility  as  the  irrigating  fluid  cooled.  I 
appreciate  that  this  is  most  extraordinary,  but  I  am  positive  that 
the  phenomena  occurred  as  stated.  They  were  observed  also  by  a 
nurse  and  a  physician  who  were  assisting  me  in  the  experiment.  The 
difference  of  temperature  between  the  water  in  the  reservoir  of  the 
fountain  syrine  and  that  issuing  from  the  ear  during  the  minute  or 
two  which  elapsed  between  the  disappearance  of  the  nystagmus  to- 
ward the  side  of  irrigation  and  its  appearance  directed  to  the  op- 
posite side  of  the  head,  was,  as  stated,  approximately  (!°  F.  As  we 
can  deduct  at  least  3°  or  3°  F.  for  the  loss  of  heat  during  the  descent 
through  the  fountain  tube,  and  as  we  can  allow  at  least  1°  for  the 
temjK'rature  lost  in  the  auditor)'  canal,  there  will  remain  a  change 
of  alx)ut  4°  F.  between  the  moment  when  nystagmic  response  to 
the  irrigation  ceased,  to  the  moment  when  it  reappeared.  In  other 
words,  while  the  water  in  actual  contact  with  the  inner  tympanic 
wall  was  cooling  from  101"  to  97°  F.,  aliove  and  below  these  tem- 
perature limits  there  occurred  a  response  toward  or  away  from  the 
irrigated  ear.    (Toward  near  101°  F..  and  away  from  near  97°  F.) 
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A  careful  otoscopic  examination  of  this  patient  showed  that  the  en- 
tire visible  external  labyrinth  wall  was  covered  by  hard,  thin,  scar- 
tissue  with  no  congestions  or  granulations  showing.  On  attempting 
to  produce  hyperemia  by  suction  with  a  magnifying  pneumatic  spec- 
ulum, little,  if  any  change  in  the  vascularity  of  the  labyrinth  wall 
could  be  detected.  Neither  strong  suction  nor  strong  compression 
gave  rise  to  vertigo  or  nystagmus.  The  patient,  however,  has,  from 
time  to  time,  been  annoyed  by  attacks  of  vertigo.  She  had  not  tak- 
en particular  notice  of  the  direction  in  which  she  tended  to  stagger 
during  these  attacks,  but  thought  that  it  was  toward  the  diseased 
ear. 

I  report  these  observations  to  emphasize  the  fact  that,  under  cer- 
tain conditions,  an  exceedingly  small  variation  in  temperature  near 
the  labyrinth  is  capable  not  only  of  producing  vertigo,  but  also  of 
causing  nystagmus.  I  have  had,  under  my  care,  several  cases  of 
vertigo  which  were  accompanied  by  abnormal  vascular  conditions 
in  the  middle  ear,  and  in  several  instances  the  vertiginous  attacks 
ceased  after  treatment  directed  entirely  to  these  conditions. 

According  to  the  accepted  theories  of  labyrinthine  vertigo,  it  is 
impossible  to  conceive  of  a  chronic,  unchanging,  or  slowly  chang- 
ing temperature  near  the  labyrinth  as  the  cause  of  vertigo  or  nys- 
tagmus, as  such  conditions  would  be  rendered  unproductive  of 
symptoms  through  readjusting  co-ordinations  in  the  higher  vestib- 
ular nerve  centers.  Even  the  effect  of  sudden  variations  in  the  lo- 
cal vascular  areas  about  the  static  labyrinth  will  be  quickly  an- 
nulled by  these  higher  centers  and  by  the  speedy  equalization  of  the 
temperature  throughout  the  internal  ear.  (1  bus  we  may  account  for 
the  fact  that  functional  vertiginous  attacks  are  intermittent  and  sep- 
arately of  short  duration.)  If  the  temperature  variations  should 
occur  at  the  same  time  with  equal  intensity  and  over  identical  cor- 
responding areas  in  the  static  labyrinths  on  both  sides  of  the  head, 
there  should  be  no  sign  of  vestibular  stimulation  because  of  the 
balancing  action  of  these  impulses  from  both  sides  of  the  head.  On 
the  other  hand,  if  these  variations  occur  unequally  or  unilaterally, 
it  would  be  strange  indeed  if  they  did  not  produce  vertigo  through 
the  same  mechanism  as  does  artificially  applied  heat  or  cold,  name- 
ly, by  causing  a  movement  in  the  endolymph,  by  changing  the  spe- 
cific gravity  for  a  time,  in  a  limited  portion  of  its  mass,  thereby 
causing  the  portion  affected  to  flow  upwards  if  warmed  and  down- 
wards if  cooled.  That  an  unequal  flow  of  the  endolymph,  as  be- 
tween the  two  static  labyrinths,  is  the  cause  of  labyrinthine  vertigo, 
there  seems  to  be  no  doubt,  and  that  this  remains  true,  whether  the 
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flow  occurs  wholly  in  one  labyrinth  or  in  both,  so  long  as  there  is  a 
sufficient  difference  between  the  impulses  aroused  from  the  two 
sides  of  the  head.  This  statement  may  be  easily  verified  by  the 
simultaneous  equal  or  unequal  irrigation  of  both  ears  and  by  va- 
rious methods  of  rotating  the  body. 

It  is  extremely  difficult  by  the  aid  of  thermometers  or  thermo- 
electric needles  to  obtain  accurate  information  regarding  the  tem- 
perature of  the  different  tissues  of  the  body,  and  especially  of  the 
more  superficial  structures,  and  I  appreciate  the  fact  that  observa- 
tions of  such  temperatures  must  be  tentatively  accepted.  Never- 
theless, as  it  has  an  important  bearing  on  the  subject,  I  must  pro- 
duce, besides  the  facts  before  mentioned,  any  that  I  have  been  able 
to  elicit  along  these  lines. 

Last  year  I  observed  a  case  of  mastoiditis  on  which  I  had  not 
only  done  a  radical  operation,  but  upon  which,  owing  to  a  sus- 
picion of  brain  abscess,  I  had  removed  the  inner  table  of  the  skull, 
adjacent  and  posterior  to  the  semi-circular  canals,  and  had  elevat- 
ed the  dura  on  the  posterior  surface  of  the  petrous  bone  down  to 
the  internal  auditory  meatus.  At  the  time  of  the  first  dressing  after 
the  operation,  temperature  observations  were  obtained,  and  to  be 
sure  that  there  was  no  defect  in  the  thermometers  these  were  com- 
pared before  and  subsequent  to  their  application,  and  by  again 
sterilizing  them  and  immediately  placing  them  in  positions  differ- 
ent from  those  occasioned  during  their  first  insertion.  The  ther- 
mometers usW  were  one-half  minute,  certified  instruments.  They 
remained  in  position  for  three  minutes.  The  following  results  were 
obtained:  Rectal  temperature,  100.3°  F. ;  mouth  temperature.  100.° 
F. ;  external  auditory  canal  temperature,  99.°  F. :  middle-ear  tem- 
perature, (over  outer  side  of  labyrinth)  101.5°  F. ;  sub-dural  tem- 
perature (over  inner  side  of  labyrinth)   101.1°  F. 

The  dura  in  this  case  appeared  normal.  The  inner  wall  of  the 
middle  ear.  aditus,  and  antrum,  was  congested  and  covered  with 
granulations.  The  thermometers  placed  to  the  outer  and  inner 
side  of  the  static  labyrinth  were  inserted  deep  enough  to  exclude 
;my  cooling  effect  from  the  external  air,  and  I  believe  registered 
as  far  as  such  thermometers  could  do,  the  actual  temperature  of 
the  tissues  surrounding  their  bulbs.  A  difference  of  nearly  .'i°  F. 
is  more  than  one  would  expect  to  obtain  in  this  locality,  and  if  I 
had  not  used  the  utmost  care,  I  should  doubt  the  temperature  in- 
dicated. A  temperature  of  .5*'  F.  would  be  quite  sufficient  to  cause 
vertigo  and  even  nystagmus  without  any  lesion  within  the  laby- 
rinth, but  if.  as  in  this  case,  it  had  obtained  for  a  considerable 
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length  of  time,  we  should  not  expect  to  get  vertigo  or  nystagmus 
because  of  the  correcting  and  co-ordinating  control  of  the  higher 
centers,  and  in  this  little  child  of  7  years,  no  history  of  labyrinth 
disturbance  could  be  elicited.  1  record  the  observations  as  proof 
of  the  occurrence  of  temperature  variations  about  the  static  laby- 
rinth. 

It  is  possible  to  cite  many  more  facts  which  would  lend  them- 
selves to  a  further  substantiation  of  my  conclusions  as  to  the  produc- 
tion of  vertigo  through  stimulation  of  the  vestibular  nerves  by  au- 
togenously  produced  caloric  reactions  upon  the  endolymph.  but  that 
this  paper  may  not,  by  its  length  and  multitudinous  statements, 
confuse  the  mind  I  purposely  omit  data  concerning  the  effect  of 
heat  upon  the  brain,  nerves,  muscles  and  cilia,  and  upon  the  etiol- 
ogy of  temperature-changes  in  various  pathological  states.  I  be- 
lieve a  sufficient  number  of  facts  regarding  temperature  phenomena 
have  been  stated  to  prove  my  point,  and,  conversely,  to  show  that  it 
would  be  most  extraordinary  if  autogenous  variations  in  temperature 
about  the  static  labyrinth  did  not  effect  the  endolymph  and  in  like 
manner  to  artificially  produced  caloric  reactions.  These  conclusions 
have  an  obvious  bearing  upon  many  problems  concerning  vertigo 
and  allied  phenomena. 

GIG  Madison  Avenue. 


Best  Method  of  Removing  the  Larynx.  R.  Botev.  Arch,  Hal, 
di  Laringol.  July  ]o.  1913,  p.  111. 
Botey  reviews  the  various  methods  of  laryngectomy,  those  of 
Perier,  Le  Bee,  Sebileau,  Durant,  and  Gluck,  and  states  that  that 
of  Gluck  is  the  best  as  shown  by  a  record  of  sixty-three  success- 
fully performed  operations  without  a  fatality.  A  combination  of 
local  anesthesia  and  chloroform  narcosis  is  recommended.  Botey 
objects  to  fasting  after  the  operation  to  prevent  nausea  and 
recommends  good  nutrition  to  sustain  the  heart.  Prothesis  is  also 
discussed.  ,  Ed. 


REPORT  OF  ELEVEN  CASES  OF  DIPHTHERIA  AND  PSEUDO- 
DIPHTHERIA— INFECTION  IN  THE  MASTOID  WOUND. 

Dr.  J.  J.  Thomson,  New  York  City. 

I  take  the  liberty  of  reporting  the  following  cases  of  diphtheria 
and  pseudo-diphtheria  infection  in  mastoid  wounds  because  they 
are  unique  in  my  experience,  and  while  I  have  not  carefully  looked 
over  the  literature  of  the  subject  I  cannot  recollect  reading  a  report 
of  a  single  case.  In  the  light  of  this  experience  I  can  recall,  how- 
ever, a  case  treated  in  1911  in  which  I  am  now  sure  there  was  an 
infection  of  this  kind,  but  which  I  did  not  recognize  at  that  time. 
As  no  bacteriological  examinations  were  made  of  the  mastoid  I 
have  not  included  it  in  the  series  but  will  briefly  outline  it.  The 
patient  was  a  young  lady,  about  17  years  of  age,  whose  mastoid 
wound  followed  the  usual  course  for  about  three  weeks,  when  the 
granulations  assumed  a  white  appearance  without  distinct  mem- 
brane formation,  and  ceased  to  grow.  The  glands  in  the  neck  on 
the  side  of  the  mastoid  were  swollen  and  tender.  A  few  days  later 
the  young  lady  developed  a  mild  pharyngeal  diphtheria  with  posi- 
tive culture.  The  infection  was  extremely  mild  and  the  behaviour 
of  the  wound  exactly  similar  to  that  in  the  cases  here  reported. 

With  so  many  cases  occurring  to  one  individual  in  six  months  I 
could  not  help  but  feel  that  I  was  in  some  way  responsible  for  in- 
fecting one  from  the  other  but  could  find  no  way  to  improve  on  the 
care  exercised  in  the  line  of  asepsis ;  cultures  from  my  nose,  throat 
and  fingers  were  negative  for  these  organisms,  although  they  con- 
tained other  bacteria.  It  is  also  a  fact  that  at  the  same  time  I  was 
dressing  many  other  wounds  and  mastoids,  and  continuously  oper- 
ating on  the  nose  and  naso-pharynx  without  trouble  in  this  respect. 
During  the  summer  I  learned  that  a  colleague  had  four  cases  during 
the  same  period,  which  presented  the  same  symptoms  and  appear- 
ance. I  was  assisted  in  the  bacteriological  work  by  Dr.  L.  B.  Gold- 
horn,  Dr.  Callison.  pathologist  of  the  .Manhattan  Fiye,  Ear  and 
Throat  Hospital,  and  the  Mt.  Vernon  Health  Department. 

Case  i:  Mrs.  A.  E.  S.,  aged  about  42  years,  had  a  mastoid 
operation  on  the  right  ear  five  years  ago.  The  wound  healed  and 
•he  had  no  trouble  until  Januarj-  1.  iyi3,  when  she  began  to  have 
pain  in  the  ear  and  some  swelling  of  the  old  scar.  January  3  the  in- 
fection had  progressed  so  that  it  was  necessary  to  operate  again. 
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The  scar  was  opened  and  a  large  cavity  filled  with  pus  and  granu- 
lations was  found,  but  practically  no  new  necrosis  in  the  bone. 
There  was  slight  caries  in  the  region  of  the  aditus.  Only  a  simple 
mastoid  was  done.  The  wound  was  extremely  slow  in  granulating 
and  about  January  25  had  a  peculiar  white  appearance.  The  tem- 
perature was  normal  and  the  patient  felt  pretty  well  and  was  up 
and  around  the  house.  A  few  days  later  she  began  to  complain  of 
soreness  around  the  wound  and  extending  into  the  neck.  On 
January  29  a  culture  was  taken  from  the  wound  for  the  purpose  of 
having  a  vaccine  made.  The  pathologist  reported  a  pure  culture 
of  diphtheria  bacilli.  The  margin  of  the  wound  was  now  quite  red 
and  thickened  for  a  distance  of  one-half  inch.  The  patient  com- 
plained of  slight  sore  throat,  but  no  membrane  could  be  seen  and  the 
discomfort  was  very  slight  and  soon  passed  away.  Fifteen  hundred 
units  of  antitoxin  were  given  and  produced  very  little  reaction.  The 
wound  continued  very  slow  in  healing  and  maintained  the  white 
appearance  for  several  weeks.  It  was  packed  with  strong  bichlorid 
solution  and  gradually  the  pseudo-membrane  cleared  ofif  and  the 
granulations  took  on  a  healthy  appearance.  The  experience  of 
finding  diphtheria  in  a  mastoid  wound  was  a  new  one  to  me  and  in 
the  absence  of  clinical  symptoms  other  than  the  appearance  of  the 
wound  I  doubted  the  pathological  diagnosis  and  submitted  a  culture 
to  another  pathologist  who  at  first  thought  we  were  dealing  with 
a  xerosis  bacillus,  but  after  plating  and  cultural  tests  found  several 
colonies  of  diphtheria  bacilli.  The  mastoid  wound  in  this  case  was 
entirely  healed  on  May  7.  Prior  to  this  there  was  no  diphtheria  in 
the  neighborhood  and  I  had  not  seen  a  case  in  two  years.  No  cases 
of  diphtheria  developed  in  this  family,  consisting  of  parents  and 
two  grown  children. 

Case  2:  F.  M.,  aged  4  years.  First  seen  January  31,  1913,  when 
he  had  an  acute  otitis  media  in  both  ears.  Paracentesis  was  done  on 
both.  The  left  ear  closed  up  promptly  but  it  was  necessary  to  do 
a  simple  mastoid  operation  on  the  right  ear  on  Februarj-  2,  .1913. 
On  February  16,  I  noticed  that  the  wound  was  not  doing  well,  and 
an  area  of  redness  and  thickening  had  developed  around  the  margin 
for  a  distance  of  about  one-half  inch.  A  culture  was  taken  and  re- 
ported to  have  diphtheria  bacilli.  The  child  at  all  times  felt  well, 
had  no  fever  arid  was  active  and  playful,  and  there  was  no  pharj'n- 
geal  diphtheria.  Tympanum  was  dry  and  the  hearing  good.  On 
February  21,  a  sister  of  the  patient  had  a  slight  patch  of  membrane 
on  the  tonsil  and  her  temperature  was  102°.  Culture  from  this  con- 
tained diphtheria  bacilH.     The  children  were  isolated,  and  the  case 
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of  pharyngeal  diphtheria  presented  symptoms  for  only  a  few  days. 
On  Februafy  22,  the  child's  mother  complained  of  a  sore  throat 
and  while  there  was  no  distinct  membrane,  culture  from  the  throat 
contained  diphtheria  bacilli.  The  following  day  the  nurse  who  had 
taken  care  of  both  children  became  ill  with  pharyngeal  diphtheria 
with  positive  culture  from  the  throat  and  some  temperature.  For- 
tunately all  the  cases  were  very  mild,  and  the  only  member  of  the 
household  who  did  not  develop  pharyngeal  diphtheria  was  the  boy 
who  had  the  infection  in  his  mastoid  wound,  and  he  showed  no 
symptoms  at  any  time  outside  of  the  local  condition  in  the  mastoid. 
The  wound  was  very  white  and  seemed  to  be  covered  with  a  pseudo- 
membrane  which  could  not,  however,  be  detached.  After  three 
weeks'  packing  with  bichlorid  solution,  this  cleared  and  the  wound 
healed  very  rapidly.  He  was  discharged  April  15,  1913.  Antitoxin 
was  administered  in  all  these  cases. 

Case  3 :  D.  B.,  aged  10 ;  first  seen  February  14,  1913,  with  acute 
otitis  media  and  mastoiditis  ;  mastoid  operation  on  February  17.  The 
wound  healed  nicely  and  was  entirely  closed  on  March  25,  but 
broke  down  again  in  four  days  and  was  reopened,  when  about  a 
drachm  of  pus  was  evacuated.  Prior  to  this  time  the  clinical  ap- 
pearance of  the  wound  did  not  suggest  anything  unusual  nor  did 
it  at  any  time,  but  within  a  few  days  a  brother  of  the  patient  de- 
veloped a  pharyngeal  lesion,  a  culture  from  which  showed  a  pre- 
ponderance of  pseudo-diphtheria  bacilli.  A  culture  was  then  taken 
from  the  mastoid  wound  and  the  same  organism  was  found.  The 
illness  of  the  brother  was  very  mild  and  he  felt  quite  well  in  a  few 
days.  Antitoxin  was  given.  The  child  with  the  infection  in  the 
mastoid  wound  did  not  develop  diphtheria  in  any  other  region.  The 
wound  was  extremely  slow  in  healing  but  eventually  healed  per- 
fectly. Subcultures  from  the  organism  were  injected  into  a  guinea 
pig  but  produced  no  effect  on  the  animal. 

Case  4:  G.  C,  aged  11 ;  first  seen  on  February  26,  1913,  suffer- 
ing from  acute  otitis  media  and  mastoiditis.  Paracentesis  done  but 
it  was  necessary  to  operate  on  the  mastoid  on  March  2.  The  case 
ran  the  usual  course  until  about  April  1  when  the  wound  looked 
rather  white  and  ceased  to  granulate.  The  child  had  no  fever  nor 
constitutional  symptoms  of  any  kind,  and  the  pharynx  was  clear. 
A  few  days  later  the  characteristic  red  area  developed  around  the 
margin  of  the  wound  and  a  culture  was  made.  This  contained  the 
pseudo-diphtheria  bacillus.  The  granulations  continued  slow  for 
a  few  weeks  when  the  whiteness  disappeared  and  the  wound  was 
healed  May  22,  1913.     No  antitoxin  was  given  and  there  was  no 
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development  in  the  family,  consisting  of  parents  and  three  children. 

Case  5 :  L.  L.,  aged  9  years.  Operated  for  acute  mastoiditis  on 
March  3,  1913.  Pus  and  granulations  were  found  in  the  mastoid. 
The  wound  did  well  following  the  operation  for  about  three  weeks 
when  it  began  to  assume  the  whitish  appearance  and  red  infiltration 
surrounding  the  margin  which  I  had  now  learned  to  be  character- 
istic of  diphtheria  infection.  The  middle  ear  also  began  to  dis- 
charge again  and  continued  to  do  so  for  one  week.  The  child,  how- 
ever, showed  no  constitutional  disturbance  and  there  was  no  ele- 
vation of  temperature  and  the  pharynx  was  clear.  The  glands  be- 
low the  mastoid  were  swollen  and  tender  as  they  were  in  all  the 
other  cases.  The  granulations  in  this  case  appeared  to  be  slightly 
necrotic  and  an  attempt  to  remove  the  surface  did  not  result  in 
removing  any  membrane,  but  on  removing  the  whitened  granula- 
tions rather  excessive  bleeding  occurred.  After  about  four  weeks 
the  granulations  assumed  a  healthy  appearance  and  the  wound 
healed  readily,  the  patient  being  discharged  on  May  20,  1913.  Xo 
antitoxin  was  used  and  there  were  no  developments  in  the  family, 
consisting  of  parents  and  one  child,  age  13  years. 

Case  6 :  T.  H.,  aged  3  years ;  operated  for  acute  mastoiditis  on 
;\Iarch  10,  1913.  The  mastoid  was  filled  with  pus.  This  was  a  par- 
ticularly delicate  child  and  had  only  recently  recovered  from  pneu- 
monia, and  following  the  operation  had  intestinal  difficulty  for 
some  weeks.  He  had  a  slight  increase  in  temperature  throughout 
his  convalescence,  not  going  over  101°,  except  on  rare  occasions 
and  then  only  on  a  single  day.  I  make  note  of  this  because  it  is  the 
only  case  where  temperature  was  a  factor  without  the  development 
of  a  lesion  outside  the  mastoid  wound.  The  wound  followed  the  usual 
course  for  about  four  weeks  or  until  April  10,  when  it  assumed  the 
appearance  already  described.  The  inflammatory  infiltration  at  the 
margin  was  more  marked  than  usual  and  the  child  was  restless  for 
a  few  days.  Culture  contained  pseudo-diphtheria  bacilli  and  staphy- 
lococci. On  April  20  a  brother  of  the  patient  developed  a  sore 
throat  with  a  high  temperature  and  cultures  contained  the  pseudo- 
diphtheria  bacilli.  The  illness  was  very  mild,  lasting  only  a  few 
days.  Subcultures  injected  into  a  guinea  pig  produced  no  ill  ef- 
fect. The  mastoid  wound  made  no  progress  for  about  three  weeks, 
when  it  became  normal  in  appearance  and  healed,  and  the  patient 
was  discharged  on  May  10,  1913.  There  was  no  discharge  from  the 
middle  ear  a  few  days  following  the  operation.  No  antitoxin  was 
given  to  the  mastoid  case,  and  no  other  cases  developed  in  the 
family. 
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Case  j:  I.  P.,  aged  -1  years;  first  seen  on  February  IT,  1913, 
when  he  had  acute  otitis  media  in  both  ears.  Paracentesis  was 
done  and  he  was  not  seen  again  until  April  1  when  he  had  an  acute 
mastoiditis  on  the  right  side.  Operation  was  performed  on  the 
following  day.  The  mastoid  was  filled  with  pus.  The  healing  in 
this  case  was  uneventful  and  no  diphtheria  organisms  were 
found  in  the  culture  from  the  wound,  but  it  is  reported  because  on 
April  2G  a  sister  of  the  patient  developed  a  sore  throat  with  a 
high  temperature  and  culture  showed  the  pseudo-diphtheria  bacillus. 
Antitoxin  was  given  to  this  child  but  not  to  the  mastoid  case.  The 
illness  in  the  sister  was  very  mild  lasting  only  a  few  days.  The 
mastoid  wound  was  healed  on  May  "28,  1913. 

Case  8:  R.  O.,  aged  9  years;  first  seen  on  April  2,  1913,  suffer- 
ing from  acute  otitis  media  and  mastoiditis  on  the  right  side.  Para- 
centesis was  done  and  the  tenderness  cleared  up,  but  recurred  and 
required  a  mastoid  operation  on  April  27.  The  mastoid  was  filled 
with  pus  and  the  bone  was  exceptionally  necrotic.  The  patient  did 
well  for  about  a  week  when  he  began  to  run  a  septic  temperature, 
and  had  two  chills.  The  blood-count  was  normal  and  we  were 
unable  to  obtain  a  satisfactory  blood-culture,  but  the  clinical  symp- 
toms were  so  characteristic  of  sinus  thrombosis  that  the  sinus  was 
explored  and  found  to  contain  a  clot  in  the  bulb.  Cultures  taken 
from  the  blood  of  the  lateral  sinus  contained  the  pseudo-diphtheria 
l>acillus  and  streptococci.  The  jugular  was  ligated  and  divided  be- 
low the  facial  vein.  After  a  week  the  temperature  became  normal 
and  the  subsequent  history  was  not  unusual,  the  child  making  a 
good  recovery.  The  mastoid  wound  did  not  develop  the  appear- 
ance of  any  unusual  infection.  Subculture  injected  into  a  guinea 
pig  caused  death  in  four  days  and  streptococci  were  found  in  cul- 
tures taken  from  the  blood  in  the  heart. 

Case  9 :  Baby  T.,  aged  3  years.  This  case  occurred  in  the  prac- 
tice of  Dr.  W.  C.  Phillips.  He  did  an  acute  mastoid  operation  on 
April  7,  1913,  on  the  right  ear.  The  mastoid  was  filled  with  pus.  I 
did  the  dressings  on  the  case  subsequently,  but  there  were  no  in- 
struments or  dressings  that  were  used  in  the  previous  cases  used  in 
this  or  in  the  following  case.  The  wound  did  well  until  about  May  1, 
when  it  showed  signs  of  diphtheria  infection.  A  culture  taken  con- 
tained pseudo-diphtheria  and  pyocyaneus  bacilli.  Shortly  after- 
ward the  wound  showed  the  characteristic  .appearance.  The  gran- 
ulations were  white  and  the  margins  infiltrated,  and  the  glands  be- 
low the  mastoid  were  swollen  and  sore.  The  baby  at  that  time 
felt  well  and  had  no  fever.     May  9  she  developed  fever,  and  on 
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May  12  sufTered  from  laryngeal  diphtheria,  requiring  intubation. 
The  laryngeal  manifestation  was  mild.  She  coughed  the  tube  out 
the  first  night  and  had  no  difficulty  in  breathing  when  it  was  not 
replaced.  May  21,  she  was  breathing  well  but  had  some  aphonia 
still.  The  whiteness  had  disappeared  from  the  mastoid  wound,  and 
it  was  beginning  to  granulate  normally  again.  The  subsequent 
healing  was  uneventful.  Antitoxin  was  given  in  this  case.  No 
other  cases  developed  in  this  family. 

Case  10 :  G.  H.,  aged  9  years ;  also  occurred  in  the  practice  of  Dr. 
W.  C.  Phillips.  It  was  operated  upon  for  mastoiditis  by  Dr.  Phil- 
lips on  April  3,  1913.  I  did  the  dressings  afterward.  The  wound 
did  exceptionally  well  until  May  10,  when  the  granulations  ceased 
to  be  active,  but  there  was  no  membrane  present.  May  19  a  cul- 
ture was  taken  as  the  wound  began  to  look  suspicious.  This  con- 
tained the  pseudo-diphtheria  bacillus  and  bacillus  pyocyaneus.  Mav 
22  the  appearance  of  the  wound  was  typical,  the  granulations  being 
absolutely  white  and  the  area  of  infiltration  and  redness  surrounded 
it  for  about  one-half  inch,  and  the  glands  below  the  mastoid  were 
red  and  swollen.  The  child  was  feeling  well  and  only  complained 
of  slight  sorenesss  around  the  wound.  No  temperature  or  other 
clinical  symptoms  were  noted.  After  about  three  weeks  the  granu- 
lations assumed  a  normal  appearance,  and  the  wound  healed 
promptly.  No  antitoxin  was  given.  The  patient  had  three  brothers 
none  of  whom  were  infected. 

Case  li :  W.  J.,  aged  2  years ;  first  seen  October  2,  1913,  when 
he  had  an  acute  abscess  in  the  right  ear.  A  paracentesis  was  done 
and  treatment  outlined.  I  did  not  see  him  again  until  November  6 
when  he  had  a  large  subperiosteal  abscess,  but  complained  of  no 
pain  and  had  no  chills  and  no  temperature.  The  child  felt  well  and 
was  playing  with  his  toys.  The  mastoid  operation  was  performed 
the  next  day.  The  entire  mastoid  was  destroyed,  and  what  ap- 
peared at  first  to  be  a  large  perisinus  abscess  and  granulation  mass 
proved  to  be  a  mass  of  polypoid  granulations  occupying  the  posi- 
tion of  the  sigmoid  sinus,  the  outer  wall  of  which  was  entirely  de- 
stroyed. On  removing  this  mass  of  granulations,  there  was  no 
bleeding.  The  sinus  was  slit  as  low  as  possible  and  was  followed 
backward  for  about  an  inch  when  it  terminated  in  a  funnel-like 
closure  which  resisted  further  progress.  The  wall  of  the  sinus 
itself  was  about  one-eighth  inch  thick,  and  there  was  an  obliteration 
of  the  sinus  toward  the  torcular  end.  The  jugular  was  ligated  and 
severed  below  the  omo-hyoid.  following  which  the  sinus  was  cu- 
retted toward  the  bulb,  but  no  bleeding  was  obtained.     The  neck- 
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wound  healed  primarily,  and  the  only  increased  temperature  the 
child  had  was  102°  on  the  day  following  the  operation.  Healing 
and  the  entire  course  was  uneventful  until  about  November  5,  when 
I  noticed  that  the  granulations  were  not  of  good  character,  and 
granulation  ceased,  although  there  was  no  membrane  or  anything 
else  to  make  me  suspicious  of  pseudo-diphtheria  infection.  A  cul- 
ture was  taken,  however,  and  the  pathologist  reported  that  there 
were  bacteria  resembling  pseudo-diphtheria,  but  he  would  not  com- 
mit himself  definitely.  During  this  time  the  child  was  running  an 
intermittent  temperature  and  was  restless.  On  November  9,  a  well- 
marked  erysipelatous  eruption  developed  and  proved  to  be  the  worst 
case  I  have  ever  had,  extending  over  the  entire  head,  face  and  torso. 
On  November  20,  while  doing  a  dressing  I  noticed  in  the  mastoid 
wound  a  couple  of  suspicious  patches,  sloughy  and  white  in  color 
and  I  took  a  culture.  The  pathologist  reported  almost  a  pure 
culture  of  pseudo-diphtheria  bacilli.  No  estimate  of  the  consti- 
tutional effect  of  this  infection  can  be  made  as  the  child  was  still 
suffering  from  erysipelas  and  at  the  time  the  culture  was  taken  his 
temperature  was  104°. 

During  this  unusual  experience,  I  took  cultures  from  my  nose, 
throat  and  fingers,  those  from  the  fingers  without  scrubbing.  Cul- 
tures from  the  throat  contained  staphylococci  and  various  bacilli, 
none  of  which  were  diphtheria  or  pseudo-diphtheria.  Cultures  from 
the  nose  and  fingers  contained  pure  staphylococci. 

Briefly  analyzing  these  cases  it  is  interesting  to  note  the  fol- 
lowing points:  1.  The  development  of  so  many  in  a  period  of 
six  months.  2.  The  children  who  had  the  infection  in  the  mastoid 
wound  developed  it  in  no  other  region,  except  in  the  supposed  case 
where  no  bacteriological  examination  was  made  of  the  secretion 
in  the  mastoid  wound,  although  other  members  of  the  family  de- 
\c!oi)cd  pharyngeal  diphtheria  in  some  instances.  3.  The  entire 
absence  of  marked  constitutional  symptoms.  4.  The  local  mani- 
festations were  typical  and  identical  in  every  case.  5.  No  local 
therapeutic  measures  seemed  to  influence  the  course  of  the  infec- 
tion. Bichlorid  of  mercury,  carbolic  acid,  and  cresatin  were  used, 
but  the  cases  dressed  with  plain  sterile  gauze  recovered  as  well  and 
in  the  same  time.  The  infection  seemed  to  be  self-limited  and  un- 
influenced by  local  measures,  (i.  The  injection  of  antitoxin  did  not 
seem  to  influence  the  course  of  the  infection.  7.  Since  writing  these 
rqjorts  Dr.  (loldliorn  has  told  me  that  he  injected  thirteen  cultures 
and  subcultures  into  guinea  pigs  without  effect  on  the  pigs,  except 
in  the  case  containing  streptococci  when  death  occurred  in  four 
days. 
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Dr.  Harmon  Smith  said  that  from  examination  of  the  growth  removed 
he  certainly  considered  it  an  inoperable  case,  in  fact  he  looked  upon  the 
majority  of  extrinsic  laryngeal  cancers  as  presenting  an  unfavorable  con- 
dition for  successful  operation,  as  regards  permanent  eradication.  It  had 
been  stated  by  Dr.  Chevalier  Jackson,  who  has  had  ample  opportunity  for 
the  observance  of  all  forms  of  laryngeal  cancer,  that  when  the  growth  has 
become  extrinsic  and  therefore  has  gone  beyond  successful  operation  by 
thyrotomy  he  considered  the  outcome  unfavorable.  Dr.  Torek  had  not 
stated  the  character  of  the  microscopical  findings  of  this  growth,  which 
would  be  Important  in  considering  the  prognosis;  some  of  the  slow-growing 
cancerous  conditions  as  well  as  lympho-sarcomata  were  more  easily  erad- 
icated by  operative  measures  than  the  more  malignant  forms  of  such 
tumors.  Dr.  Smith  said  that  he  would  like  to  knqw  Dr.  Torek's  prognosis 
In  this  case. 

Dk.  Herzig  asked  how  much  time  elapsed  between  the  operation  and 
the  complete  healing  of  the  wound. 

Dr.  Torek  said  that  the  growth  was  an  epithelioma.  The  prognosis 
he  considered  rather  unfavorable,  for  the  reason  mentioned.  It  is  the  us- 
ual experience  that  when  a  growth  has  extended  beyond  the  limits  of  the 
larynx  the  prognosis  is  unfavorable.  Although  there  has  as  yet  been  no 
recurrence  in  this  case  and  although  the  patient  has  gained  18  pounds 
since  operation,  he  could  not  regard  him  as  safe  against  recurrence.  The 
tumor,  indeed,  was  at  first  an  intrinsic  growth  and  has  only  gradually 
extended  beyond  the  limits  of  the  larynx.  Those  that  are  extrinsic  from 
the  start  are  even  more  unfavorable.  The  time  required  for  the  com- 
plete healing  was  four  and  a  half  weeks.  A  tiny  pharyngeal  fistula  which 
had  been  present  up  to  that  time  was  compfetely  closed,  the  gastrostomy 
opening  was  closed,  and  the  patient  swallowed  again. 

The  amount  of  novocain  used  requires  a  little  explanation.  Novocain 
Is  usually  quoted  as  being  one-seventh  as  poisonous  as  cocain,  and  be- 
sides that  the  fact  that  suprarenin  is  present^  which  constricts  the  ves- 
sels, explains  that  for  the  time  being  there  is  very  little  absorption,  and 
the  patient  gets  very  little  of  the  enormous  quantity  used  in  that  way. 
Of  course,  some  of  the  novocain  flows  out  again  during  the  operation,  and 
some  is  removed  with  the  tumor,  so  that  the  sum  total  is  very  much  less 
than  would  appear.  The  effect  of  the  suprarenin  remains  for  hours,  and 
the  absorption  being  slow  the  patient  can  stand  more  than  if  the  absorp- 
tion were  rapid. 

226 


SOCIETY    PROCEEDINGS. 


25>7 


As  to  the  gastrostomy,  which  Dr.  Freudenthal  had  not  seen  used  before 
In  such  cases,  Dr.  Torek  said  that  he  had  not  heard  of  it  before  either,  and 
although  he  has  had  the  literature  examined  there  does  not  seem  to  be 
any  mention  of  its  use  in  such  connection,  which  seems  rather  astonish- 
ing, for  its  value  seems  self  evident,  and  it  is  surprising  that  It  was  not 
thought  of  before. 

1.      Another    Unusual    Laryngeal    Tumor.      Specimen.      2.      A    Curious 
Esophageal   Experience.     Skiagraph  and  Foreign  Body. 

Dr.    HUBUIT    AUBOWSHITII. 

(To  be  pubUahed  in  full  in  a  subsequent  issue  of  The  Laryngoscope.^ 

DISCUSSION. 

Dr.  Frevdfvthai.  said  that  he  had  had  the  good  fortune  to  see  the  sec- 
ond case  and  it  was  absolutely  inexplicable  how  the  pin  could  have  turned 
around  as  it  did.  It  Is  not  to  be  assumed  that  the  esophagus  is  so  wide 
that  the  pin  could  ha"Ve  turned  around  but  whether  It  happened,  as  Dr. 
Arrowsmith  suggested,  through  the  act  of  vomiting  or  by  some  other 
cause,  the  fact  has  to  be  accepted.     He  had  never  heard  of  a  similar  case. 

Dr.  Carter:  We  have  Just  celebrated  the  fortieth  anniversary  of  this 
Section,  and  on  that  occasion  Dr.  Delavan  presented  a  very  beautiful  and 
artistic  tablet  to  the  Society,  which  has  been  placed  on  the  walls  of  this 
room.  He  also  presented  some  very  Interesting  and  valuable  memorabilia 
bearing  on  the  early  history  of  the  Society,  and  some  early  models  of  in- 
struments which  have  been  improved  and  are  stlH  being  used.  At  the 
time  of  the  anniversary,  a  brief  motion  was  made  to  thank  Dr.  Delavan, 
but  the  audience  consisted  largely  of  members  of  the  Academy  not  en- 
rolled in  the  Section  and  outsiders,  and  was  not  truly  representative  of 
the  Section.  It  seems  to  me.  therefore,  that  it  would  be  a  good  plan  to 
have  a  formal  motion  passed  by  the  Section,  thanking  Dr.  Delavan  for 
tbeM  valuable  gifts,  and  I  therefore  suggest  the  following: 

Resolved:  That  the  thanks  of  the  Laryngologlcal  Section  of  the  New 
York  Academy  of  Medicine  are  hereby  rendered  to  Dr.  D.  Bryson  Delavan 
for  the  beautiful  and  artistic  bronze  tablet  commemorating  its  fortieth  an- 
niversary; for  the  valuable  historical  memorabilia;  and  for  the  models  of 
instruments  used   In   the  early  days  of  our  specialty.     Be   it  further 

Resolved:  That  the  members  of  this  Section  recognize  these  accept- 
able gifts  as  tokens  of  his  friendship  and  loyalty  to  the  Section. 

The  motion  was  seconded  and  unanimously  carried. 

Acute  Phlegmonous  Epiglottldltis:       Dr.  M.  D.  Lederman. 

(To  be  published  in  full  in  a  sitbsequent  issue  of  The  Lahyxooscopf.> 

ni8<  TSSION. 

Dr.  Hesrt  L.  Swain:  The  experience  of  no  one  Individual  counts  for 
a  great  deal  in  this  matter,  as  can  be  judged  from  what  the  reader  of  the 
paper  has  just  said, — that  he  has  been  twenty  years  without  seeing  a  cue 
and  then  had  four  in  a  group. 

When  Dr.  Swain's  attention  was  attracted  In  the  same  manner  to  the 
■ubject  of  a  group  of  three  casea  coming  very  close  together,  he  bethought 
himself  of  some  explanation  of  why  they  should  be  so  quickly  and  so 
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seriously  Involved,  and  he  recalled  a  case  of  real  cyst  of  the  epiglottis 
which  had  had  the  habit  of  filling  up  at  varying  intervals.  On  looking  up 
that  ease  he  found  that  that  individual  had  had  a  cyst  which  at  four  dif- 
ferent times  had  filled  up  with  fluid,  and  twice  broke  of  Itself  under  simi- 
lar symptoms  as  those  referred  to  by  Dr.  Lederman.  He  saw  the  man  in 
the  last  two  attacks.  Each  time  he  tried  to  destroy  the  cyst  so  that 
♦iere  would  be  no  recurrence  and  succeeded  the  last  time,  for  there  had 
been  no  recurrence  in  twenty  years.  There  was  a  distinct  yellowish  or 
greenish  stringy  mucus  such  as  is  characteristic  of  bronchial  cysts.  The 
thorough  cauterization  which  was  done  the  last  time  bad  apparently  de- 
stroyed the  lining  membrane  of  the  cyst. 

He  had  another  case,  in  the  intervening  years, — a  medical  student  whom 
he  saw  in  three  different  attacks,  and  here  also  had  difficulty  in  cauteriz- 
ing the  lining  membrane  and  destroying  the  cyst;  so  he  had  wondered  If 
in  most  of  these  cases  we  did  not  have  to  deal  with  a  small  cyst  of  ono 
kind  or  another.  In  other  parts  of  the  body — In  the  Meibomian  glands 
/or  example — patients  have  such  cysts,  entirely  quiescent,  which  become 
infected  after  having  been  immune  for  a  long  period.  He  had  been  look- 
ing for  such  a  cyst  In  a  quiescent  stage  ever  since  and  had  concluded  that 
that  theory  was  wrong, — If  for  no  other  reason,  because  there  are  not 
many  glands  in  the  tissues  on  the  lingual  side  of  the  epiglottis.  It  is  a 
thin  mucous  membrane. 

The  whole  subject  of  eplglottiditis  seems  to  be  closely  correlated  with 
that  of  edema  and  inflammation  of  surrounding  parts. 

He  thought  that  Dr.  Lederman's  last  case  was  one  of  peritonsillar  ab- 
scess of  the  lingual  tonsil.  The  distinction  between  the  end  of  the 
tongue  and  the  beginning  of  the  epiglottis  is  not  very  well  defined.  If 
one  could  explain  why  we  have  edema,  anyway.  It  would  be  simpler  to 
explain  why  this  area  becomes  infected.  When  there  is  invasion  of  the 
swollen  areas  by  micro-organisms,  we  have  the  abscesses.  The  question 
of  edema  had  much  interested  him,  and  he  hoped  it  would  be  explained 
before  he  died.  He  would  like  to  know  what  determines  the  selection  of, 
and  the  infiltration  in,  a  given  area. 

Two  of  his  own  cases  of  eplglottiditis  without  abscess-formation  had  a 
definite  attack  of  grip  previously,  the  two  patients  being  two  elderly  per- 
sons who  had  had  some  tonsillar  inflammation  and  then  this  edema, — just 
as  it  always  follows  some  infection  in  the  nose  or  throat.  He  presumed 
that  a  mild  Inflammation  might  exist  and  the  patient  not  know  it.  He 
did  not  believe  that  eplglottiditis  would  often  occur  without  some  previous 
Inflammation.  If  any  one  part  was  more  to  be  blamed  than  another.  It 
would  be  the  lymphatic  tissue  of  the  base  of  the  tongue  or  in  the  lateral 
columns  of  the  pharynx. 

The  original  suggestion  that  these  epiglottic  cases  were  of  malarial 
origin,  he  thought  could  not  obtain  at  the  time  of  the  year  and  in  the 
region  spoken  of  by  Dr.  Lederman.  The  various  other  explanations  all 
seem  futile.  We  don't  know  why  they  come,  but  they  are  interesting  and 
very  serious  cases  when  they  do  occur. 

Another  point,  showing  the  different  methods  of  therapeutics.  Dr. 
Lederman  spoke  of  applying  Ice  and  Ichthyol,  and  they  got  well.     In  ede- 
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ma  cases  he  had  the  invariable  rule,  when  seen  early,  to  apply  leeches. 
He  thinks  that  helps,  but  he  uses  steam  on  the  inside.  He  finds  nothing 
more  comfortable  to  the  patient  than  the  steam  atomizer.  Dr.  Lederman 
astrlnges  the  vessels  by  cold,  and  invariably  with  the  steam  atomizer 
adrenalin  is  In  the  solutions  used.  He  bad  used  ice  in  the  early  stages 
at  the  same  time  as  the  leeches,  but  later  found  no  other  means  so  satis- 
factory for  getting  the  adrenalin  and  alkalin  solutions  into  the  region 
where  one  wanted  them  as  a  good  steam  atomizer. 

Fischer  suggested  the  i>08Sibillty  of  edema  being  due  to  an  acidosis  of 
the  tissue.  While  this  does  not  explain  everything,  he  has  seen  good  re- 
sults from  the  local  application  of  alkalies,  including  the  citrate  of  soda 
as  one  of  the  salts  used. 

These  epiglottic  cases  are  very  threatening  and  we  can  never  view  with 
complacency  the  presence  of  an  edematous  mass  in  the  throat,  at  the  en- 
trance of  the  larynx;  yet  good  care  and  faithful  attention  will  usually 
win  out. 

Db.  Crnn,  Barnert  said  that  Dr.  Lederman  had  very  kindly  asked  him 
to  take  part  in  the  discussion  of  the  paper  and  he  thanked  the  Section 
for  the  courtesy  of  the  fioor. 

Dr.  Lederman  has  treated  the  subject  of  acute  phlegmon  of  the  epiglot- 
tis so  very  thoroughly  and  comprehensively  that  little  is  left  to  be  added 
and  nothing  to  be  subtracted.  Having  seen  some  eight  cases  within  a 
short  space  of  time,  including  two  of  those  reported  by  Dr.  Lederman,  a 
few  salient  facts  had  been  Impressed,  upon  hlni.  Of  these  eight  cases  In 
but  two  instances  did  the  attending  physician  have  any  idea  of  the  loca- 
tion or  nature  of  the  trouble,  although  the  condition  could  easily  have 
been  discovered  with  a  laryngeal  mirror.  The  question  of  diagnosis  should 
be  a  very  easy  one.  There  could  be  no  discussion  of  the  correctness  of 
Dr.  Lederman's  conclusions  as  to  the  etiology,  symptoms  and  treatment 
of  these  cases.  The  infection  In  the  epiglottis  and  neighboring  tissues 
was  apparently  a  primary  one,  .ind  no  distinct  etiological  factor  was  dis- 
coverable. 

Dr.  Darnert  said  that  in  his  opinion  the  most  important  factor  in  this 
lype  of  cases  was  the  necessity  for  eternal  vigilance.  The  laryngologist 
must  devote  his  entire  time  to  the  case,  to  the  exclusion  of  everything 
else.  Not  only  must  he  be  ready  for  a  tracheotomy  at  any  instant,  should 
circumstances  require  it,  but  he  must  also  examine  the  larynx  every  twen- 
ty or  thirty  minutes  and  take  measures  to  limit  or  prevent  any  further 
Induration  or  edema.  Such  work  cannot  be  left  to  an  assistant  unless  he 
be  a  thoroughly  trained  one,  and  it  is  the  duty  of  the  laryngologist  to  at- 
tend the  case  until  all  danger  Is  over. 

'I'ho  Doctor  said  that  he  had  included  in  this  series  two  cases  because 
of  the  groat  similarity  of  the  symptoms  and  appearance.  One  of  these 
was  a  rapidly  growing  gumma  of  the  epiglottis  which  was  a  mixed  In- 
fection, requiring  early  incision  and  curettage  and  was  an  Instance  In 
which  the  etiological  factor  was  obtainable.  The  other  was  a  burn  of  the 
epiglottis.  A  good  woman  found  that  she  had  put  into  her  mouth  a  piece 
of  potato  too  hot  to  remain  there,  and  she  chose  to  swallow  rather  than 
to  expel  it.  A  spasm  of  the  esophagus  deposited  the  hot  morsel  upon  the 
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epiglottis,  and  when  she  applied  for  treatment  she  was  suffering  from 
dyspnea  due  to  an  enormous  bleb  almost  entirely  filling  the  larynx.  When 
this  was  punctured  she  was  relieved.  In  some  of  these  eight  cases  the 
phlegmon  was  not  limited  to  the  epiglottis.  Some  were  arytenoid  and 
some  were  at  the  base  of  the  tongue.  All  of  the  cases  recovered,  and  up 
to  the  present  time  no  recurrence  or  sequelae  have  been  noted. 

Dr.  Cofki.n  said  that  he  had  seen  his  first  case  of  this  kind  about  a 
month  ago.  As  In  the  cases  which  Dr.  Lederman  had  so  well  described, 
the  epiglottis  was  so  swollen  that  he  could  not  see  into  the  larynx  at  all. 
The  case  had  been  reixjrted  to  him  over  the  'phone,  when  admitted  by 
the  house-surgeon,  and  feeling  as  Dr.  Swain  does  about  steam,  he  had 
instructed  the  house-surgeon  to  give  the  patient  steam  inhalations  wilh 
l>enzoin.  When  he  saw  the  case,  his  physician  was  with  him  ana  con- 
siderably worried  over  the  dyspnea.  Dr.  Cotfln  did  not  feel  that  a  tracheot- 
omy was  called  for.  The  man  was  kept  on  the  inhalation  treatment,  and 
argyrol  was  frequently  dropped  over  the  edematous  surface.  If  there 
were  any  pus,  it  must  have  been  absorbed.  No  incisions  were  made.  The 
case  was  discharged  quite  recovered  in  about  one  week's  time.  ■ 

Dr.  Berens  said  that  he  was  surprised  to  hear  that  this  condition  was 
so  common.  In  his  own  experience  he  had  seen  but  one  case  of  phlegmon 
of  the  epiglottis  that  could  really  be  called  such,  and  that  was  in  con- 
junction with,  if  not  caused  by,  a  lingual  tonsillitis.  He  had  seen  a 
number  of  cases  of  acute  inflammation  of  the  epiglottis  but  they  have 
been  in  connection  with  acute  follicular  tonsils,  spreading  to  the  tongrue. 
He  had  never  seen  pus  In  the  epiglottis.  It  seemed  to  him  that  these 
cases  are  rather  rare. 

Dr.  J.  Horn  said  that  he  had  seen  five  cases;  two  of  them  ruptured  spon- 
taneously; one  he  incised  and  on  one  he  did  a  tracheotomy;  another  was 
a  mixed  Infection;  a  broken-down  gumma  of  the  epiglottis.  Two  of  these 
cases  he  traced  to  the  habits  of  the  patients.  They  were  rabbis  and  were 
slaughtering  poultry,  and  did  not  take  the  trouble  to  clean  the  knife  that 
they  used  In  slaughtering  the  chickens,  but  would  hold  it  In  their  mouths 
between  the  acts.    They  probably  caught  the  infection  In  that  way. 

Db.  THURBEat  said  he  had  seen  two  cases,  one  of  which  was  a  true  ab- 
scess of  the  epiglottis,  and  incision  brought  out  a  quantity  of  pus;  the 
other  resembled  a  phlegmon  at  the  base  of  the  tongue  but  the  diagnosis 
was  rather  acute  thyroiditis  and  occurred  in  a  woman  of  74  years  who 
was  taking  potassium  iodid.  He  thought  the  source  of  infection  in  these 
cases  was  always  through  a  break  in  the  mucous  membrane  either  by  a 
scratch  from  a  hard  bit  of  food  or  liquids  taken  too  hot. 

Dr.  Herzoo  inquired  whether  all  the  cases  affected  were  on  the  anterior 
surface  of  the  epiglottis  or  on  the  posterior  surface. 

Dr.  Leuermax,  in  closing  the  discussion,  said  that  the  reason  he  had 
put  these  experiences  In  the  form  of  a  short  paper  was  for  the  purpose  of 
differentiating  them  from  the  simple  edema  of  the  larynx  which  is  some- 
times associated  with  pharyngeal  fauclal  Infection.  These  four  cases 
were  a  distinct  Infection  of  the  epiglottis.  In  the  last  case,  this  pus  fol- 
lowed an  incision  of  the  epiglottis.  Whether  or  not  the  source  of  the  pus 
was  at  the  junction  of  the  epiglottis  and  the  base  of  the  tongue  was  a 
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question,  but  the  others  were  distinct  involvements  of  the  epiglottis,  and 
there  was  no  previous  history  of  sore  throat  or  anything  of  that  kind. 
None  of  these  plegmons  was  on  the  laryngeal  surface  of  the  epiglottis. 
One  was  on  the  side  and  the  other  two  were  on  the  upper  portion  of 
the  organ  where  the  Incisions  were  made;  but  marked  edema  can  and 
does  come  from  Infection  of  the  lingual  tonsil  In  this  region. 

Perhaps  Dr.  Bamert  may  recall  another  case,  which  was  not  In- 
cluded in  this  i)aper; — the  patient,  a  woman,  had  a  tonsilitis.  That 
case  was  similar  to  the  ones  reported,  but  did  not  go  on  to  suppuration. 
The  patient  was  a  sister  of  the  first  case  In  my  report  She  had  a 
distinct  edema  of  the  aryteno-eplglottic  folds,— but  that  condition  cleared 
up  under  local  applications. 

Dr.  Abrahams  had  called  attention  to  the  treatment  of  phlegmonous 
conditions  of  the  throat  with  Ichthyol. 

Dr.  Lederman  said  that  he  had  recently  had  a  case  of  Infection  of  the 
faucial  tonsil,  complicating  a  nephritis,  with  extensive  edema  extending 
to  one  side  of  the  larynx,  not  internal  to  It.  It  was  a  staphylococcal 
infection  and  subsided  without  suppuration  (deep  incisions  were  made 
into  the  tissue  without  pus  being  found).  This  was  a  staphylococcus  In- 
fection, but  under  elimination  treatment  for  the  Bright's  disease  and 
applications  of  ichthyol  frequently  repeated,  the  case  cleared  up. 

Dr.  Lederman  stated  that  he  wished  to  go  on  record  with  the  state- 
ment that  these  cases  were  acute  Infection  of  this  region,  and  not  sec- 
ondary manifestations.  It  is  surprising  that  we  don't  more  often  ser-  ci-es 
of  this  kind,  when  we  take  into  consideration  the  unlimited  number  of 
surgical  treatments  of  the  upper  air  passages — the  tissue  resistance  of 
these  cavities  must  be  remarkable. 

Paper:    Hypertrophled  Tonsil*  and  Adenoid   Vegetation*   in   School   Chil- 
dren in  New  York  City.    Da.  S.  JosEpniNE  Baker. 
(Published  in  full  in  Tick  LARY.VfioscoPE,     February.     lUli.    d.    i}3. ' 
Dr.  OfTT.MAN   inquired   whether  the  inspection  Is  made  only  by  doc- 
tors, or  by  nurses  also.     With  regard  to  the  matter  of  diagnosis,  and 
indication  for  operation   it  largely  depends  upon   who  makes   the  diag- 
nosis. 

In  regard  to  methods  of  operation,  he  could  not  say  whether  this 
method  wa«  advisable.  He  recalled  about  four  cases  In  the  last  few 
years  that  were  operated  upon  in  hospital.s  of  this  city  under  general 
anesthesia  and  which  terminated  fatally.  Dr.  Baker  mentioned  In  her 
paper  one  case  which  terminated  fatally.  All  of  these  deaths  had  some 
excuse;  In  some  the  diagnosis  was  enlarged  thymus.  In  others,  the 
anesthesia  was  given  as  the  cause,  etc.  In  no  case  was  there  a  post- 
mortem made.  Anyhow,  four  cases  that  he  knows  of  terminated  fatally 
under  operations  done  with  general  anesthesia.  In  the  fifteen  or  eigh- 
teen yejirs  that  he  has  been  operating,  he  has  had  no  mishap  under  local 
anesthesia.  The  operation  takes  only  a  few  minutes— about  three  to 
five  minutes.  In  enucleating,  the  tonsils  are  taken  with  the  capsules. 
The  pillars  on  both  sides  are  detached,  the  wire  loop  is  ai)plled,  and  the 
thing  is  done.  It  takes  only  three  minutes,  and  the  patient  Is,  as  a 
rule,    only    momentarily    shocked.    The    shock    Is    not    as    great    as    by 
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putting  a  child  under  general  anesthesia.    It  is  true  that  the  children 
sometimes  struggle,  but  the  operation  requires  only  a  few  minutes. 

Dr.  Emerson  said  that  he  had  personal  knowledge  of  two  patients 
who  died  under  cocain  anesthesia,  and  Dr.  Guttman  had  spoken  of  four 
cases  that  terminated  fatally  under  general  anesthesia.  Considering 
the  greater  number  that  are  operated  under  general  anesthesia,  those 
that  die  under  local  anesthesia  constitute  a  larger  percentage  than  those 
under  general  anesthesia. 

Dr.  Harmon  SMmi  said  that  he  was  confident  that  he  voiced  the 
sentiment  of  those  present  in  extending  to  Dr.  Baker  congratulations 
upon  the  valuable  paper  which  she  had  presented.  He  was  equally 
pleased  that  those  children  having  nasal  obstruction  had  been  so  pre- 
sented and  that  such  obstruction  had  not  been  attributable  entirely  to 
adenoids;  that  in  many  instances  turbinated  hypertrophy,  septal  devia- 
tions and  high  arched  palates  occasioned  symptoms  of  adenoids  and 
were  as  detrimental  to  the  progress  of  the  patient  as  adenoids  them- 
selves. Dr.  Smith  said  that  he  did  not  think  the  Doctor  should  con- 
clude that  specialists  disagreed  so  widely  concerning  the  removal  of 
tonsils,  from  the  replies  she  had  obtained,  as  in  the  majority  of 
instances  printed  slips  were  sent  out,  asking  didactic  questions,  in  which 
but  small  space  was  given  for  the  doctor  to  answer  in,  in  which  case 
the  answer  was  too  brief  to  give  a  full  and  concise  opinion  concerning 
the  subject  at  Issue.  The  only  way  to  find  out  what  specialists  feel  In 
regard  to  conditions  of  this  kind  is  to  collect  a  certain  number  of 
articles  by  leading  men  and  from  them  collaborate  an'  opinion  based 
upon  a  more  extensive  discussion  of  the  subject. 

Dr.  Heller  said  that  he  was  particularly  pleased  to  hear  what  Dr. 
Baker  had  said  about  the  manner  of  inspection  and  the  method  of  de- 
termining whether  or  not  a  family  could  afford  to  pay,  for  he  happened 
to  be  one  of  the  Bronx  physicians.  There  was  a  tim ;  when 
the  nurses  were  very  active  in  taking  the  children  to  the  Board  of 
Health  Clinics  and  having  them  operated  upon,  in  order  to  make  a 
good  record.  He  knew  of  a  number  of  cases  where  the  nurses  from  the 
schools  went  to  the  house  and  took  the  children  to  the  Board  of  Health 
Clinics  and  had  them  operated  without  giving  them  a  choice  in  the  matter. 
The  antagonism  was  not  so  much  against  what  the  Board  of  Health  had  done 
as  to  the  manner  of  doing  it.  He  did  not  think  the  medical  profession 
objected  to  the  Board  of  Health  taking  these  precautionary  measures, 
but  there  is  good  reason  to  object  to  the  children  being  taken  from 
their  homes  and  carried  to  the  Board  of  Health  Stations,  regardless  of 
home  conditions.  There  are  a  number  of  hospitals  and  dispensaries 
In  the  Bronx  that  are  as  competent  to  take  care  of  these  cases  as  is 
the  Board  of  Health. 

Db.  Cocks  said  that  we  are  to  be  congratulated  that  the  Depart- 
ment of  Child  Hygiene  is  in  such  capable  hands  as  those  of  Dr.  Baker. 
Not  long  ago,  in  speaking  of  this  subject,  she  told  him  that  the  phji- 
sicians  of  this  city  do  not  realize  that  the  Board  of  Health  annually 
refers  a  large  number  of  children  to  them  for  private  adenoid  and 
tonsil  operations. 

(.To  te  continued). 
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Regular  Meeting,  April  15,  1913. 

Dr.  Ross  Hall  Skillebx,  Chairman. 
I  Continued  from  page  160,  February,  lOl-i.) 

The  other  patient  presented  unilateral  evidence  of  disease  beginning 
with  herpes  at  the  root  of  the  left  side  of  the  nose,  which  traveled  down 
to  the  tip  then  up  over  the  vertex  of  the  lambdold.  Later  she  developed 
herpes  of  the  cornea.  Iritis,  hypopyon  and  loss  of  sight.  She  was  seen 
by  a  number  of  consultants,  eleven  in  all  was  the  statement  made, 
both  neurologists  and  physicians,  without  staying  the  process  of  the  dis- 
ease, and  unfortunately  opiates  had  been  rather  freely  administered  for 
the  relief  of  pain  until  she  finally  demanded  them.  This,  too,  was  a  sinus 
case,  ethmoid  and  probably  sphenoid,  though  of  this  latter,  that  is  to  say 
sphenoid  Involvement,  I  cannot  speak  with  absolute  certainty. 

As  to  the  relationship  between  tonsillar  disease  and  general  bodily  dis- 
turbances, notably  arthritis  and  endocarditis,  this  is  too  well  recognized 
to  merit  special  observation.  The  relationship  between  pyorrhea  and  fur- 
unculosis  or  a  low-grade  sepsis,  seem  to  be  less  well  known.  So,  too,  with 
disease  of  the  lingual  tonsil  which  may  be  the  seat  of  disease,  even  tuber- 
culous, as  in  a  case  reported  by  Bledert. 

1  feet  that  Dr.  Daland  should  be  congratulated  for  bringing  this  mat- 
ter prominently  before  the  attention  of  all  of  us. 

Dr.  E.  B.  Glka.so.n:  When  there  is  too  free  respiration  the  results  may 
be  equally  as  disastrous.  In  tuberculous,  the  nose  has  been  found  to  be 
a  mere  shell.  As  to  general  infections  following  tonsillar  conditions  I  am 
stilt  a  "doubting  Thomas."  In  only  one  case  that  I  am  aware  of  could 
rheumatism  be  traceable  to  nerl-tonslllitis.  I  have  been  asking  in  the 
hospital  about  cases  of  rheumatism  following  tonsilitis,  and  they  reiwrted 
result  of  pressure  within  the  nose  and  are  relieved  by  2  per  cent  solutim 
of  cocaln.  Speaking  of  Infections,  I  would  refer  to  latent  empyema  of  the 
maxillary  antrum.  Individuals  with  this  condition  often  claim  perfect 
only  one  case  in  many  years,  and  then  only  after  the  tonsils  had  become 
normal.  A  mass  of  pus  from  side  of  capsule  Is  of  rare  occurrence;  a 
mass  of  pus  In  alveolar  process  is  very  common.  Much  more  plausible, 
systemic  conditions  result  of  alveolar  abscesses.  There  should  be  a  care- 
ful examination  of  the  teeth.  Tubercular  tonsil  Is  not  common.  If  a 
child  is  mentally  defective  the  removal  of  tonsils  and  adenoids  does  not 
improve  the  condition,  a  fool  still  remains  «  fool.  Whatever  gain  follows 
the  operation  Is  the  result  of  Improved  hearing.  Eye  headaches  are  worse 
at  night,  and  nasal  headaches  almost  Invarlc4>ly  worse  In  the  morning  and 
health,  and  after  cured  say  they  nevof  knew  what  good  health  was  be- 
fore. 
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Regular  Meeting,  May  20,  1913. 

Anatomy  of  the  Nose,  Naso-pharynx  and  the  Pharynx,  together  with 
Demonstration  of  Actual  Specimens  and  Lantern  Slides.  Du.  A. 
Hew.so.v. 

Technic  of  local   anesthesia    in  submucous  operation.     Dr.  .Macke.nzie. 

Technic  of  Local  Anesthesia  in  Submucous  Operation. 

Dr.  Mackenzie  described  his  technic  ol  local  anesthesia  in  thf  submucous 
resection  of  the  nasal  sei)tum,  by  the  use  of  20  per  cent  solution  of  C04 
caln  and  then  Schleich's  solution.  He  uses  one-inch  gauge  strips  for 
approximating  the  denuded  surfaces  and  for  the  control  of  hemorrhage, 
instead  of  the  use  of  cotton  splints,  and  urges  that  the  use  of  cotton  in 
nasal  surgerv  be  abandoned. 

DISCUSSION. 

Dr.  Herbert  M.  Goddard:  It  has  been  my  pleasure  to  witness  several 
of  Dr.  Mackenzie's  operations  on  the  nasal  septum.  1  have  found  that 
I  have  been  able  to  get  very  good  approximation  of  the  denuded  surfaces 
by  the  use  of  Simpson's  splints  and  the  day  following  the  operation  re- 
move a  portion  ,of  the  splint  on  each  side.  This  allows  the  patient  great- 
er freedom  of  breathing.  In  case  of  persistent  bleeding  I  have  found  that 
strips  of  one-inch  gauze  controls  of  hemorrhage  better.  There  are  two 
very  Important  rules  for  the  beginner  to  remember  and  they  are  to  be 
sure  (1)  that  the  primary  incision  Is  through  to  the  cartilage  and  that 
(2)  the  incision  is  well  anterior  to  the  deformity. 

Dr.  E.  B.  Gleasom  Packing  tightly  with  long  strips  of  gauze  I  believe 
to  be  generally  the  cause  of  sepsis.  Whenever  I  am  obliged  to  pack  the 
nose  I  always  feel  that  my  patient  is  in  considerable  danger  of  at  least  a 
Blight  sepsis  and  some  soreness  of  pharnyx  and  tonsillar  region.  I  remem- 
ber one  or  two  years  ago  of  reading  an  article  in  The  Lartsgoscope 
which  reported  a  case,  after  tonsillectomy,  of  phlebitis  of  the  internal 
jugular,  the  Infection  extending  up  into  the  lateral  sinus  and  forward 
into  the  cavernous  sinus.  One  eye  was  lost,  and  ultimate  recovery  with 
some  sight  in  the  other  eye.  Good  approximation  can  be  Obtained  by  the 
use  of  Simpsons  splints.  As  regards  the  method  of  Injection  of  Schleichs' 
solution,  1  cannot  help  but  think  that  this  method  Is  open  to  very  serious 
objections.  Here  we  have  many  holes,  and  when  the  mucous  membrane 
Is  stretched  in  denuding  there  Is  danger  of  the  instrument  slipping 
through. 

Cocain  Poisoning.  I  think  it  would  be  a  good  idea  if  we  should  establish 
a  standard  method  of  cocainization.  I  would  suggest  first  a  2  per  cent  to 
4  per  cent  cocain  solution  locally  applied,  then  packing  with  1-1000  adre- 
nalin solution,  then  rubbing  with  saturated  cocain  solution,  the  adrenlin 
preventing  the  absorption  of  a  large  amount  of  cocain.  I  recall  one  of 
my  cases  of  cocain  poisoning  where  the  patient  lost  consciousness.  How- 
ever, the  symptoms  somewhat  subsided  after  the  use  of  strychnia.  Prac- 
tice on  the  cadaver  is  of  little  use  on  account  of  the  ease  of  separation  of 
the  muco-perlchondrium.  For  the  separation  of  adhesions.  Carter,  of  New 
York,  has  invented  a  curette  and  raspatory  which  I  have  found  to  be  of 
great  service. 
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Dr.  R.  F.  Ridpath:  The  injection  of  SeWeichs  solution  has  advan- 
tages, particularly  in  those  cases  where  there  are  angular  deflections,  but 
In  the  majority  of  cases  it  is  not  essential.  For  packing  the  Simiison 
splint  Is  to  be  preferred  to  gauze  packing,  it  is  easier  of  Introduction  and 
removal,  and  rarely  Is  there  post-operative  bleeding.  1  do  not  believe 
that  we  place  sufficient  importance  on  this  operation  as  is  warranted, 
and  In  case  any  other  operation  Is  needed  on  the  nose  It  should  be  done 
Defore  the  submucous  resection,  and  not  at  the  same  time. 

Dk.  Vt'yj.  A.  HiT.sciii.En  reported  a  case  of  perforation  in  removing  the 
cartilage  with  the  Ballenger  knife.  The  cartilage  was  kept  in  normal 
salt  solution  until  completion  of  the  operation,  and  then  placed  between 
the  layers,  completely  closing  the  perforation.  On  the  eighth  day  a  red- 
ness appeared  on  the  edge  of  the  cartilage,  and  the  next  day  It  was  cov- 
ered with  crusts.  Later  the  perforation  was  revealed,  although  the  car- 
tilage did  not  come  away;  evidently  it  must  have  moved  upwards. 

Dr.  Geo.  W.  M.\ckenzie  (closing  the  discussion):  Infection  after  the 
submucous  resection  of  the  septum  is  favored  under  certain  conditions 
as  follows:  (a)  Acute  coryza,  a  fact  which  can  readily  be  understood,  (b) 
Acute  infection  of  one  of  the  sinuses  Is  very  prone  to  favor  an  infection 
of  a  wound  of  the  septum,  (c)  Infection  of  the  adenoids  or  tonsils.  A 
patient  need  not  manifest  an  acute  Infection  of  these  glands,  for  Instance 
any  old  pathologic  condition,  though  temporarily  quiescent,  the  effect  of 
an  operation  on  the  septum  with  incident  packing  of  the  nose  may  be 
sufficient  cause  to  awaken  an  acute  pathologic  condition  in  them  and 
from  this  focus  an  Infection  may  readily  spread  to  a  wound  of  the  sep- 
tum. Id)  Undue  Injury  or  lacerations  of  the  septum  favors  Infection, 
(e)  The  combining  with  the  submucous  resection,  one  or  more  operations 
upon  the  turbinates,  (f)  A  twck  in  the  nose,  but  only  when  combined 
with  one  or  more  of  the  conditions  previously  mentioned.  A  gauze  pack 
'n  the  nose, -is  far  safer  than  a  cotton  or  other  more  or  legs  impervious 
dressings.  For  Instance,  take  a  piece  of  cotton  and  insert  it  into  the 
canal  of  a  running  ear  for  some  time,  when  you  come  to  remove  it  you 
will  observe  that  the  side  presented  inwardly  is  wet  and  caked  with  dis- 
charge, while  the  side  externally  exposed  Is  dry;  on  the  other  hand  if  you 
insert  a  piece  of  gauze,  when  you  come  to  remove  It,  you  will  find  It  more 
or  less  uniformly  wet  with  discharge.  The  cotton  has  behaved  like  a  cork, 
while  the  gauze  acts  as  a  wick. 

Next,  as  to  the  application  of  adhesive  strip  to  hold  the  dressings  in 
place,  it  Is  purely  surgical,  and  is  practiced  by  surgeons  In  general,  no 
matter  upon  which  part  of  the  anatomy  an  operation  has  been  performed. 
Personally  I  came  to  the  use  of  adhesive  strips  quite  Independently.  A 
patient  upon  whose  septum  I  had  operated  presented  himself  on  the  sec- 
ond dpy  with  all  dressings  removed.  Immediately  I  determined  to  flx 
the  dressings  in  such  a  manner  as  to  deter  any  patient  upon  whom  1  op- 
ratpd  doing  this  same  thing.  The  Idea  appealed  to  other  surgeons  who 
•aw  me  do  it,  and  they  adopted  it  also. 

I  have  never  had  any  serious  infection  following  a  tear  of  the  mucous 
membrane,  for  the  reason  that  I  have  the  patient  blow  the  nose  before 
pnrkiMi-  «hirh  replaces  the  flap  into  Its  normal  position.    Then  the  nose 


236  SOCIETy   PROCEEOrNGS. 

Is  packed  In  a  manner  to  hold  the  flap  In  place  until  healing  takes  place. 

The  toxic  effect  of  cocaln  is  reduced  if  the  patient's  stomach  is  full. 
We  are  all  aware  of  the  fact  that  toxic  substances  produce  a  greater  de- 
gree of  toxicity  when  the  stomach  is  empty  than  when  full.  You  will 
recall  the  effects  of  alcohol  and  tobacco  on  an  empty  stomach.  As  an  an- 
tidote there  are  probably  none  better  than  nltro-glycerln  and  amyl  nitrite 
to  which  I  have  already  referred. 

The  amount  of  cocaln  absorbed  from  the  Schleich  solution  injected  can- 
not exceed  a  quarter  of  a  grain.  The  whole  100  cc.  of  solution  contains 
but  a  grain  and  a  half.  Not  more  than  one-sixth  of  the  solution  is  used, 
therefore  not  more  than  one-quarter  of  a  grain  of  cocaln. 


Regular  Meeting,  December  16,  1013. 

Dr.   E.   B.   Gleason,  Chairman. 

Latent  Mastoiditis.     Dit.  0.  A.  M.  McKimmie. 

Dr.  McKimmie  took  up  in  detail  all  the  different  forms  of  typical  mas- 
toiditis, paying  particular  attention  to  those  forms  of  Inflammation  of  the 
mastoid  where  the  clinical  symptoms  were  altogether  lacking  or  so  ob- 
scure as  to  make  diagnosis  doubtful  or  impossible.  The  different  com- 
plications were  also  handled  in  detail,  where  such  symptoms  were  ob- 
scured or  latent.  Mastoiditis  existing  for  weeks  and  months  without 
being  suspected  and  yet  where  great  destruction  of  the  temporal  bone 
had  taken  place  was  described  and,  as  far  as  possible,  rules  laid  down 
for  guidance  in  making  the  diagnosis.  A  general  classification  of  the 
few  symptoms  that  could  be  depended  upon  followed  with  a  discussion 
as  to  their  relative  value.  Dr.  McKimmie  closed  his  paper  with  de- 
tailed reports  of  twelve  of  his  most  instructive  cases.  Illustrating  the 
different  types  of  this  obscure  condition. 

DISCUSSION. 

Dr.  S.  MacCuen  Smith:  At  times  we  operate  when  symptoms  are  not 
quite  sufficient,  or  in  absence  of  many  symptoms,  basing  our  judgment 
on  experience,  a  matter  of  intuition.  Two  days  ago  I  saw  patient  at 
Germantown  Hospital.  Had  been  semi-conscious  for  two  weeks;  tempera- 
ture up  to  105°,  high  for  an  aural  ease;  under  treatment  for  malaria. 
Quinin  had  been  administered  in  large  doses;  blood  examination  incon- 
clusive; suddenly  developed  running  ears;  patient  thought  dying;  no 
evidence  of  mastoid  disease;  no  drooping  of  canal  during  lucid  moments, 
no  pain  over  mastoids  by  pressure  or  percussion.  Exploratory  operation 
suggested  and  approved.  Cortex  removed,  pus  welled  out,  large  sequest- 
rum removed — dura  exposed,  red  and  swollen;  no  pulsation;  perisinu- 
Bitls.  Radical  mastoid  before  incising  dura— a  latent  case.  Had  been 
well-treated,  no  one  would  have  suspected  it  but  must  have  started  with 
ear  trouble.  Dr.  Smith  is  placing  more  dependence  on  the  x-ray  the 
past  few  years.  This  is  a  highly  specialized  subject  and  requires  con- 
siderable  skill   for   intelligent   Interpretation   of   the   plates.     Middle-ear 
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Involvement  from  naso-pbarynx  in  practically  all  cases  of  primary  mas- 
toiditis. In  children  better  drainage  aftorded  by  shorter  and  wider  tube; 
with  patulous  tube,  Infection  may  get  to  mastoid  cells,  the  drum  remain- 
ing clear.  Sudden  rise  of  temperature  more-  valuable  than  any  other 
symptom.  At  Jewish  Hospital,  a  child  convalescing  from  pneumonia, 
about  to  get  out  of  bed,  on  liberal  diet,  suddenly  had  temperature  of 
106<',  up  for  eight  to  ten  hours  and  as  suddenly  dropped,  tube  short 
and  large,  tluid  under  pressure,  tympanic  cavity  evacuated  Into  pharynx 
— no  thought  of  ear  trouble.  -Normal  temperature  for  eight  days,  then 
sudden  rise,  remaining  elevated,  tube  blocked,  spontaneous  rupture  oi 
drum. 

Hatieiu.  ii..  sears;  vague  symptoms  for  six  mouths,  pain  over  mastoid 
would  disappear  and  return  at  intervals;  pain  over  right  side  of  face; 
never  bad  ear  trouble;  found  exterior  necrosis.  Uirl,  IT  years,  pain 
over  mastoids,  no  evidence  of  middle-ear  disease,  treatment  for  three 
weelfs,  no  improvement.  .Mastoidectomy,  extensive  necrosis,  middle-ears 
not  involved;  membrane  and  ossicles  not  interfered  with;  large  seques- 
trum removed;  presumably  primary  mastoiditis.  Ubjective  tinnitus  like 
ticking  of  watch,  both  objective  and  subjective  tinnitus  ceased  during 
full  breath;  synchronous  with  heart  beat;  lost  when  diagnostic  tube 
used;  not  modified  by  mastoidectomy;  cause — spasmodic  contraction  of 
the  palatine  and  pharyngeal  muscles.  Ur.  Alfred  Stengel  much  inter- 
ested In  case;  had  girl  under  observation  at  his  otlice;  had  mechanical 
device  constructed  to  observe  muscular  action.  Uirl  refused  to  continue 
visits  unless  she  received  conpensation;   was  lost  sight  of. 

Dn.  G.  \V.  .Macke.vzik:  IJr.  .McKlmmIe  has  presented  an  excellent 
paper  on  an  Imiwrtant  topic  which  well  repays  me  for  attending  the 
meeting.  As  pointed  out  by  Urs.  .McKtmmie  and  Smith  there  are  cases 
of  obscure  mastoiditis  which  puzzle  us  at  times  as  to  what  line  of  treat- 
ment we  should  follow.  1  am  reminded  of  an  admonition  flrst  advanced 
by  Frof.  Alexander  of  Vienna,  and  that  is  "in  case  of  doubt,  operate,  for  in 
such  cases  the  vast  majority  show  at  the  operation  considerable  destruc- 
tion in  the  mastoid."     This  has  been  borne  out  by  my  own  experience. 

In  those  frank  cases  with  external  swelling  and  displacement  of  the 
auricle  with  fever,  pain,  tenderness,  etc.,  occurring  in  the  course  of  an 
acute  middle-ear  suppuration,  particularly  when  tbe.?e  symptoms  have 
appeared  suddenly  after  a  few  weeks  of  apparent  Improvement  of  the 
primary  middle-ear  suppuration,  there  should  be  no  doubt  of  the  indi- 
cations for  operation.  On  the  other  hand,  a  child  with  a  previously 
lowered  vitality,  one  who  reacts  but  poorly,  may  manlfesi  relatively  few 
symptoms.  The  temperature  may  be  normal  or  subnormal.  In  such  a 
ca«e  we  may  not  be  aware  of  mastoid  complications  until  graver  Intra- 
cranial complications  have  developed. 

Besides,  the  anatomical  structure  of  the  temporal  bone  varies  con- 
siderably, so  that  in  one  case  the  external  cortlcalis  may  be  relatively 
thin  compared  with  the  remaining  walls  of  the  middle  ear  and  mastoid 
cavity;  while  in  another  case  the  opposite  conditions  may  exist. 

In  still  rarer  cases  we  may  And  a  so-called  primary  mastoid  abscpss. 
That  is  one  In  which  the  tympanic  membrane  is  Intact.  I  have  found 
a  number  of  such  case*  and  they  are  usually  bad  ones.    Careful  study 
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of  these  cases  will  usually  show  tbe  membrane  of  the  affected  side  to 
be  (lull  (surface  uneven);  the  light  retlex  is  absent.  A  casual  exami- 
nation of  the  one  ear  alone  may  mislead  one,  but  not  so  it  a  careful 
examination  of  both  ears  be  made. 

I  should  lilie  to  emphasize  what  the  essayist  has  said  concerning  facial 
palsy,  dizziness  and  subjective  noises.  In  all  cases  presenting  one  or 
more  of  these  symptoms  I  should  advise  prompt  surgical  intervention. 
The  dizziness  is  the  signal  to  go  in  and  give  vent  to  the  pus  for  fear  of 
more  serious  internal  ear  Involvement  that  is  liable  to  follow. 

I  do  not  consider  the  observations  of  spontaneous  nystagmus,  with 
the  patient  looking  to  the  side,  of  any  value,  for  normal  individuals 
will  show  more  or  less  physiologic  nystagmus  when  looking  to  the  ex- 
treme right  or  left.  Spontaneous  nystagmus  as  a  symptom  of  internal- 
ear  aftection  is  manifested  when  the  patient  looks  straight  ahead.  To 
be  sure  it  will  be  more  pronounced  when  looking  to  the  side  of  the 
nystagmus  and  less  pronounced  when  looking  away  from  it 

My  objection  to  determining  the  presence  or  absence  of  spontaneous 
nystagmus  of  vestibular  origin  in  the  side  positions  is  that  it  is  not 
always  so  easy  to  direct  the  patient's  gaze  at  the  same  angle  on  the 
two  eyes,  and  any  variation  of  angle  to  the  two  sides  will,  in  normal 
individuals,  cause  a  difference  in  the  Intensity  of  the  physiologic  nystag- 
mus and  may  easily  be  interpretated  as  a  pathologic  difference. 

The  caloric  test  alone  is  not  sufficient  upon  which  to  base  diagnosis, 
it  is  purely  a  qualitative  one  and  merely  tells  us  whether  the  inner 
ear  is  reactive  or  not.  For  a  more  exact  determination  of  the  degree 
of  pathologic  over-or-under-irritability  we  are  compelled  to  make  ac- 
curate tests  by  turning  and  galvanism. 

The  fistula  test  is  of  relative  importance  only.  This  fact  was  broughf 
out  forcibly  in  an  able  paper  on  compression  and  aspiration  nystagmus 
by  Alexander  and  La  Salle.  For  instance  a  fistula  of  the  labyrinth  may 
give  a  negative  sign  in  cases  of  destroyed  labyrinth,  in  cases  of  reactive" 
labyrinth  with  excessive  patulousness  of  the  Eustachian  tube,  in  cases 
of  foreign  bodies  and  cholesteatoma  of  large  size,  etc.  On  the  other  hand, 
the  sign  is  frequently  present  in  cases  of  acute  middle-ear  suppuration 
with  the  Eustachian  tube  blocked  and  membrane  intact.  Normal  indi- 
viduals may  even  have  vertigo  from  the  use  of  the  Politzer  inflation 
or  the  pneumatic  massage. 

What  gives  the  sign  increased  value  is  when  the  patient  manifests 
by  aspiration  a  nystagmus  in  the  opposite  direction  but  of  less  intensity 
to  that  produced  by  compression. 

I  thank  the  essayist  for  his  most  instructive  paper. 

Di!.  C.  P.  Adams  reported  a  case  of  latent  mastoiditis,  boy  age  10. 
In  1911  had  been  operated  on  three  times,  twice  for  post-auricular  ab 
scess  and  later  for  a  simple  mastoid.  First  operation  result  of  scarlet 
fever.    1912,  adenoidectomy. 

Present  history:  November  29,  swelling  back  of  ear,  like  furuncle; 
periostitis  from  furuncle  in  external  canal;  both  incised;  one  week  later 
fever  and  drowsiness;  admitted  to  hospital;  temperature  106°,  leucocytes 
25,000;  operation  following  day;  sinus  communicating  with  antrum; 
cleared  antrum  and  middle-ear;   exposed  lateral  sinus;    pus  under  dura 
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wiped  out;  removed  tip.  There  liad  been  no  discharge  since  previous 
operation  two  years  ago. 

Dr.  Eugene  L.  V.\xsant  said  he  was  Indebted  to  Dr.  McKinimie  for 
formulating  his  views.  He  heartily  agrees  with  what  Dr.  Smith  has 
said — sudden  rise  in  temperature  favors  operation.  If  these  cases  were 
seen  through  their  history  they  would  not  appear  so  vague.  They  have 
been  in  the  hands  of  practitioners  not  particularly  versed  in  ear  trouulo. 

Dr.  Kikldino  O.  Lkwis:  Patient  had  frequent  tinnitus,  nose  filled 
with  polyps  and  disease  of  middle  turbinate,  operation  followed  by  re- 
lief of  symptoms.  Came  In  later  with  nausea,  vertigo  and  marked  tin- 
nitus; ear  negative.     Wonders  If  this  is  a  case  of  latent  mastoiditis. 

Dr.  Benj.  D.  Parish  said  we  require  more  definite  knowledge  as  to 
when  to  operate.  At  times  too  early,  then  difficulty  in  healing.  Wait 
for  demarcation  to  wall  oft  certain  amount  of  infection.  Walt  eight 
days  before  you  open  new  area  of  Infection.  In  chronic  cases  with  ur- 
gent symptoms  operate  at  once.  Case  five  years  ago:  Acute  otitis  media; 
paracentesis  of  drum;  healed  In  five  days;  dismissed  apparently  well: 
one  month  later  fleeting  pain;  drum  normal;  lumen  narrow  on  oper- 
ated side;  no  tenderness;  hearing  normal.  During  day  apparently  well; 
in  evening,  acute  pain.  Walled  oft  area  of  pus.  Advised  exploratory 
operation;  three  cells  broken  down  and  few  drops  of  viscid  pus  found. 
Typical  of  latent  mastoiditis. 

Dr.  G.  W.  Coates:  He  has  had  the  same  experience  as  Dr.  McKlmmIe 
and  Dr.  Smith  have  had  with  the  x-ray.  While  often  it  Is  of  the  greatest 
assistance  in  making  a  diagram  In  one  of  the  latent  cases,  yet  it  is 
sometimes  misleading,  owing  to  the  wrong  interpretation  being  placed 
on  the  plate.  In  the  finer  x-ray  work,  in  which  class  that  of  the  mastoid 
should  surely  l>e  placed,  It  takes  an  expert  to  read  the  plates  and  de- 
termine their  meaning  and  even  then  Dr.  Coates  has  had  one  or  two 
cases  where  at  operation  the  exact  reverse  of  the  x-ray  diagnosis  was 
found. 

Cases  of  latent  mastoiditis  with  severe  brain  complications  frequently 
give  no  signH  of  their  presence.  One  case  of  the  speaker's  was  that  of  a 
waiter,  a  man  of  45  years,  who  was  treated  for  several  weeks  for  a  sub- 
acute discharge,  with  the  very  -vaguest  symptoms  referable  to  the  mas- 
told.  It  was  opened,  however,  and  found  extensively  diseased;  the  dura 
of  the  middle  fossa  exposed;  and  as  it  had  a  suspicious  appearance  it  was 
incised  and  the  brain  searched,  when  an  absce.ss  the  size  of  a  pigeons 
egg  was  located  an  inch  from  the  surface  and  evacuated.  Quick  and  un- 
interrupted recovery  took  place.  There  were  no  symptoms  noted  refer- 
able to  brain  abscess  and  few  even  to  the  mastoid. 

Dr.  E.  B.  Gi.kasos:-  An  Important  point  Is  to  endeavor  to  formulate 
time  to  operate  In  acute  as  well  as  In  chronic  cases.  Most  reliable 
symptom  Is  sacging  of  posterior-superior  portion  of  canal.  Mastoid  be- 
ginning during  the  first  week  of  an  acute  Infection  will  get  well  without 
an  operation;  beginning  between  first  and  second  week  often  will  not  get 
well  without  taking  a  look;  we  read  of  operation  becoming  less  and 
less  as  they  become  more  common.  Do  not  wait  too  long;  take  lid  oft 
ttir  box  and  see  what  you  find. 
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Ur.  McKimmie  (closing):  Has  reputation  of  being  radical;  Has  sel- 
dom operated  when  not  glad  he  went  in.  Operate  early  in  presence  of 
any  definite  symptoms.  General  surgeons  are  not  radical  In  this  partic- 
ular field;  their  cases  do  well  for  a  time  but  later  must  again  be  oper- 
ated on  and  everything  acting  as  a  container  removed.  Extensive  dis- 
ease can  go  on  for  weeks,  months  or  years  without  distinct  manifesta- 
tions of  middle-ear  disease.  Twenty-flve  cases  with  no  distinct  mastoid 
symptoms  were  operated  on  because  of  one  of  twelve  symptoms  or  of 
combination  of  them. 

Dr.  McKimmie  was  very  much  interested  in  Dr.  .Mackenzie's  Investi- 
gations of  the  labyrinth. 
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The  Catarrhal  and  Suppurative  Diseases  of  the  Accessory  Sinuses  of  the 
Nose.  By  Ross  H.\ll  Skiixekn,  .M.  D.,  Professor  of  Larj-ngology, 
Medico-Chirurgical  College;  Laryngologlst  to  the  Rush  Hospital,  etc. 
Pp.  389,  illustrated.  J.  B.  Liipplncott  Company,  Philadelphia,  191S. 
Price,  ?5.00. 

This  is  the  first  American  text-book  published  limiting  the  field  ex- 
clusively to  diseases  of  the  accessory  sinuses  of  the  nose.  The  inspira- 
tion of  the  author  has  been  to  present  a  handbook  setting  forth  in  the 
English  language  a  thorough  and  detailed  account  of  the  nasal  accessory 
sinues,  their  anatomy,  pathology,  surgery  and  therapy,  and  in  this  en- 
deavor he  seems  to  have  been  admirably  successful. 

While  there  is  much  in  this  volume  that  reflects  the  work  of  such 
pioneers  as  Hajek,  Luc,  Logan-Turner  and  others,  there  is  every  evidence 
of  the  serious  study  and  energetic  work  of  the  author. 

The  time  is  opiwrtune  for  a  limitation  of  special  work  and  special 
literature  even  within  our  own  speciality  of  oto-laryngology  and  this 
volume  is  a  practical  and  satisfactory  evidence  of  such  specialization. 

Allgemine  Akustik  und  Mechanik  des  menschlichen  Stimmorgans. 
(Acoustics  and  Mechanics  of  the  Voice.)  By  Dr.  Albert  Musehou), 
Berlin.  Pp.  134  with  19  photograa>hs  of  the  human  larynx  ou  6  plates, 
and  53  illustrations  in  the  text.  Verlag  Julius  Springer,  Berlin,  1913. 
Price,  M.  10  net.  , 

The  prime  objection  to  previously  published  monographs  on  the 
"Acoustics  and  mechanics  of  the  voice"  has  been  the  unnecessary  de- 
tails and  presentations  of  theories,  thereby  discouraging  the  busy  read- 
ers from  closer  study  of  this  important   subject. 

This  little  volume  of  134  pages  briefly  and  graphically  describes  the 
acoustics  and  mechanics  of  the  voice  in  fourteen  well-considered  chap- 
ters. Here  may  be  found  a  description  of  physical  acoustics  and  of  the 
theories  of  wind  and  reed  instruments,  the  anatomy  and  physiology  of 
the  resonating  chambers,  the  anatomy  of  the  larynx,  and  the  mechan 
ical  function  of  the  intrinsic  and  extrinsic  muscles  of  the  vocal  ap- 
paratus. 

Then  follow  chapters  on  the  general  phonetics  of  speech  and  song,  a 
consideration  of  registers,  of  the  form  of  the  epiglottis,  excursions  of  the 
vocal  cords,  and  a  presentation  of  simple  laryngoscopy,  stroboscopy  and 
laryngeal  photography. 

The  author  draws  his  final  c'lapters  from  photographic  images  taken 
of  the  larynx  during  various  types  of  phonation  and  in  various  positions. 
Nineteen  excellent  photographs  are  used  to  present  this  phase  of  the 
question  and  corroborate  the  author's  observations. 
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Diphtheria. 

•1646  Anr.Fit,  H.  M.  Note  on  a  Circumscribed  Epidemic  of  Diphtheria. 
Boston  Med.  and  Surg.  Jour.,  Feb.  6,  1913. 

1647  AviK.vGNKT  and  Hai-le.  Phenomenon  of  Arthus  In  Diphtheria. 
Jitill.  Med.,  Jan.  18,  1913. 

1648  Baerthleix,  K.  Mutation  of  Diphtheria  Bacilli.  Berl.  klin. 
Wchnsclir.,  June  2,  1913. 

1649  Berghinz.    Post-diphtherltlc  Paralysis.    liiv.  osped.,  Aug.  15,  1913. 

1650  Beyer,  W.  and  Kleisschmidt,  H.  Antitoxin  in  Nervous  Phenom- 
ena of  Diphtheria.    Jahrb.  /.  Kinderh.,  Jan.,  1913. 

1651  Beyer,  W.  Diphtheria  Bacilli  in  the  Urine.  Muench.  vied. 
Wchnschr.,  Feb.  4,  1913. 

1652  BissELL,  W.'g.  Control  of  Diphtheria  in  Public  Schools.  Med. 
Kev.  0/  Rev.,  Dec.,  1913,  p.  72D. 

1653  Blanc.  Diphtheritic  Croup  in  a  Boy  of  19  Months;  Intubation; 
Retro-pharyngeal  Abscess;  Incision;  Pus;  Glottic  Edema;  Trache- 
otomy; Broncho-pneumonia;  Cure.  Rev.  med.  de  la  Suisse  rom... 
No.  2,  1913. 

1654  Braun,  W.  Prophylaxis  and  Early  Treatment  of  Diphtheria.  Deut. 
med.  Wchnschr.,  Feb.  6,  1913. 

1655  Brueckner,  J.  M.  Blood-pressure  in  Diphtheria.  Deut.  med. 
Wchnschr.,  Feb.  20,  1913. 

1656  Cakgin,  H.  M.  Case  of  Diphtheritic  Enteritis.  Lancet,  Jan.  4, 
1913. 

1657  Clark,  W.  F.  Profuse  Hemorrhage  in  Diphtheria.  Brit.  Med. 
Jour.,  Dec.  6.  1913,  p.  1484. 

*1658    CoNRADi,  E.     Diphtheria  Bacilli  in  Secretions  of  Nose  and  Throat 

in  Infants  with  Nutritional  Disturbances.  Muench.  med.  Wchnschr., 

March  11,  1913. 
1659    CoxRADi,  H.     Elective  Cultivation  of  Diphtheria  Bacilli.    Muer^cn. 

vied.  Wchnschr.,  May  20,  1913,  p.  1073. 
"*1660    Cbeutzfeldt,   G.   and   Koch,   R.    Changes   In   the   Hypophysis   In 

Diphtheria.     Virchoics  Arch.,  Vol.  223,  No.  1,  1913. 

1661  David,  I.  Diphtheritic  Paralysis.  Arch,  de  Med.  des  Enf.,  Feb., 
1913. 

1662  David,  O.  Acute  Primary  Diphtheritic  Pneumonia.  Muench.  med. 
Wchnschr.,  Oct.  21,  1913. 

1663  Delyannis,  K.  Prophylaxis  of  Diphtheria.  Wr.  klin.  Wchnschr., 
Aug.  28,  1913. 

1664  D'EspiNE.  Pseudo-diphtheria  baccilli  in  Middle-ear  Disease.  Rev. 
med.  de  la  Suisse  Rom.,  Jan.  20,  1913. 

1665  Deutshlaender.  Diphtheritic  Inflammation  of  the  Epithelium  and 
Subcutaneous  Connective  Tissue.  Deut.  Ztschr.  f.  Chir.,  Bd.  115, 
1913; 

1666  DicKiNso.N,  G.  A.  Terminal  Disinfection  in  Typhoid  Fever  and 
Diphtheria.     Can.  Lancet,  July,  1913,  p.  859. 

1667  Faroy,  G.  and  Loisead,  G.  Experimental  Production  of  Diphtheric 
False  Membranes.    Ann.  de  I'Institut  Pasteur,  April,  1913. 


DIPHTHERIA  AND  THYROID  GLAND.  317 

1668  Fbeifelo,    E.        Diphtheria    Bacilli    In    the    Urine.        Berl.    klin. 
Wchnschr.,  Sept.  22,  1913. 

1669  Gau.i.  p.  Glandular  Fever  or  Follicular  Diphtheria?  Oaz.  degli 
Osped.  e  delle  Clin.,  Vol.  34,  Noe.  151-155,  1913. 

1670  Gktikaxt.  Diphtheria  Epidemics  in  School-room.  Diut.  lutd. 
Wchnschr.,  Jan.  16.  1913. 

itiTl     Gi-E.sxY.    ConstltuenU   of   Diphtheria   Antitoxin.    Jour,    uf   Hyg., 
April,  1913,  p.  63. 
•1672     GoLDsTEi.N,  H.   I.     Sore  Throat  and   Diphtheria.     .V.  J.  Med.  Soc. 
Jour.,  Feb.,  1913. 
1073     GouoET,   A.     Chronic   Diphtheria   of   the   Air   Passages.     Ann.   de 
Med.  de  Vhir.  Inf.,   March  15,   1913. 
•1674     Gkkene,  J.   B.     Diagnosis  and   Treatment  of  Diphtheria.     Boston 
Med.  and   Surg.  Jour.,  June  19,   1913;    and   Ann.  of  Otol.,  Sept, 
1913,  p.  782. 

1675  Gri'nd.ma.n'n.  Bile  Culture  Medium  in  Bacteriologic  Diagnosis  of 
Diphtheria.     Bert.  klin.  Wchnschr.,  Dec.  8,  1913. 

1676  Haiix,  B.     Diphtheria  Immunity,    t'ortsvhr.  d.  Med.,  No.  8,  1913. 

1677  Haiihiehausen  and  Webth,  I.  Toxin  In  Blood  in  Diphtheria. 
ZUchr.  f.  Kindcrh.,  Vol.  7.  Nos.  1-2,  1913. 

1678  Haskins,  J.  B.  Goiter  and  Hyperthyroidism.  Tenn.  State  Med. 
Assn,  Jour.,  March,   1913. 

1679  HiGci.NS,  T.  S.  Diphtheria  Bacillus  and  Scarlatinal  Infection. 
Brit.  Jour,  of  Children's  Dis.,  Nov.,  1913,  p.  481. 

1680  HiSE,  T.  G.  M.  Biochemical  Reaction  of  Dlphtherla-llke  Organ- 
isms.   Jour,  of  Pathol,  and  Bactenol,  July,  1913. 

1681  Hock.  Diphtheritic  and  Ulcerative  Inflammation  of  Mucous  Mem- 
brane of  Mouth  of  Horse.     Vcter.  Jour.,  Sept.,  1913,  p.  430. 

1682  HiMi'HRiES,  S.  R.     Diphtheria.     Miss.  Med.  Monthly,  July,  1913. 

1683  I.NCI.AN.  Follicular  Tonsillitis  In  Diphtheria.  Prciisa  Med.  Hab., 
April  18,  1913. 

•;'^l     .I\CK,  W.  B.     Case  of  Cutaneous  niphlhcria      /{■'     ''"'     ■  •  ''>■'- 

ren's  Di».,  Oct,  1913. 
iMSo     JocH.MANN.  n      Prophylaxis  of  Diphtheria.     Mnl.  hlinik.  Junf  1j, 
1913. 

1686  Ki.Kix8cii.MiuT,  H.  Diphtheria  Antitoxin  Content  of  Human  Blood 
'serum.    Jahrb.  f.  Kindrrh..  Oct.,  1913. 

1687  Klinoeh,  R.  Prophylaxis  of  Diphtheria.  Corresp.Bl.  f.  .Schweizer 
Aerzte,  May  24,  1913.  p.  641. 

1688  KtE«TEii  and  W<n.a«HSFJ«,  P.  Examination  of  Bacterial  Flora  of 
the  .N'ose  with  Special  Reference  to  Presence  of  Diphtheria  Bacilli. 
Cnlrlhl.  f.  liiiktiriol.  Bd.  67,  Heft  5.  1913,  p.  3.")4. 

I  ^^'.l     Laiiberte,  J.  K     and  Taluma,  L.     Diphtheria.     .Wd.   TijAschr.  v. 

Qcnceak.,  Oct  4,  1913,  p.  1065. 
I*;!t0     I.KEDE.  W.  H.     Necropsy  Blood  Findings  in  Diphtheria,     /.tsrhi.  f. 

klin.  Med.,  Vol.  77,  Nos.  3-4.  1913. 
1891     Leehe,    W.    h.      Post-dlphtherlr    Hemiplegia.      '/Asrhr.    f     Kindrrh., 

Vol.  8.  No.  1,  1913. 
1692     I>Ewi.x,  L.      Neuritis   (.Veurolysis)    Acustica  Toxica   .w,.i   »  , ^.  = 

In  the  Associated  Oanglion  in  Diphtheria.    Zttchr.  f.  Ohrmh.,  Bd. 

r-   ■'  ••  "  ;,  rnn.  p.  i93. 


318  DIPHTHERIA  AND  THYROID  GLAND. 

leyS     LiNU,  S.  C.     A  Typical  Pharyngeal  Diphtheria.     Jour.  A.  iJ.  A.. 
May  10,  1913. 

1694  LiND,   S.   C.     Diphtheria   Carriers.     Cleveland   Med.   Jour.,   June. 
19ia. 

1695  LUNIN,  N.  I.     Diphtheria  Bacilli  in  Chronic  Carriers.     Pediatria, 
Vol.  4,  No.  3,  1913,  p.  173. 

1696  MA.N.N,   R.    H.   T.      Laryngeal    Diphtheria.     Ark.   Med.    Soc.   Jour., 
April,  1913. 

t697     Marki.  and  Poli.ak,  F.    Differentiation  of  Diphtheria  Bacilli.    Wr. 
klin.  Wchnschr.,  Oct.  2,  1913. 

1698     Makti.n,  a.  L.    and  Siiwukkd,  W.  A.     Management  of  the  Outbreak 
of  Diphtheria  in  the  Public  School   of  Highland   Park,  Va.     Va. 
Med.  Hemi-Monthly,  March  21,  1913,  p.  616. 
•1699     Menville,  L.  J.     Symptoms  and  Diagnosis  of  Diphtheria.     -V.  Or- 
leans Med.  and  Surg.  Jour.,  July,  1913. 

1700  •  MiLLEB.    Chronic  Nasal  Diphtheria.     South.  Med.  Jour.,  July,  1913. 

1701  MoNTEFUsco,  A.     Recurring   Diphtheria;    Three  Attacks   in    Eight 
Months.    Gaz.  degli  Osped.  e  delle  CUn.,  March  16,  1913. 

1702  Morgan,  E.    Diphtheria  Septicemia,  Report  of  Case.    Am.  Jour,  of 
Vis.  of  Children.  April,  1913. 

1703  Morgan,    H.    B.      Marasmus   and    Diphtheria.     Hospital,   June   21, 
1913,  p.  355. 

1704  MosNY.     Epidemic  of  Diphtheria  Traced  to  Bread  Supply.     Bull, 
de  VAcad.  de  Med.,  March  4,  1913,  p.  137. 

1705  MO.SS,  E.    Nasal  Diphtheria  In  Public  Schools.    A'eic  Orleans  Med. 
and  Surg.  Jour.,  April,  1913. 

1706  Mueller,   J.   E.     Tumors   Caused   by   Diphtheria   Bacillus.     Deut. 
Arch.  f.  klin.  Med.,  Vol.  109,  Nos.  5-6,  1913. 

1707  NicoLL,   M.   and  Wilcox,  H.   L.     Diphtheria  Frequently   a   Bacter- 
emia.    Am.  Jour,  of  Dis.  of  Child.,  July,  1913. 

1708  NoRDMAN.N,  O.    Clinical  Data  on  the  Diphtheria  Epidemic  of  Last 
Year.    Berl.  klin.  Wchnschr.,  No.  31,  1913. 

1709  Penkert.      Recurrent    Menstrual    Pharyngeal    and    Vulvar    Diph- 
theria.    Med.  Elinik,  No.  3,  1913. 

1710  Peilsico,  R.    Diphtheria  and  the  General  Practitioner.     Gaz.  degli 
Osped.,  Sept.  30,  1913,  p.  1223. 

1711  PoLLAK,  E.     Case  of  Diphtheria  Following  Piercing  of  the  Ears. 
Wr.  klin.  Wchnschr..  Aug.  7,  1913. 

tl712  Ptrcell,  C.  E.  Remarks  and  Results  on  Twenty  Cases  of  Laryn- 
geal Diphtheria  Requiring  Tracheotomy.  The  Laryngoscope,  Aug., 
1913,  p.  849. 

1713  Reh  and   Meroz.     Pseudo-diphtheria   Bacillus   in   Cases   of   Otitis 
Media.     Kev.  med.  de  la  Suisse  rom.,  Jan.,  1913. 

1714  Reiche,    F.     Appendicitis    Consecutive    to   Diphtheria:      Nineteen 
Cases.    Mitteil.  a.  d.  Grcnzgeb,  d.  Med.  u.  Chir..  Vol.  27,  No.  2,  1913. 

*1715     Reiche,  F.    Herpes  with  Diphtheria.    Med.  Klinik,  Aug.  31,  1913. 
1716    Reiche,  F.     Predisposition  a  Determining  Factor  in  Diphtheria. 

Med.  Klinik,  Aug.  17,  1913. 
17^7     Reiche,  F.     Re-lnfeCtion   with  Diphtheria.     Med.  Klinik.  Oct.   12, 
1913. 


riPHTHERIA  AND  THYROID  GLAND. 


319 


L 


ITIS  Ror.i.tisTo.N,  J.  D.  Diphtheria  of  the  Esophagus.  Bnt.  oour.  fhii- 
dren-g  Dis.,  Sept.,  1913,  p.  405. 

1719  RoLi-t.sTo.N,  J.   D.     Diphtheritic  Hemiplegia.     Clin.  Jour.,  April  9, 

1913. 

1720  RoM-KSTON.   .J.    1).      Diphtheritic   Paralysis.     Arcti.   of   .fed..   May. 

1913. 

1721  S.4N>oKi>,  A.  H.  Diphtheria  Bacillus  Carriers  Treated  with  Cul- 
tures or  Lactic  Add  Bacilli.    Med.  Rev.  of  Hev.,  Nov..  1913.  p.  676. 

1722  Sawykk,  H.  p.  Three  Unusual  Cases  of  Diphtheria  From  a  Car- 
rier.    Albany  Med.  Ann..  May,  1913,  p.  285. 

1723  StiUNZ,  F.  Prophylaxis  of  Diphtheria.  Mrd.  KUnik.  Feb.  23, 
1913. 

1724  SnivrrtNtKoii.  A.  Experimental  Research  on  Immunization 
Against   Diphtheria.     Wr.  klin.  M'chnschr.,  Sept  25,   1913. 

'1725     S<  iiKPi'KdRKi.L,  W.     Diphtheria  of  Ear  and  Na»o-pharynx.     A'.  Or- 
leans Med.  and  ffurg.  Jour.,  April,  1913. 
1726     Schick,    B.      Diphtheria    Toxin    Skin    Reaction.      Muench.    med. 
Wchnschr..  Nov.  25,  1913. 

"1727     S<!i.Mii)T,  A.    Chronic  Diphtheritic  Infection  of  the  Lungs  in  Wo- 
man of  62.     Muenrh.   med.   Wchnschr.,  Jan.  7.   1913. 

1728  StiioKNK,  C.  Diphtheria  Antitoxin  in  Blood  Serum  of  Patients  to 
whom  It  was  Administered  and  Discussion  of  Proper  Dosage. 
Ucut.  med.  Wchnschr..  Feb.  20,  1913,  p.  356. 

1729  SciioE.NE,  C.  Experimental  Research  on  Intra-venous  Dosage  of 
Diphtheria  Antitoxin.  Deut.  Arch.  f.  klin.  Med.,  Vol.  110,  Xos.  3-4, 
1913. 

17:!0     S<ini.z,   F.  C.   R.     Bile  Culture   Medium   for   Diphtheria   Bacilli. 

Ueut.  med.  Wchnschr.,  Nov.  6,  1913. 
I7;u     ScHi'KKMAN.N,  W.  and  Hajos,  E.     Improved  Technic  for  Diagnosis 

of  Diphtheria.     Deut.   med.   Wchnschr.,  April  17.   1913. 
17,f2     Skkman.n,   W.    H.     Control   of   Diphtheria.     N.   Orleans   Med.   and 

Hurg.  ./our.,  April,  1913,  p.  697. 
I7:i3     Skydki,,  C).     Inflammations  of  the  Throat  and  Diphtheria  in  the 

School.    Xtiehr.  f.  Behulgesundheitspflege,  No.  7,  1913. 
17: 1     Smith,  C.  A.    Some  Observations  After  Inspection  of  22.000  School 

Children  for  Two  Consecutive  Years.    Atla.  Jour.-Rec.  of  i/crf.,  Jan., 

1913. 
I7.!5     SoM.Miairr.i.i>.  P.    Distribution  of  Diphtheria  In  the  Heart-blood  and 

In  the  Organs.    Arch.  f.  Kinderh.,  Bd.  60-61,  1913. 
17:!«     SpiRKi.   W.     Family    Pre-diBpoeltion   or    Imminlty    to    Diphtheria. 

<'orresp.-Ui.  f.  Schireiter  Aertte,  Vol.  43,  Nos.  45-47,  1913. 
:;:     s/m.  kid.     MIddlo-oar  Suppuration  Caused   by   Diphtheria  Bacilli. 

/■     !•  una.  So.  27,  1913. 
I7:ix     TiAorr,  O.     Experiments   Bearing  on   Droplet  Infection   In   Diph- 
theria.   Jour.  Infec.  Dis.,  .May,  1913. 

iKMMi.i.  S.  BacterioloKic  Diagnosis  of  Diphtheria.  Med.  Obotrienie, 

Vol.  79.  No.  2,  191  ' 

I    III     TowxMK.Mi,    W    w  ..diphtheria   OrganlKm    In    ih.     rrlii.iiy 

Tract.    Jour.  .1  \ov.  1,  1913,  p.  1605. 


320  DIPHTHERIA  AND  THYROID  GLAND. 

•1741  Tylecote,  F.  E.  Diphtheria  of  Stomach  and  Diphtherial  Onychia. 
Brit.  Jour.  Children's  Dis.,  May,  1913. 

1742  Van  Be.mmel,  C.  Case  of  Dlphtherltls  Larvaia.  A<</.  Tijdachr.  r. 
Ueneesk.,  Vol.  1,  No.  11,  1913,  p.  534. 

1743  Va.n  m:  Vhede,  J.  Direct  Diagnosis  of  Diphtheria  by  Bacterio- 
sooplc  Methods.     Oa.  Med.  Assn.  Jour.,  June,  1913. 

1744  VoN  Dkioalski  and  Bierast.  Detection  of  Diphtheria  Bacilli  and 
Its  Practical  Significance.  Dcut.  med.  Wchnschr.,  .\o.  26,  1913,  p. 
1237. 

1745  Von  Gekloczy,  S.  Serotherapy  in  Diphtheria  at  Budapest 
Virchows  Arch.,  Vol.  223,  Nos.  2-3,  1913. 

1746  Wagner,  H.  L.  Seat  of  Latent  Diphtheria  In  Upper  Air  Pasages. 
Trans.  Am.  L.  Assn.,  1913,  p.  222. 

1747  WiENEu,  K.  G.  Use  of  Bouillon  Culture  of  Staphylococcus  Pyogenes 
Aureus  in  Diphtheria  Convalescents  and  Bacillus  Carriers.  N.  V. 
tState  Jour,  of  Med..  Feb.,  1913. 

1748  Wolff,  S.  Post-diphtheric  Facial  Paralysis;  Recovery  Under  Anti- 
toxin.   JahrJ).  f.  Kinderh.,  Feb.,  1913. 

1749  WoMH^i,  W.  A.  Results  of  Staphylococcus  Spray  Treatment  In  42 
Cases  of  Diphtheria  Carriers.  Jour.  A.  M.  A.,  Dec.  27,  1913,  p. 
2293. 

1750  Woou,  H.  B.  Lactic-acid  Bacillus  Spray  for  Diphtheria.  Jour.  A. 
M.  A.,  Aug.  9,  1913,  p.  392. 

1751  Woodruff,  C.  E.  Curing  Diphtheria  Carriers  with  Staphylococci. 
Am.  Medicine,  June,  1913,  p.  442. 

1752  Wright,  F.  L.  Results  of  Schloetz  Method  of  Ridding  Diphtheria 
Cases  and  Carriers  of  Diphtheria  Bacilli  in  the  State  Agricultural 
and  Industrial  School.    Jour.  A.  M.  A.,  July  5,  1913,  p.  26. 

1753  Zangemeister,  W.  Vaccination  Against  Diphtheria.  Deut,  med. 
Wchnschr.,  May  22,  1913,  p.  977. 

1754  ZuiXEG,  J.  Wound  Diphtheria  and  Diphtheroid.  Beitr.  z.  klin. 
Vhir.,  Jan.,  1913. 

Thyroid  Gland. 

1755  Alurich,  T.  B.  lodin  Content  of  the  Small,  Medium  and  Large 
Thyroid  Glands  of  Sheep,  Beef  and  Hogs.  Eighth  Intern.  Cong,  of 
Applied  Chem.,  Vol.  XIX,  1913. 

1756  AsHBY,  H.  T.  Case  of  Sub-acute  Exophthalmic  Goiter  in  a  Child. 
Med.  Chronicle,  Nov.,  1913,  p.  113. 

1757  AsKENSTEDT,  L.  B.  Influence  of  Thyroid  Gland  in  Nervous  Con- 
ditions.    Med.  Century,  Oct.,  1913,  p.  294. 

1758  AuBERTiN,  C.  and  Pascano,  A.  Lesions  in  the  Thyroid  with  Chronic 
Rheumatism.    Presse  Med.,  Sept  27,  1913,  p.  785. 

1759  AuRiVEZ,  F.  Chronic  Hypo-thyroid.  Hertoghe's  Symptom-Complex. 
Le  Scapel,  Jan.  19,  1913. 

1760  Baixbridge,  W.  B.  Question  of  Anesthesia  In  Goiter  Operations. 
Ann.  of  Surg.,  Dec,  1913,  p.  939. 

1761  Bauer,  J.  Destructive  Ferments  in  Serum  From  Endemic  Goiter. 
Wr.  med.  Wchnschr.,  Vol.  26,  1913,  p.  607. 


DIPHTHERIA  AND  THYROID  GLAND. 


321 


1762  Baikii,  J.  and  IIklm,  F.  Roentgenoscopy  of  the  Heart  in  Exoph- 
thalmic Goiter.    Deut.  Arch.  f.  kUn.  Med.,  Vol.  109,  Nos.  1-2,  1913. 

iTtia  BAtKK,  J.  Sero-dlagnosls  of  Goiter.  Wr.  Hi».  Wchnschr.,  April  17, 
1913,  p.  605. 

17ti4     Balkk,  J.     Thyroid  Disease.     Mfd.  Klinik,  May  20,  1913. 

17G5  Bekdin.  Case  of  Suffocating  Struma  in  the  New-born.  Loire  med.. 
No.  10,  1913. 

ITiJt;  Bii-AXciONi,  G.  Headache  of  Thyroid  (IriLMii.  I'ohilin.,  March  23. 
1913,  p.  401. 
•17<;7  Bi.ACKFoiiD.  J.  M.  and  Sa.nkokd,  A.  H.  Demonstration  of  a  De- 
pressor Substance  in  the  Serum  of  the  Blood  of  Patients  Affected 
with  Exophthalmic  Goiter.  Aw.  /'  "  Med.  Sci.,  Dec,  1913,  p. 
796. 

I7t;s  Blackford,  J.-  M.  and  Saxford,  A.  H.  Results  of  Intra-venous  In- 
jections of  Extracts  of  Goiter  on  Blood  Pressure  in  the  Dog.  Mfd. 
Hcc,  Aug.  30,  1913,  p.  378. 

17';;»  Bi.AiKr.,  K.  and  Rkkh,  A.  Experimental  Production  of  Goiter. 
Heiir.  z.  kiln.  Chir.,  March,  1913,  p.  225. 

17711  Blojii.  C.  E.  Dwarf  Growth  and  Myxedema.  (Dvergvekst  og 
myxodedem.)     Ugeskr.  /.  Lcger,  July  31,  1913,  p.  1291. 

1771  BotcH,  E.  Modifications  of  the  Thyroid  Body  in  Hereditary  Syph- 
ilis.   Houssy  Vriitch,  Jan.  5,  1913. 

1772  Bkeit.vkr,  n.  Goiter.  MittcH.  a.  d.  Orenz.  d.  Med.  u.  Vhir.  lid.  2.">. 
No.  n,  I9i:!. 

177.1     Bkemzeu,    a.    G.     Varieties   and    Pathology    of   Goiter,      rhnrl'itt'- 

.tied.  Jour.,  Jan.,  1913,  p.  1. 
177  1     Hi:(>u  \     n     W      Exophthalmic    Goiter.    Aj/.    .l/<'(/.    ■lour..    July    1. 

i;m:;. 
177".     HicKK,  H.  A.     Surgical  Treatment  of  Exophthalmic  Goiter.     Can. 

Mid    ,!«.«».  Joiir..  Jan.,  191.''.,  n    1 
177';     I'.Ki  ~ii.    i;.   N.  and  Corseli..  Case  of  Myxedema  with   Re- 

rovery    jin'     "  "  '>  ;in-    Notes.     Arch,    of   Int..    .Mrl, 

May,  191;: 
1777     BrcKi.EY.     H.vpel'lliyroidlttni    ami     ili.      Ni  r\  >  :^     System.         \       V 

Mr,i.  .lour..  Dec.  6,  1913,  p.  1112. 
177V     Cmmii     W.  and   Bayer,  R.    Thymus  and  Thyroid   in  Their  Rc- 

ciprotal    Relation    to    Rxnphtli.Tlmtf   fJoUrr.     lU-ifr,    i     l:lin.    ch  r , 

Sept..  1913. 
I77'.i     CiiAnEtt,   A.     Results  of   Surgical    Intervention    Lpon   the   Cervical 

Sympathctli     in    Il:i>i.(lnwV    r)i«ease    After    ttio    Method    of    Prof. 

Jaboulay  !!»13,  p.  1. 

Ct.ARK,  H.  t;.  and  F.ui.Mi.i;.  A.  G.     Case  of  CouKenltal  Cyst  of  Thy- 
roid In  Child  Aged  1  Yrnr.  Pmdnrlnc  Death  by  .\sphyxlatlon.  .1'". 

./'."',    I>,s.   of  CKil 

17M  Ckii.k,  (t.  W.  Pres<ni<i!iy  i  oncptions  of  Pathologic  Physiology 
of  Exophthalmic  Goiter  from  Surgeon's  Viewpoint.  Ch'vPnid 
Mrd.  Jour.,  Jan..  1913. 

17V'  ("HOfTOS.  W.  M  Tu..  (•..„,..  ,.,  1  ,.i.,,„,  i,,id  ii,  laf.-eiioii  rr.ai-d 
with  Vaccine  Nov.  22.  1913,  p.  1373. 


322  DIPHTHERIA  AND  THYROID  GLAND. 

1783  Cbo.nk,  F.  Y.  Pathologic  Thyroid  Gland  and  Its  Treatment.  Okla. 
State  Med.  Assn.  Jour.,  Nov.,  1913,  p.  229. 

1784  Ckotti,  a.  Roentgen-ray  In  Intra-thoraclc  Goiter  and  Thymus 
Hyperplasia.    Jour.  A.  M.  A.,  Jan.  11,  1913,  p.  117. 

1785  Ckowtheh,  C.    Aberrant  Goiter.    Rif.  Med.,  March  1,  1913. 

1786  Davidson,  B.  Thirty-three  Cases  of  Thyroid  Disease.  Med.  Rec, 
Dec.  20,  1913,  p.  1113. 

1787  Davis,  E.  P.  Thyroid  Disease  Complicating  Pregnancy  and  Par- 
turition.    Bull.  Lying-in  Hosp.  of  N.  Y.,  Oct.,  1913,  p.  176. 

1788  D.vviso.x,  R.  E.  Surgical  Aspects  of  Grave's  Disease.  A'.  Y.  Med. 
Jour.,  Nov.  29,  1913,  p.  1065. 

1789  De  Castko,  A.  Simultaneous  Disease  of  Thyroid,  Testicles  and 
Hypophysis.    Braz.-Med.,  March  1,  1913,  p.  81. 

1790  De  Crignis,  R.  Study  of  Metastatic,  Apparently  Benign  Strumata. 
Frankfurt.   '/A.  f.  Pathol,  Vol.  13,  1913,  p.  88. 

1791  DiETEBLE,  T.;  HiKscjiKELD,  L.  and  Ki.inger,  R.  Endemic  Goiter. 
Mtiench.  med.  Wclinschr.,  Aug.  19,  1913;  and  Arch.  f.  Hygiene, 
Vol.   81,  1913,  p.  129. 

1792  DuFONT,  P.  Basedow's  Disease.  Intra-glandular  Enucleation.  Im- 
mediately Great  Improvement.     Lyon  Med.,  Aug.  31,  1913. 

1793  DuMONT.  Forme  Fruste  of  Basedow's  Disease.  La  PolicHn., 
March  19,  1913. 

1794  DuToiT.  Thyroid  Tuberculosis.  Deut.  med.  Wchnschr.,  No.  10, 
1913,  p.  466. 

1795  Dynkin,  a.  L.  Post-dlphtherltic  Cerebral  Paralysis.  Jahrb.  1. 
Kinderh.,  Vol.  78,  Sup.  No.,  1913. 

1796  Edmunds,  W.  Thyroid.  Jotir.  of  Pathol,  and  Bacterial.,  July, 
1913. 

1797  Elliott,  J.  B.  Heart  In  Diphtheria.  A'.  Orleans  Med.  and  Surg. 
Jour.,  April,  1913. 

1798  Essenson,  S.  J.  Exophthalmic  Goiter;  Report  of  a  Case.  N.  Y. 
Med.  Jour.,  July  12,  1913,  p.  80. 

1799  F.\RKANT,  R.  Hyperthyroidism;  Its  Experimental  Production  In 
Animals.     Brit.  Med.  Jour.,  Nov.  22,  1913,  p.  1363. 

1800  Farrant,  R.  Relation  of  Thyroid  to  Antitoxin.  Lancet,  Dec.  27, 
1913. 

1801  Favre,  M.  and  Savy,  P.  Syphilis  of  the  Thyroid.  Lyon  Chir.. 
May,  1913. 

1802  Fenger,  F.  lodin  and  Phosphorus  Contents,  Size  and  Physiologio 
Activity  of  Fetal  Thyroid.    Jour.  Biol.  Chem.,  May,  1913. 

1803  Fernandez,  F.  M.  Thyroid  Glandula  In.  Infancy.  Cron.  Med. 
Quir.  de  la  Hab.,  Aug.  1,  1913,  p.  403. 

1804  FuNKE.  Acute  Grave's  Disease.  Zntrlbl.  f.  inn.  Med.,  Vol.  34 
1913,  p.  705. 

1805  Gali,  G.  Abscess  in  Thyroid  with  Pure  Cultures  of  Typhoid 
Bacilli  21  Years  After  Typhoid  and  Followed  by  Acute  Exophthal- 
mic Goiter.     Bent.  Med.  Wchnschr.,  July  3,  1913. 

1806  Gam.  G.  Strumitle  Post-typhosa  Apostematosa  Tarda  and  Sec- 
ondary Basedow's  Disaase.  Deut.  med.  Wchnschr..  No.  27,  191S, 
p.  1302. 


1807 
1S08 
1809 
ISIO 


DIPHTHERIA  AND  THYROID  CI„\ND.  323 

GAsiAi.li,  P.     Basedow's  Syndrome  and  Diabetes.    Bull.  Med.,  Vol. 

27,  1913,  p.  683. 

Gkeenwald,    I.       Further    Metabolism    Experiments   on    Para-thy- 

roidectomized  Dogs.    Jour.  Biol.  Vhem.,  May,  1913. 

GKKK.NWAi.D,  1.     Phosphorus  Content  of  Blood  of  Normal  and  Para- 

thyroidestomized  Dogs.    Jour.  Biol.  Chem.,  May,  1913. 

Greoor,  K.  Z.     Thyroid   in  Scarlet  Fever.     (Izmienenia  Shtchlt> 

vldnoi  zhelezl  prl  skarlatinie  u  dletei.)     Pediatria,  Vol.  4,  No.  4, 

1913,  p.  257. 

1811  Grobek.  J.  A.     Spontaneous  Recovery  from  Exophthalmic  Goiter. 
iluench.  med.  Wc/instftr.,  Jan.  7,  1913. 

1812  Hae.nel,  H.    Tetany  After  Strumectomy.       Med.  Klinik,  No.   15, 
1913. 

1813  Halbkrt,  H.  V.    Grave's  Disease.    A  Review.    Med.  Century,  May, 
1913,  p.  134. 

1814  Hali-ervoroen,  J.     Exophthalmic  Goiter.     'I'her.  d.  Oegenw.,  July- 
Aug..  1913. 

im:,     Hai.pe.nsy,  J.    Thyroid  and  Parathyroid  Problem.    Surg.,  Oynecol. 

iind  Obttetr.,  June,  1913,  p.  595. 
ISlti     Hamh.ton.  W.  D.     Observations  on  103  Consecutive  Operations  on 

Thyroid,     ^a.  Med.  Jour.,  Feb.,  1913. 
1817     HKi-BiNii.     Goiter.     Eclectic  Med.  Jour.,  Aug.,  1913,  p.  390. 
1S18    Hemmeter,  J.  C.     Hyperthyroidosis  of  Intestinal  Origin.    Jour.  A. 

M.  A.,  Dec.  13,  1913,  p.  2145. 
Ihl9     Hesse,    E.     Relation    of    Epidemic    Goiter   and      Radio-activity    of 

Drinking  Water.     Deut.  Arch.  f.  klin.  Med.,  April  17,  1913,  p.  378. 
1S20     IliM.KK,  H.  C.     Removal  of  the  Thyroid  Gland.  Australasian  Med. 

Oaz.,  Jan.  25,  1913,  p.  73. 
1821     HowLE,  W.  C.     Endemic  Goiter.     Australaiian  Med.  Qaz.,  April  12, 

1913,  p.  327. 
i^ri     Iszt.o.NDRKi,   J.    OoUer-heart   in   the   Light  of   Modern   Research. 

DlRserUtlon-Berlin.  1913. 
I'l;:!     iNEii.sK.N.   T.     ParathjToid   Glands   with   Ordinary   and   Exophthal- 
mic Goiter     Arch,  intern,  de  Chir.,  Vol.  6,  No.  2,  1913. 
1))'.'4     Jaboulav.     Cystic  r.niter      /fee.   intern,  tic  Med.  rt  de  Chir.,  Vol. 

24,  1913,  p.  151. 
1S25     Jacobsos,  J.  H.     Thyrogcnic  origin  of  Exoi)hihaliiiii-  (iolter.  .inn 

of  Surg.,  March.  1913. 
!s26     JoSEs,  A.   P.  and  Tatum,  A.   L.     Demonstration  of  Variations  in 

Thyroid    Colloid    in    Conditions    of    Hyp<?r-    and    Hypothyroidism. 

Arch,  of  Intern.  Med.,  Aug.,  1913. 
ISIT    Jones,  E.  O.    Fortr-«ight  Cases  of  Goiter.       South,   .i/cd.  Jour.. 

April,   1913. 
1S18    JoMrs,  E.  O.    SytAptoms  of  Ootter.    South.  Ued.  Jour.,  Sept.,  1913. 
1X29    JoSES,  E.  O.    Method  of  Controlling  Hemorrhage  In  Thyroidec- 
tomy.    Surg.,  Oynccol.  and  Obttetr.,  Nov.,  1913,   p.   642. 

lUd     JoxES,  H.   P.     Medical  AspecU  of  E>zophthalmic  Goiter.       .V.   Or- 
leant  Med    '?"■'   ^'irg,  jour..  Nov     I'"!'' 


324  DIPHTHERIA  AND  THYROID  GLAND. 

1831  Klomxgei!.     Thyroid  Extract  In  Adipositas  Dolorosa.     Berl.  klin. 

Wchnachr.,  July  21,  1913. 

1832  Koch,  F.  C.  Nature  of  lodln-containing  Complex  In  Thyreo-elob- 
ulin.    Jour,  of  Biol.  Chem.,  March,  1913. 

1833  Koch,  W.  F.  Toxic  Bases  in  Urine  of  Parathyroidectomi/.i-(i  uogb. 
Jour.  Biol.  Chem.,  July,  1913. 

1834  KoTZK.NBEitt;,  VV.     Thyroid  Implants.     Med.  KUiiik,  March  23,  1913. 

1835  Kn.\SNOGOHSKi,  N.  Structure  of  Congenital  Goiters.  VirLhows 
Arch.,  Vol.  223,  No.  1,  1913. 

1836  Kraus,  E.  J.  Concretions  in  the  Thyroid.  Virchous  Ar'h..  .lune, 
1913. 

1837  Kraus,  F.  Pathology  of  the  Thyroids,  the  Parathyroids  and  Hypo- 
physis Cerebri  and  Their  Reciprocal  Action.  Drut.  mvil.  Wchnachr.. 
Oct.  9,  1913. 

1838  Ki;hx,  E.  Frequency  of  Slight  Cases  of  Exophthalmic  Goiter  and 
Favorable  Influence  of  Proper  Climatic  Conditions.  Med.  Klinik. 
Nos.  21  and  22,  1913. 

1839  KuTscHEKA,  A.  Arguments  Against  the  Drinking-water  Origin  of 
Goiter.    Miiench.  mcd.  Wrhnschr..  Feb.  2.5,  1913,  p.  393. 

•1840  Lami'k,  a.  E.  and  FicHS,  R.  Abderhalden's  Test  in  Disease  of 
the  Thyroid.     Muench.   med.  Wchnschr.,   Sept.  30,  1913. 

1841  Lampk,  A.  B.  Exophthalmic  Goiter  and  the  Genital  Organs. 
Monatshr.  f.  Geburtsh.  u.  Oynekol,  July,  1913. 

1842  Landivar.  Echinococcic  Cyst  of  the  Thyroid.  Hev.  de  la  Soc- 
med.  Argentina,  April,  1913. 

1843  La.xg.mkad,  F.  Relationship  of  Thyroid  to  Alimentary  Toxemi; . 
Lancet,  May  17,  1913. 

1844  Laukenti,  T.  Echinococcus  Cysts  in  the  Thyroid  Glands,  aai 
med.  di  Homa,  Vol,  39,  1913,  p.  340. 

1845  Lai'Teir,  H.     Basedow's  Disease.     Pror.  Med.,  Vol.  26,  1913,  p.  23J. 

1846  Le.mas.\.  I.  I.  Medical  Aspects  of  Goiter.  Interstate  Med.  Jour.. 
Aug.,  1913,  p.   717. 

1847  Lenokmant,  C.  Goiter  and  the  Parathyroids.  Presse  med.,  Feb. 
22,  1913. 

1848  Levis,  H.  J.  Case  of  Exophthalmic  Goiter  Apparently  of  Syph- 
ilitic Etiology,     lour.  A.  M.  A..  Nov.  1,  1913,  p.  1620. 

1849  Lewi,  W.  G.  Exophthalmic  Goiter  and  Perverted  Thyroid  Seen- 
tlon  and  Their  Treatment  with  High  Frequency  Electricity.  .1/- 
bany  Med.  Ann.,  Feb.,  1913,  p.  63. 

1850  LiEBAiLT.  Cystic  Goiter  with  Aspect  of  Thyroid-neoplasm.  Jour, 
de  Med.  de  Bordeaux.  Sept.  28,  1913. 

1851  LiEBAui.T.  Cystic  Tumor  of  the  Thyroid  Body.  Gaz.  hebd  drx. 
iSci.   med.  de  Bordeaux,  Aug.  24,  1913. 

1852  Lindsay,  K.  Nursing  Management  of  Exophthalmic  Goiter. 
Trained  Nurse,  June,  1913,  p.  343. 

1853  LixDT,  W.  Case  of  Strauma  Baseos  Linguae.  Ztschr.  f.  Laryngol.. 
Bd.  6,  Heft  5,  1913,  p.  759. 

1854  MAtC.vRTY.  W  C.  Goiter  and  Its  Relation  to  Its  Structural  and 
Physiological  Units.  n'"'v,  j;.,,,,,,,;.  and  Obstctr..  April.  19i:i.  i; 
406. 


KIN   AMi  THYROID  GLAND. 


325 


!S55     MacL.mki.n,   C.     Exophthalmic   Goiter;    A   Study   of   Last   Years 

Work.     Australasian  Hed.  Oaz.,  April   12,  1913.  p.  325. 
1856     M.\Ri.Mo.N.     J.       Nature     of     Exophthalmic     Goiter.       Bet  I.     klin 

Wchnschr.  July  14,  1913. 
iv.,7     .\Uki.\k.  D.     Benign  Epithelial  Tumors  of  Thyroid.     Jour,  of  M<<1. 

Research,  Jan.,  1913,  p.  229. 
.s,J8     M.Mii.sK.    U.      Evolution    of    Thyroid.      Bull.    Johns    Uopk.    Ilo.  i-.. 

May,  1913,  p.  267. 
l^",9     .Maki.nk,   D.  and   Joh>so.\.   A.   A.     Experimental   Observat'oiii-   on 

Effect  of  Administration  of  lodln  in  Three  Cases  of  Thyroid  Car 

clnoma  (201  Canine).    Arch,  of  Intern.  Med.,  March  15,  191:'. 
>i;o     .Maim.vk,  U.    Metamorphosis  of  Endostyle  (Thyroid)  of  Ammocete.^ 

Branchlalis   (Larval  Landlocked  Petromyzon  Marinus  Jordan)   or 

Fetromzon  Uorsatus   (Wilder).    Jour.  Experim.  Med.,  April    191^'. 
^i;i     Mai.ixi:.    D.      Thyroid    in    Us    Relation    to    Exophthalmic    Clciter 

Clereland  Med.  Jour..  Jan.,  1913. 
•1862     Makkok.  J.  W.     Thyroid  and   Ite  Relation  to  Pregnancy  and  the 

Puerperal  State.    Bull  Lying-in  Hosp.  of  .V.  Y.,  Oct,  1913,  p.  153. 
1863     Makkok,   J.    W.   and    WiNd,    L.    W.     Thyroid    in    Pregnancy.     Bull. 

Lymy-in  Hosp.  of  City  of  .Y.  V..  June,  1913. 
istjl     .Maksiiai.i..    F.    B.      Hyperthyroidism,    Us    Medical    and    Surgical 

Treatment.     Mich.  State  Med.  8oc.  Jour.,  July,  1913. 
•S65     Maiitix,   p.   F.     Thyroidism  and  Clinical  Significance  of  Its   Per- 
versions.    Ind.  State  Med.  Assn.  Jour.,  April,  1913. 
1866     Makti.m.  E.     Participation  of  Thyroid  in  General  Diseases,     tiev. 

de  Chir..  Feb.  10,  1913. 
;  ^t'.7     Mass.mjlia.     Relationship  Between  Eclampsia  and  Tetany  During 

Pregnancy  as  a  Result  of  Experimental  Parathyroid  Insufficiency. 

Cntrlbl.  f.  allgem.  Pathol,  July,  1913. 
IstiS     Matciiavariax,    a.      Blood-study    in    Various    Forms    of    Goiter. 

Itoussky    Vralrh..   Aug.   3,   1913. 

1869  .Maxwki.1.,  L.  K.     Exophthalmic  Goiter.  Jour.  .lin.  Instil,  of  Homeo- 
path., May.  1913,  p.  1157. 

1870  Mayo,  C.  H.    Goiter,    til  Med.  Jour.,  Feb.,  1913,  p.  125. 

I  ^71      Mayo,  C.   H.     Goiter.     Relation   of   Its  Symptoms   and    Pathology. 

.V.  IV.  Med.,  Dec..  1913. 
'^I'i     McCaiiiiisox,    R.      Etiology   of   Endemic   Goiter.      Lancet.    .Ian.    IS- 

Feb.   8-25,   1913. 
1^73     Mc<JiiRK.  8.    Hyperthyroidism  and  Its  Treatment.     Va.  Med.  8emi- 

Monlhly,  Junt'    ■"     "'■".   p.   105;    and   t'harXottr  Med.  Jour..  July. 

1913,  p.  10. 

1^7  1     M<  KiHA<  K,    H.    L.       Atypical    Exophthalmic   Goiter.       Brtt.   Med. 
lour..  Feb.  1,  1913,  p.  209. 

\Ic  Nabb,  C.  p.     Influence  of  Metabolism  of  Thyroid  and  Parathy- 
roid (Stands.     Charlotte  Med.  Jour.,  Sept.,  1913.  p.  154. 

'  ■   '■     MF.vfii.  A.     Nature  of   .\f.<'>';i!iH..  tm-xt-  <^<  Th..,.,,i,i        y,..     i.^,,r 
'•f  Insanity,  Jan.,  1)>13. 

\I^:v^.l^H^•RI.IMA^x  and  Os-wai-h,  A.     Cancer  of  the  Thyroid.     '  ■• 
•  tpHl  f.  itchu'izer  Aerzte,  Vol.  43.  1913. 


326  DIPHTHERIA  AND  THYROID  GLAND. 

1878  Mkykrs,  M.  a.  ("oncoming  Thyroidectomy.  Trained  Xurse,  Sept., 
1913,  p.  15*;. 

1879  Mii.LioM,  L.  Association  of  Acromegaly  and  Myxedema.  Ril. 
Med.,  Oct.  11,  1913. 

1880  Mour,  T.  Appearance  of  Tliyreo-toxlc  Symptoms  in  Tumor  Metas- 
tasis of  the  Thyroid.    Frankf.  Zt.  f.  Pathol,  No.  1,  1913,  p.  2. 

1881  Murray,  F.  N.  Exophthalmic  Goiter  and  Idiopathic  Epilepsy  Suc- 
cessfully Treated  by  a  New  Method  with  a  Clinical  Report  of  a 
Case.    Med.  Sum.,  Dec,  1913,  p.  300. 

1882  Naegelsbach,  E.  Blood-picture  with  Goiter;  Influence  of  Strumec- 
tomy.     Beitr.  z.  kliii.  Chir.,  April,  1913. 

1883  OciisxER,  A.  J.  Diseases  of  the  Thyroid  Gland  Viewed  From  the 
Standpoint  of  the  Surgeon.  Can.  Med.  Assn.  Jonr..  Nov.,  1913,  p. 
965. 

1884  Oehlek,  J.  Histology  of  the  Thyroid  in  Exophthalmic  Goiter. 
Beitr.  z.  klin.  Chir.,  Feb.,  1913. 

1885  Osborne.  Some  Common  Types  of  Hyposecretion  of  the  Thyroid. 
Monthly  Cyclop,  and  Med.  Bull,  May,  1913. 

1886  Oswald,  A.  The  Thyroid.  Corresp.-Bl.  /.  Schweiz.  Aerzte,  May 
31,  1913,  p.  673. 

1887  Ott,  I.  and  Scott,  J.  C.  Effect  of  Animal  Extracts  and  lodin 
Upon  Volume  of  Thyroid  Gland.     Thcr.  Gaz..  Nov.,  1913,  p.  781. 

1888  Outekbkidge,  G.  W.  Thyroid  Tissue  Tumors  of  Ovary;  Report  of 
Case.     Am.  Jour,  o/  Obstetr.,  Dec,  1913. 

1889  Pampebl,  R.  Functional  Disturbances  in  Neighboring  Organs  Af- 
ter Operation  for  Goiter.    Beitr.  z.  klin.  Chir.,  Oct,  1913. 

1890  Paschoud,  H.     Grafts  of  Thyroid  Tissue.     Lyon  Cnir..  Dec,  1913. 
*1S91     Pearson.     Pole  Ligation  for  Hyperthyroidism.     Dublin  Jour.  Med. 

Sci.,  July,  1913. 

1892  Pekn,  S.  Congenital  Abnormalities  of  the  Thyroid  Gland.  Aus- 
tralian Med.  Jour.,  June  31,  1913. 

1893  PETRorF,  N.  Radical  Operation  for  Goiter  in  a  Woman  7  Montns 
Pregnant.     Roussky  V)-atch,  Oct.  5,  1913. 

1894  PiDCOcK,  J.  W.  Goiter  as  It  Exists  in  Weber  County.  K.  W.  Med., 
Jan.,  1913. 

1895  Plummer,  H.  S.  Clinical  and  Pathologic  Relationships  of  Hyper- 
plastic and  Non-hyperplastic  Goiter.  Jour.  A.  M.  A.,  Aug.  30,  1913, 
p.  650. 

1896  Plummer,  H.  S.  Clinical  and  Pathological  Relationship  of  Simple 
and  Exophthalmic  Goiter.    Am.  Jour.  Med.  Sci.,  Dec,  1913,  p.  790. 

1897  Poensgen,  F.  Reciprocal  Relations  Between  Thymus,  Thyroid  and 
Lymphatic  System.     Med.  Klinik,  Sept.  14,  1913. 

1898  PoGcio.  Parathyroid  Insufficiency  and  Thyroid  Transplantation. 
Ret),  crit.  di.  Clin,  med.,  Dec.  6,  1913. 

1899  PoLLAO,  S.  Tuberculosis  of  the  Thyroid.  Beitr.  z.  Klin.  d.  Tub.. 
Vol.  27,  No.  2,  1913. 

1900  Porter,  M.  P.  Co-existing  Infection  and  Sarcoma  of  Thyroid.  Ann. 
of  Surg.,  April,  1913. 

1901  Porter,  M.  F.  Some  Embryologic,  Anatomic,  Histologic  and  Clin- 
ical Facts  Concerning  Thyroid  with  Suggestions  as  to  Practical 
Application.    Mich.  State  Med.  Soc.  Jour.,  Feb.,  1913. 


DIPHTHERIA  AND  THYROID  GLAND. 


327 


1902  Pbisceteau  and  Bousqiet.  Fracture  of  the  Thyroid  Cartilage. 
Oaz.  hebd.  de  Sci.  mid.  de  Bordeaux,  June  8,  1913. 

1903  Reckzeh,  p.  Behavior  of  Blood  After  Thyroidectomy.  Deut.  med. 
Wchnschr.,  July  IT,  1913. 

1904  Rekii,  a.  and  Bl.\uei..  Influence  on  the  Thyroid  of  Artiflcial 
Stenosis  of  the  Trachea.     Beitr.  z.  klin.  Vhir..  Jan..  1913,  p.  475. 

1905  RE.NS1E.  Myasthenia  Gravis  with  Exophthalmic  Goiter.  Rev.  of 
Neurol,  and  Psych.,  Sept.,  1913. 

19yB  RiuiEKKE,  F.  Periodic  Hydrarthrosis  and  Thyroid  Opotherapy. 
Bull,  et  mem.  Sac.  med.  dea  Hop.  de  Pant,  Nov.  13,  1913. 

1907  RioAUD.  Eplthelio-sarcoma  of  the  Thyroid.  Arch,  de  Med.  Ex- 
periment, et  dAnat.  Pathol.,  Vol.  25,  1913,  p.  491. 

1908  RisPAi.,  A.  Suppurative  Thyroiditis.  (Thyroldite  suppuree  a 
bacillus  d'Bberth  sans*  ficvip  thyrolde.)  Arch.  med.  de  Toulouse, 
Jan.  1,  1913. 

1909  R06EO,  I.  G.  Sero-iiuiBiu>»is  in  Kxuiiluhalmlc  Goiter.  PolicUii.. 
Aug.  31,  1913,  p.  1249. 

1910  RouniER,  C.  and  Goyet,  A.  Thyroiditis  as  a  Sequel  to  Pneumonia. 
Lyon  Med.,  May  4,  1913. 

1911  RiBi.NO,  A.  Exophthalmic  Goiter.  Berl.  klin.  Wnnnschr.,  March 
24,  1913,  p.  525. 

1912  Rlsseli.,  a.  W.  and  Kennedy,  A.  .M.  Teratoma  of  Thyroid  in 
Ketus.     Jour.  Ohstetr.  and  Gynecol,  of  Brit.  Empire,  Feb.,  1913. 

1913  Saathoff,  L.  Thyroidlsm  and  Tuberculosis.  Mucnch.  med. 
Wchnschr.,  Feb.  4,  1913. 

1914  Salv.vtoke,  D.  Blood  Changes  in  Kxnphthalmic  Goiter.  Rif.  .Med.. 
Dec  13,  1913,  p.  1373. 

1915  ScHMAi:in,  O.  Influence  of  the  Thyroid  on  Menstruation  and 
Pregnancy.    Honatschr.  f.  Oeburth.  u.  Oynckol,  Dec,  1913. 

1916  ScH.>EE.     Morbus  Basedowil.     Cnlrlbl  f.  inn.  .Med.,  So.  19,  1913. 

1917  ScHNEiDEK,  K.  H.  Exophthalmic  Goiter;  Indications  and  Contra- 
indications to  Operation.  C'al.  State  Jour,  of  Med.,  Nov.,  1913,  p. 
437. 

1918  Seklig,  M.  G.  Role  of  the  Thymus  in  Exophthalmic  Goiter.  In- 
terstate .Med.  Jour.,  July,  1913,  p.  678. 

1919  Seiiiit.  Thyrogenous  Etiology  of  Hemorrhagic  Metropathles. 
Muench.  med.  Wchnschr.,  Vol.  60,  1913,  p.  961. 

1920  ScHBT,  E.  Urgent  Crico,  1.  e..  Tracheotomy,  with  Special  Refer- 
ence to  Thyroid  Complicationa.  (Die  drlngllche  Krikobezlehungs- 
weise  Tracheotomie  mlt  bes.  Beruecksichtlgung  der  Kropfkom- 
pllkatlonen.)      Sfed.   Klinik,  Jan.   26,   1913. 

1921  Skidku.,  a.  and  FE.-^.fu*.  F.  Seasonal  Variation  In  lodln  Content 
of  Thyroid.    Jour.  Biol.  Chem.,  Jan.,  1913. 

1922  SiiRiiKRn.  F.  J.  Cancer  of  Thyroid  and  lU  Extension  to  Lungs 
by  Means  of  niood-vessels.     Ann.  of  Surg.,  July,  1913. 

1823     Slmmonds,  M.     I.ymph.'itir  Fori   In  fho  Thyroid       Vir' ' <■    \''-h.. 

Jan.,  1913. 

1924  SiMOX,  H.  Hard  Tumefaction  of  the  Thyroid  After  Partial  Thy- 
roideofomy.     Bcitr.  z.  klin.  Chir..  Feb..  1913. 


328  DIPHTHERIA  AND  THYROID  GLAND. 

1925  Simpson,  B.  T.  Growth  Centers  of  Benign  Blastomata  with  Spe- 
cial Reference  to  Thyroid  and  Prostatic  Adenomata.  Jour,  of  Med. 
Hesearvh,  Jan.,  1913. 

1926  Smith,  C.  Transplantation  of  Thyroid  Tissue  and  the  Effect  of 
Potassium  lodid  on  Thyroid  Grafts.  Interstate  Med.  Jour.,  June, 
1913,  p.  572. 

1927  Smith,  C.  H.  Excision  of  the  Thyroid.  Indian  Med.  Oaz.,  Vol. 
48,  1913,  p.  227. 

1928  SoKDKiiHKiMiii,  G.  Cerebellar  Motor  Symptoms  in  Myxedema;  Four 
Cases.     Xordiskt  Med.  Ark..  Med.  Sec,  Vol.  45,  No.  3,  1913. 

1929  SoiguES,  A.  Nature  of  Exophthalmic  Goiter.  Bull,  de  I  Acad.  <ie 
Med.,  Nov.  25,  1913. 

tl930     Stkin,  O.  J.     Laryngo-tracheal   Manifestations  of  Thyroid  Dl.sease. 
Thk  Laryngoscopk,  -March,  1913,  p.  176. 

1931  Stkhck.ma.ns,  C.  Congenital  Cyst  of  the  Thyro-hyoldien  Space. 
Prcsse  Oto-Laryng<il.  Beige,  April,  1913,  p.  154. 

1932  Stkhn,  H.  Manifestations  of  Hypothyrosis  not  Heretofore  De- 
scribed.    Arch,  of  Diag.,  Oct.,  1913. 

1933  Stkkx,  H.  Rise  in  Temperature  in  Hypothyroldltls.  Berl.  klhi. 
Wchnsihr.,  No.  12,  1913. 

1934  Sy.mmkks,  D.  and  W.M.r..\rK.  G.  H.  Pathologic  Changes  in  Thyroid 
in  Cretinistic  Variety  of  Chondrodystrophia  Fetalis.  Arch,  of 
Intern.  Med.,  July  15,  1913. 

1935  Theisex,  C.  F.,  Acute  Thyroiditis  as  a  Complication  of  Acute  Ton- 
sillitis. Albany  Med.  Ann..  Aug.,  1913.  p.  465;  and  .V.  Y.  State 
Jour,  of  Med:,  Dec,  1913. 

1936  Tietze,  a.  Technic  for  Resection  of  Goiter.  Berl.  klin.  Wchnschr , 
Jan.  20,  1913. 

tl937     Tinker,  M.  B.    Goiter  From  the  Standpoint  of  the  Specialist.  The 
L.\RT.\G0SC0PE.  Aug.,   1913,  p.   854. 

1938  TixiER,  L.  and  S.wy,  P.  Ligneous  Tuberculosis  of  the  Thyroid. 
Lyon  Chir.,  April,  1913. 

1939  Todd.  G.  M.  Ligation  in  Hyperthyroidism.  .4m,  Jour,  of  i^itrg.. 
May,  1913,  p.  177. 

1940  Vox  Fi-XKE,  R.  Acute  E.xophthalmic  Goiter.  Xntrlbl.  f.  inn. 
.Ucd.,  July  12,  1913,  p.  705;  and  Prag.  mcd.  Wchnschr..  No.  23,  1913. 

1941  Vox  HoEssi.ix,  R.  Lymphocytosis  Common  in  Diabetes,  Exoph- 
thalmic Goiter,  Asthenia  and  Neuropathies.  .Mucnch  med. 
Wchnschr.,  May  27,  1913,  p.  1129. 

1942  Vox  Jaukegg,  W.  Operative  Treatment  for  Defective  Thyroid 
Functioning.    Wr.  klin.  Wchnschr..  Sept.  25,  1913. 

1943  Vox  Navkatii.  D.  Intra-thoracic  Goiter,  jircli.  intern,  de  Laryn- 
gol.,  March-April,  1913,  p.  490. 

1944  Vox  Sams,  H.  and  Vogel,  A.  lodln  Treatment  in  Thyroid  Disease. 
Mitteil.  a.  d.  Orenzgeb.  d.  Mcd.  u.  Chir..  Vol.  27,  No.  2,  1913. 

1945  Vox  Sahbo,  a.  Symptomatology  of  Intra-thoracic  Goiter.  Wr. 
klin.  M^chnschr.,  Nov.  27,  1913. 

1946  Vox  Verebelv.  T.  Papilloma  or  Cancer  of  Thyroid;  Four  Cases. 
Bcitr.  z.  klin.  Chir.,  Vol.  84,  No.  1,  1913. 


DIPHTHERIA  AND  THYROID  GLAND. 


329 


1»47  Wali.kb,  H.  E.  Influence  of  Thyroid  on  Blood-pressure.  Practi- 
tioner, May,  iyi3. 

1948  Watuen,  J.  R.  Exophthalmic  Goiter.  Ky.  Med.  Jour.,  Aug.  1, 
1913. 

1949  W.\THKN.  J.  R.  Unusual  Goiter.  Ky.  Med.  Soc.  Jour.,  June  15, 
1913. 

•1950  Watson.  I.  Ligation  of  Superior  Thyroid  for  Goiter  Under  Local 
Anesthesia  with  Report  of  Case.  O.  Dom.  Jour,  of  Med.  and  t<urg.. 
March,  1913. 

1951  Watson,  L.  F.  Exophthalmic  Goiter  Cured  by  Llgatlng  One  Su- 
perior Thyroid  Artery.     Med.  Rec,  Sept.  27,  1913,  p.  563. 

1952  Wkiikii.  Adenoma  Mallgnum  of  the  Thyroid.  Dlssertatlon-Zuerlch, 
1H13. 

1953  Wkidlkr,  W.  B.  Exophthalmic  Goiter;  Hyperthyroidism  with  Re- 
port of  Five  Cases.    A'.  Y.  Med.  Jour.,  June  21,  1913,  p.  1293. 

1954  Werki.iis,  a.  Do  the  Parathyroids  Functionate  In  Intra-uterlne 
Life?    i:iura.  Oynecol.  and  Obstetr..  Feb.,  1913,  p.  141. 

1955  WiiiTK.  C.  Description  of  Ductless  Glands  From  Case  of  Acute 
Thyroid  Enlargement  of  Pregnancy.  Jour.  Obstetr.  and  Oynecol. 
of  Brit.  Empire,  Nov.,  1913. 

Iii."i6     Wii.KK.     Giant  Cells  in  Thyroid   and    Prostate.      Virchows  Arch.. 
Feb.,  1913. 
•195"     Wilson.  L.  B.     Notes  on  the  Pathology  of  Simple  and  Exophthal- 
mic Goiter.     Med.  Itec.  Aug.  30,  1913.  p.  373. 

1958  WiijioN.  L.  B.  Pathology  of  the  Thyroid  Gland  in  Exophthalmic 
Goiter.    Am.  Jour.  Med.  Sci.,  Dec,  1913,  p.  781. 

195!)  Wii.so>,  L.  B.  Relationship  of  Clinical  and  Pathologic  Aspects 
of  Exophthalmic  Goiter.     .V.  W.  Med..  Jan.,  1913. 

1960  Zandkh.     lllslolosy  of  Struma.     .Ved.  Klinik,  No.  13,  1913. 

1961  ZiE<if:i.,  H.  F.  L.  Case  of  Grave's  Disease  with  Scleroderma  and  a 
Positive  Wassermann  Reaction.  Trpatfd  with  S;ihnr-'("  "••'' 
Ucc,  June  21,  1913,  p.  1124. 

l'.iti2  ZiBFii.  Thirteen  Years  of  Thyroid  Treatment  in  a  Case  of  .Myx- 
edema.    HuU.  de  /rt  Sor.  de  Ped.,  Feb.,  1913. 

1963  Zi  <  KKMMANN.  H.  Hypophysis  Findings  In  Thyroid  Plasia.  Frankf. 
Xt.  f.  Pathol.,  Vol.  13.  1913.  p.  143. 

1964  ZUCKKRMA5N,   H.     Thyrold   Aplasia.     Frankf.   7.1.   f.   Pathol.   Vni 


Therapy  and  Technic. 

1»65  AnKi.  H.  l(Klln  Fumes  Applied  to  the  Throat  to  Exterminate  Diph- 
theria naiilll.     Thrr.  d.  Oeprnir..  Dec,  1913. 

I'.HIfi  Al-AMAiiTiNK.  H.  Mud. in  T'Thnlr  for  Golti-r  Dii.r.itlims  >:■  r  i/t 
('Mr.,  April,  191 

I'lii?  Al.nKnT,  H.  Treainiini  m  mpiittn'ria  i  nrrn  is  .ht:ir  ,l  .1/.  A., 
Sept.  27.  1913,  p.  1027. 

•'9«8     Ai.nr-N."  A.  M.     Staphyloco<'cu8-8pray  Treatment  of  Dlphthe.ia  Car- 

rlern      .four     1     U      I       Inn.'   II     il''^     "     1876. 


330  DIPHTHERIA  AND  THYROID  GLAXD. 

1»69  Am8,  B.  L.  and  Whitney,  C.  F.  Disinfection  in  Uiphtlieria  and 
Scarlet  Fever.    Cron.  Med.  Quir.  de  la  Hub.,  Jan.  l.J,  1913,  p.  36. 

1970  Batcuelob,  J.  M.  Surgery  of  Exophthalmic  Goiter.  A'.  Orleans 
Med.  and  Surg.  Jour.,  Nov.,  1913,  p.  343. 

1971  Battez.  Ovarian  Extract  In  Grave's  Disease.  ICcho  med.  dn  Mora, 
No.  18,  1913. 

•1972     Beckeh,  W.  H.    Internal  Treatment  of  Exophthalmic  Goiter.  Deul. 
med.  Wchnschr.,  Sept.  11,  1913. 

1973  Belot,  J.    X-ray  Treatment  of  Exophthalmic  Goiter.    Arch.  d'Elvi 
Med.,  Vol.  21,  1913,  p.  167. 

1974  Bemis,  R.  W.    Intubation.    Pa.  Med.  Jour.,  Aug.,  1913. 

1975  Berry,  J.  Surgery  of  Thyroid  with  Special  Reference  to  Exoph- 
thalmic Goiter.    Lancet,  March  1-15,  1913. 

1976  Beyer,  W.  Diphtheria  Antitoxin  by  Intra-venous  Injection 
Muench.  vied.  Wchfi^chr.,  Aug.  26,  1913. 

1977  Biehler,  M.  Serum  Treatment  of  Diphtheria.  Mfdti'..  So.  4!, 
1913. 

1978  Bishkow,  I.  E.  Diphtheria  Carriers  Treated  with  Culture  of 
Staphylococcus  Pyogenes  Aureus.  Med.  Jfec.  Nov.  15,  1913,  p. 
896. 

*1979    Blitstein,   M.     Roentgen  Rays  in  the   Treatment  of  Goiter  and 
a  Case  of  Idiosyncrasy.    Prakt.  Arzt.,  No.  7,  1913. 

1980  Boltin.  Etiology  and  Thyroid  Treatment  of  Epilepsy.  Monatschr. 
f.  Xeuroh  u.  Psychiat.,  Vol.  33,  1913,  p.  119. 

1981  Botey,  R.  Thyrotomy.  Arch,  intern,  de  Laryngol.,  Sept-Oct., 
1913,  p.  371. 

1982  BouMAN,  H.  A.  H.  Therapy  of  Hyperthyroidism.  Jour.-Lancet. 
Aug.  1,  1913. 

1983  Browx,  H.  R.  Immunizing  Effect  on  Guinea  Pigs  of  Small  Doses 
of  Diphtheria  Toxin.    Jour.  Med.  Research,  March,  1913. 

1984  Bkuggemanx.  Difficult  Decannulization.  Arch,  intern,  de  Laryn- 
gol, May-June,  1913,  p.  690. 

1985  Castaigne,  Gourand  and  Paillard.  Treatment  of  Exophthalmic 
Goiter.    Jour.  med.  franc,  March,  1913. 

1986  Choblog,  J.  K.  Therapeutic  Uses  of  Thyroid  Extract  and  Salvar- 
san.     Wis.  Med.  Jour.,  Sept.,  1913. 

1987  Clay,  T.  P.  Treatment  of  Laryngeal  Diphtheria.  Miss.  Med. 
Monthly,  Dec,  1913,  p.  147. 

1988  Cole.  C.  E.  Successful  Treatment  of  Diphtheria  and  Tonsillitis. 
Elling.  Therap..  May,  1913,  p.  167. 

1989  Crotti,  a.  Surgical  Treatment  of  Goiter.  U'.  Va.  Med.  Jour., 
Sept.,   1913. 

1990  CiLKix,  J.  R.  Antitoxin  in  Diphtheria.  A'.  T.  State  Jour,  of  Med., 
July,  1913. 

1991  Culver,  D.  D.     Surgery  of  Thyroid.     Clinique,  Sept.,  1913.  p.  495. 

1992  Currier,  D.  M.  Treatment  of  Goiter.  Med.  World.  Nov.,  1913,  p. 
459. 

1993  CusHiXG.  G.  M.  Surgical  Diphtheria  (Intubation).  Clinique.  Sept., 
1913,  p.  484. 

1994  CzARKOwsKt.  H.     Use  of  Diphtheria  Serum.     Medyc,  No.  47,  1913. 


DIPHIlltRIA  AND  TUVROIU  CLAXU.  331 

1»!»5  Das  Gipta.  S.  C.  Some  Excisions  of  Thyroid  Performed  at  Sree 
Sree  Sree  Blr  Hospital,  Nepal  (Kratmundu).  Indian  Med.  Oaz., 
Oct.,  1913. 

19»6  EcKEiiT.  Present  State  of  Diphtheria  Therapy.  Med.  Fortnightly, 
June  10,  1913,  p.  211. 

1997  Fay,  J.  StaphyJococcus-spray  for  Diphtheria.  Cal.  Utate  Jour,  of 
Med.,  .May.  1913,  p.  197. 

1998  FowLKK,  R.  S.  After-treatment  of  Operations  Upon  the  Thyroid 
Gland.    L.  I.  Med.  Jour.,  Jan.,  1913. 

1999  Fbaxkli.v,  A.  Antitoxin  In  Treatment  of  Diphtheria.  Jour,  de 
Med.  de  Bordeaux,  March  9,  1913. 

<XOCO     Fkeukd.     New  Antldlphtherltlc.     Deut.  med.  Wchnschr.,  Nov.  27. 

1913. 
2001     FiiELND,  F.  S.    Yatren  In  Diphtheria.    Deut.  med.  Wchnschr.,  Nov. 

27,  1913. 
:ii"i2     Okkeiia,  D.  E.  G.    Vaccine  Treatment  of  Goiter.    Bol.  de  Laringol, 

ntol.  y.  Rinol.,  Jan.-March,  1913,  p.  15. 
20U3     GiuiKRT,  M.    Thyroid  Treatment  Effectual  In  Five  of  Seven  Cases 

of   Retraction   of   the    Palmar   Aponeurosis.     Bull,   de   FAcad.   de 

Med.,  Jan.  14,  1913,  p.  19. 
2004    Oiss,  H.  A.    Staining  Technlc  for  Diphtheria  Bacilli.    Deut.  med. 

Wchnschr.,  March  13,  1913. 
•2005     OoKDox,    M.    B.      Thyroid    Medication    in    Children.      .V.    Y.    Med. 

Jour.,  April  26.  1913. 

2006  GuF.szKi.,  O.  Electric  Treatment  of  Exophthalmic  Goiter.  Med. 
Klinik,  Sept.  7,  1913. 

2007  Hacen,  W.  For  and  Against  Internal  Treatment  of  Goiter.  Wuerz- 
burg.  Abhandl..  Vol.  13.  1913,  p.  69. 

2008  Hali.k  and  Bi.otii,  M.  Severe  Anaphylactic  Shock  From  Diph- 
theria Antitoxin.     Bull,  de  la  Hoc.  de  Fed.,  Feb.,  1913. 

2009  Halsiki>,  W.  S.  Excision  of  Both  Ivohes  of  Thyroid  for  Cure  of 
Exophthalmic  Goiter.    Ann.  of  Surg.,  Aug.,  1913. 

"'"I     HoRXEMAN.N.      Behrlng's    Method    of    Vaccination    Against    Dlph- 

iierla.     Therap.  Monalah..  Nov.,  1913,  p.  757. 
:;ini     Hunter,  D.  G.     Notes  on  a  Case  of  Anaphylaxis  Following  Upon 

Injection  of  Diphtheria  Antitoxic  Serum.    Australasian  Med.  Oaz., 

Jan.  25,  1913,  p.  75. 
'J012     Josts,   E.   O.     Operattvi'   Tr<>!\tnn"nt    of   Kxophthnlmi'-   <'."i'or       V 

\V.  Med.,  Jan.,  1913 
2i'l.'.     JosES.     Value  of   Mallory's  Connective  Tissue  Stain   lor   the   De- 
monstration of  Variation  In  the  Thyroid  Colloid.    JoUr.  Et\>.  .Med.. 

No.  17,  1913.  p.  547. 
Si'lt     KAL-8CII.  W.     Treatment  of  Diphtheria  with   Intravenous  Serum 
iijectlons  and  Yatren.    Deut.  med.  Wchnschr.,  Nov.  27,  1913. 

Kisst.i.No,  K.    Behrlng's  Diphtheria  Vaccine.  Druf.  med.  WcAnxr/kr., 

Dec.  18,  1913. 
I'oiG     Ki.r.i:<RritMiiiT  and  Viereck.     Behrlng's  Diphtheria  Vaccine.  Deut. 

mea.  Wchnschr.,  Oct.  9,  1913. 
2017     Ki.iTXKER.     Improved  Technlc  for  Cultivation  of  Diphtheria  Bacilli. 


332  DIPHTHERIA  AND  THYROID  GLAND. 

2018  KiiAUS,  R.  and  Baeciikk,  S.  Relation  Between  the  Antitoxin  Con- 
tent and  the  Curative  Action  of  Diphtheria  Antitoxin.  Deut. 
mcd.  Wchnschr.,  June  5,  1913,  p.  1081. 

2019  Kkukowski,  J.  Question  of  Diphtheria  Serum.  Medyc,  No.  47, 
1913. 

2020  Lathkop,  W.  Goiter  From  Surgical  Standpoint.  A'.  Y.  State  Jour. 
of  Med.,  April,  1913. 

2021  Lkriciie.  Two  Cases  of  Hemithyroidectomy  for  Exophthalmic 
Goiter.     Lyon  mcd..  April  6,  1913. 

2022  LoRKNz,  W.  F.  and  Ravknkl,  M.  P.  Treatment  of  Diphtheria  Car- 
riers by  Over-riding  with  Staphylococcus  Aureus.  Wis.  Med. 
Jour.,  July,  1913,  p.  35. 

2023  Lund,  A.  and  Uspensky,  N.  Dosage  of  Antitoxin  in  Diphtheria. 
Merf.  Obozrienie,  Vol.  79,  No.  2,  1913,  p.  101. 

*2024     !VHe8,  U.    Surgical  Aspects  of  Goiter.    A'.  Orleans  Mcd.  and  Surg. 
Jour.,  July,  1913. 

2025  Mannabehg,  J.  Treatment  of  Exophthalmic  Goiter  by  Roentgeno- 
therapy of  the  Ovaries.    Wr.  klin.  Wchnschr..  May  1,  1913,  p.  693. 

2026  Makchesi,  G.  Pharmaceutical  and  Organo-therapy  of  Exophthal- 
mic Goiter.  '  Gaz.  mcd.  di  Roma,  Vol.  39,  1913,  p.  226. 

2027  Mahciie.si,  G.  Radio-therapy  of  Exophthalmic  Goiter.  Gaz.  med. 
di  noma,  Vol.  39,  1913,  p.  310. 

2028  Makciietti.  Treatment  of  Grave's  Disease.  Itif.  Mcd..  May  10, 
1913. 

2029  Marie.  A.  Adrenals  in  Tetanus  and  Diphtheria.  Ann.  de  I'ln- 
stitut  Pasteur,  April,  1913. 

2030  Mahtixi,  E.  Human  Blood  Serum  as  Culture  Medium  for  Diph- 
theria Bacilli.     Detit.  med.  M'chnschr.,  Aug.  28,  1913. 

2031  Martini,  E.  Necessity  for  Education  of  the  Public  in  Regard  to 
the  Value  of  Diphtheria  Antitoxin.  Deut.  med.  Wchnschr..  Aug. 
21,  1913. 

2032  Matti,  H.  Technic  for  Removal  of  Accessory  Thyroid.  -4 reft.  /. 
klin.  Chir..  Vol.  103,  1913. 

2033  Mayo,  C.  H.  Surgery  of  the  Thyroid.  Jour.  A.  M.  A..  July  5,  1913, 
p.  10. 

2034  Menard,  P.  J.  Action- of  Diphtheria  Antitoxin  on  the  Diphtheria 
Bacillus.    Presse  Mcd..  Aug.  2,  1913. 

2035  Menard,  P.  J.  Local  Disinfectants  Needed  in  Diphtheria.  Presse 
Med.,  Aug.  2,  1913. 

2036  MixsELL,  R.  B.  Intra-venous  Administration  of  Diphtheria  Anti- 
toxin.-   Cal.  State  Jour,  of  Med.,  Aug.,  1913,  p.  323. 

2037  NoOTNAGEL,  C.  Surglcal  Treatment  of  Hyperthyroidism  Jour. 
Lancet.  Aug.  1,  1913. 

2038  QPPENHEIM,  R.  Treatment  of  Diphtheria.  Prog.  mcd..  Feb.  8, 
1913. 

2039  PARHon.  W.  T.  Intubation.  Va.  Med.  Semi-Monthly,  Jan.  10,  1913, 
p.  478. 

2040  PoNTANo,  T.  Treatment  of  Diphtheria.  PolicUn..  June  22.  1913, 
p.  877. 


DIPHTHERIA  AND  THYROID  GLAND.  333 

2041  PoBTEH,  M.  F.  Injection  of  Boiling  Water  In  the  Treatment  of 
Hyperthyroidism.     Jour.  A.  M.  A.,  July  12,  li*I3.  p.  88. 

2042  PuLAWSKi,  W.  Sonim  TrcatmeiU  of  Ulphtheria  I'rr.  ni.rn  irK.. 
So.  27,   1913. 

2043  PvciiiAr.  Cure  of  E.\ophthalmic  Goiter  L'nder  Feeding  wiili  .\lillv 
From  Thyroldectomized  Sister.  Ueut.  med.  Wchnsilir..  .Nov.  2U, 
1»13,  p.  2299. 

■^"14     Rkuhk,  F.     Antitoxin  Treatment  of  liii>lith.r;;i.      i.'" laii. 

5-12,  1913. 
^'jIo     RK.viir.     Inhalation  of  Hot  Air  in  Treatment  of  Diphtheria.    Lyi,, 

Med.,  Jan.  12,  1913. 
;{046     Roi.LKSTo.N,  J.  D.     Treatment  of  Diphtheria-bacillus  Carriers  with 

Bouillon    Cultures    of    Staphylo<  on  us     I'voccncs    Aurfiis       Brit. 

Jour.  Child.  Oil..  July,  1913. 

2047  SBKOtTili.  Treatment  of  Diphtheria.  /<•/'.  '/;/.  ./;  cln.  ,iii<l..  .May 
3,  1913. 

2048  SfHi.KHi.MiKH,  A.  Operative  Treatment  of  Exophthalmic  Goiter. 
Berl.  klin.  Wchnsvhr..  Jan.  13,  1913. 

2049  S(  iiioftra,  H.     Operative  Treatment  of  Basedow's  Disea- 
Ued.  Wihntchr..  Vol.  38,  1913,  p.  313. 

2050  SciiRKiiiEU.  E.  Vaccination  Against  Diphtheria.  Deui  mrd 
Wchnsihr..  May  15.  1913. 

2051  SiTTi.KK.  Treatment  of  Diphtheria  and  of  Diphtheritic  Croup 
t'ortachr.  d.  Mrd.,  Nos.  9  and  14.  1913. 

2052  Stkix,  F'.  Treatment  of  Exophthalmic  Goiter  with  Serum  of  Thy- 
roldectomized Animals  and  Carbonated  Salt  Baths.  Ouz.  degli 
Osped.,  Oct.  12.  1913,  p.  1271. 

2053  Stii.m  III.  P.  W.  Local  Application  of  Tincture  of  lodln  to  Erad- 
icate Diphtheria  Bacilli.     Thrrnp.  d.  Uegentc,  Sept.,  1913. 

2054  ToiHKV,  S.  Case  of  Exophlhnlmir  (Jolter  Cured  by  Xrnv  V.  ,/ 
Kec,  May   10.  1913.  p.  84'.' 

J"".     TlRXKK.  D.     Radium  Rays  in  Treatment  of  Hyi)trsecretlon  of  Th> 
rold.     Rei)ort  of  Four  Cases.     Lancet.  Sept.  27.  1913. 
•20.56     D.spExsKY,  N.  I.    Treatment  of  Diphtheric  Stenosis  of  the  Larynx 
Frdiafria.  Vol.  4,  No.  «,  1913. 

2057  VoKi-cKEi,  E.  Technlc  for  Determination  of  Diphtheria  Baccilli. 
Muench.  med.  Wrhnirhr..  Aag.  26.  1913. 

2058  Vo.v  Bkhiiixii.  Behrlngs  Vaccination  Against  Diphtheria 
Kcmaine  .Ued..  .May  7.  1913,  p.  217;  and  Oeut.  med.  Wrlinf!rh>:. 
May  8.  1913.  p.  873. 

•2059  W.M.N  HI.  C.  Technlc  for  Bacterlologlc  Diagnosis  of  Diphtheria. 
(Erfahrungen  mlt  der  Conradl-Trochschen  Telliirplatle  zum  Dlph- 
therlrnachwols.)     Muenek  med.  Wrhntehr..  .March  4.  1913. 

•2i>tni  Wn.iox.  S.  O.  Treatment  of  Dliihlherla  and  Diphtheria  Carriers. 
-V.  Orleaim  Ued.  and  Kurg.  Jour..  Sept..  im3. 

20«l     WiiTTK.  M.  B.     More  Llb#ral  Use  of  Antitoxin  in  th.   Trtatmeal  or 

IMphlliirl:!       <'i)u     Inx'ri      Iii.,,.     tui"     ..     --^ 


334  BAR. 

VI.     EAR. 
External  Ear. 

2002     Baukowicz,  A.     Unusual  Tumor  of  the  External  Auditory  Canal. 

Monatschr.  /.  Olircnh.,  Heft  12,  1913,  p.  1581. 
•2063     Belloti.     Cirsoid  Aneurysm  of  the  Auricle.    L'Osped.  Mag.,  Feb., 

1813. 
♦2064     Blkvl.     Multiple   Papilloma  of   Both   External   Auditory   Canals. 

Ztschr.  f.  Ohrenh.,  Bd.  68,  Heft  2-3.  1913.  p.  176. 

2065  BoucHAUD.    Othematoma  and  Serous  Extravasation  of  the  Auricle. 
Kev.  neurol.  Par.,  Vol.  31,  No.  11,  1913. 

2066  Caklot.     Othematomata  In  Aliens.     These  de  Lyon,  1913. 

*2067     Castellani,    L.     Congenital    Malformation    of   the    External   Ear, 
Upper  Lip  and  Palate.    Prat,  oto-rino-laringoiatrwa,  March,  1913, 
p.  62. 
2068    Castellani,  L.    Primary  Endothelioma  of  the  Auricle.    Prat.  oto. 
rino-laringoiatrica.  May  31,  1913,  p.  142. 

*2069  CiTELLi,  P.  Peculiar  Case  of  Multiple  Paplllomata  of  the  Audi- 
tory Meatus  and  a  New  Disease  of  the  Meatus.  Ann.  des  Mai. 
de  VOreille,  No.  10,  1913,  p.  297. 

tiJ070    Danziger,  E.    Traumatic  Atresia  of  the  External  Auditory  Meatus 
of  the  Left  Ear  with  Mastoid  Complications.    The  Laryngoscope, 
Sept.,  1913,  p.  948. 
2071    Franke,  H.    Function  of  the  Auricle.    Passows  Beitr.,  Bd.  6,  Heft 
3,  1913,  p.  219. 

•2072  Glogau,  O.  Othygroma  Nephriticum  a  Hitherto  Undescribed  Dis- 
ease of  the  Ear-lobe.  Jour.  A.  M.  A.,  Jan.  11,  1913,  p.  123;  and 
Monatschr.  f.  Ohrenh.,  Heft  1,  1913,  p.  1. 
2073  Klestadt,  W.  Recognition  of  Cutaneous  Growths  on  the  Auricle 
and  Nose  with  Remarks  on  the  Epithelial  Genesis.  Ztschr.  J. 
Ohrenh.,  Bd.  69,  Heft  2,  1913,  p.  110. 

•2074  Lederman,  M.  D.  Report  of  Removal  of  Fibromyoma  Which  Ex- 
cluded the  Auditory  Canal;  Hemlphilia.  Ann.  of  Otol.,  June,  1913, 
p.  431. 

2075  Lewi.v,  L.  Congenital  Atresia  of  the  External  Auditory  Canal 
with  Microtia;  Surgical  Treatment.  Monatschr.  f.  Ohrenh.,  Heft  7, 
1913.  p.  916. 

•2076  LoTHROP,  O.  A.  Furunculosls  of  External  Auditory  Canal;  Use 
of  Alcohol  as  Valuable  Aid  in  Treatment.  Boston  Med.  and  Surg. 
Jour.,  Oct.  30.  1913. 

2077  MOHELLE,  A.  Deep  Peri-auricular  Epithelioma.  Ann.  ile  VInstit. 
Vhir.  de  Brux.,  Vol.  20,  1913,  p.  74. 

2078  Patterson,  N.  Epithelioma  of  Auricle  and  Cervical  Glands;  Re- 
moval of  Auricle  and  Glands.     Lancet,  April  5,  1913. 

2079  PiAGET,  R.  Malformation  of  Auricle  of  Ear  with  Congenital  Facial 
Paralysis.     Rev.  hebd.  de  Laryngoh.  Feb.  15,  1913,  p.  177. 

2080  QuADRi,  A.  Hemorrhage  of  the  Auditory  Canal.  Rev.  de  lei  m«d. 
argent.,  Vol.  31,  1913.  p.  316. 


EAR. 


335 


2081  Rexdv,  R.  Anatomic  Study  of  a  Case  of  Bilateral  Atresia  of  the 
External  Auditory  Canal  with  Rudimentary  Auricle  and  Absence 
of  Middle  Ear.     Bull.  iVOtoHhino-Laryngol.,  March,  1913,  p.  100. 

2082  RicHAUD,  G.  Spontaneous  Gangrene  of  Left  Auricle.  Jour,  de 
Med.  de  Bordeaux,  Vol.  43,  1913,  p.  310. 

2083  SuAREZ  DE  FiouEBOA.  Xervous  Phenomena  Produced  by  the  Pres- 
ence of  Insects  in  the  Ear.    Rev.  de  Med.  y  Cir.  prac,  Oct,  1913. 

2084  ToKRiM,  U.  L.  Horny  Papilloma  of  External  Ear.  (PapiUomi 
cornel  dell'orecchlo  estemo.)  Arch.  ital.  di  Otol,  No.  6,  1913,  p. 
495. 

Tympanic  Cavity. 

2085  Albert.  Perforation  of  the  Tympanum  Due  to  an  Ear-wig.  Ann. 
des  Mai.  de  VOreille,  No.  10,  1913,  p.  339. 

2nS6    Ai.E.\AxuEK,  G.    Acute  Suppuration  of  Middle  Ear — Its  Neglect  and 

Proper  Treatment.    Ann.  of  Otol.,  March,  1913,  p.  159. 
L'l'^T     AfERBAiH,  J.     Chronic  Suppuration  of  the  Middle  Ear.     A  Con- 
sideration From  the  Standiwint  of  the  General  Practitioner.     .V. 
y.  Med.  Jour.,  Dec.  27,  1913,  p.  1255. 
2088     Bebako,  Sargnon  and  Bjussiebk.    Clinical  Study  of  Total  or  Partial 
Isolated  Paralysis  of  Common  Ocular  Motor  Complicating  Severe 
Otitis  and  Sinusitis.     .4r'7i.  inlern.  de  Laryngol.,  July-Aug.,  1913, 
p.  1. 
20S9     Bi.iTSTKi.N.     Suppurative    Otitis    .Media    and    .Mastoiditis.     Arch.    f. 

Fhvs.-Diet.  Therap.,  Vol.  15,  1913.  p.  193. 
•2090     BoRDK.v,  C.  B.  C.    Diseases  of  Middle  Ear  and  Mastoid  Cells,  Based 
on  Study  of  454  Autopsies  and  2232  Cases  of  Diphtheria,  Scarlet 
Kever  and  .Measles.     Boston  Med.  and  Surg.  Jour.,  Feb.  13,  1913, 
p.  221. 
20»1     BoiRCEois.     Chronic   Suppurative  Otitis.     Oa«.  degli  Osped.,  Vol. 

34,  1913,  p.  333. 
2092    CAI.DKRA,  C.  and  Bai.i.a,  A.     Histo-pathologlc  Changes  in  the  Tym- 
panic Membrane.     Arch.  ital.  di  Otol,  No.  5,  1913,  p.  353. 
•2093     Canei'ei.e.     Blue  Tympanic  Membrane.     Arch.  ital.  di  Otol,  Jan., 

1913,  p.  1. 
•2094     CAVA.NArcH,    J.    A.      Topography   of   Tympanic   Cavity.      III.    .Med. 

Jour.,  July,  1913;  and  Ann.  ot  Otol,  Sept.,  1913,  p.  699. 
•2093    Cip»»i.m)xe    and    Bii.Axrio:«i.    Genesis    and    Signlttcance    of    Giant 
Cells  Apropos  of  Some  Cases  of   Polypi   in   Middle  Ear.      Patho- 
logica,  July  1,  1913. 
2U96     Coateh,   O.    M.     Regeneration   of   the   Membrana   T."mpant.       Ihi 

IjAry.ngomcope.  June,  1913,  p.  692. 
•2097     CoiiNKTAKDT.    H.     Difrercnce   in    Prognosis   In   Meso-tympanal   and 
Kpi-tympanat    .Middle-ear    Inflammation.     Ztsrhr.    f.    nhrrtO'      '•; 
«9,  Heft  Z-4.  1913.  p.  210. 
.,, ,,     CfTiEH.  P.     ImiMrtanre  of  Early  RocoRnltlon  of  Capsulated  Cuccl 

in  Acute  Otitis.     Fhya.  and  Surg.,  April.  1913. 
•2i>!i9     DoKPKHi.Fiy,   \V.     Recognition   of  Sarcoma  of  tho   Middle  ear.  Es- 
pecially of  the  Petrous  Portion  of  the  Temporal   Hone.     Arch.  f. 
Ohrenh.,  Bd.  91.  Heft  1-2,  1913.  p.  124. 


33G  EAR. 

2100  Eoliii.  Chronic  Suppurative  Otitic  Media;  Abscess  of  Temporo- 
sphenoldal  Lobe  and  Cerebellar  Hemisphere;  Thrombo-phlebltis  of 
the  I^eft  I^ateral  Sinus;  Purulent  Cerebro-spinal  Meningitis.  Itev. 
Osped.,  March  15,  1913. 
iJlOl  EiTEi.nEHo.  Favorable  Effect  Kxtritd  Lpon  Nervous  Conditions  by 
Cure  of  Chronic  Suppurative  Inflammations  of  Middle-ear,  with 
Some  Oto-therapeutic  Remarks.    Wr.  med.  Wchnschr.,  No.  13,  1913. 

•2102  Fabki,  E.  Acute  Lesion  of  the  Tympanic  Membrane  Due  to  the 
Use  of  the  Telephone  Receiver.  Boll,  delle  Mai.  dell'Orecchw, 
March,  1913,  p.  49. 

•2103     F.\LTA,  M.     Middle-ear  Suppuration  and  Novoform.     Monatschr.  /. 

Ohrenh.,  Heft  9,  1913,  p.  1182. 
2104     Fahhki.i.,   T.   H.     .Middle-ear  Tuberculosis.     Publication   Med.   Fac- 
ulty Queen's  University,  June,  1913,  p.  49. 

•2105  FoitsAKi,  L.  Blue  Tympanic  Membrane.  (Contributo  alia  casuls- 
tica  del  timpano  bleu.)  Prat,  oto-rino-laringoiatrica.  Nov.  30,  1913, 
p.  282. 

t2106  Fowler,  E.  P.  Determining  Factors  in  Tinnitus  Aurlum.  Tiik 
Lauyngorcope,  March,  1913,  p.  182. 

•2107  Gatscheh,  S.  Fatal  Medlastinitls  Due  to  Retro-pharyngeal  Ab- 
scess Following  Acute  Purulent  Otitis  Media.  Monatschr.  /. 
Ohrenh.,  No.   5,  1913,  p.  679. 

•2108  Gi-ASER,  F.  and  Fi.ie.ss,  H.  Pyelitis  and  Otitis  Media  in  Infants 
Dev.t.  med.  Wchnschr.,  July  24,  1913. 

2109  Gor.Ds.MiTH,  P.  G.  Observations  on  the  Treatment  of  Acute  Sup- 
puration of  the  Middle  Ear.  Jour.  Ophth.  and  Oto-Laryngoh,  June, 
1913,  p.  178. 

2110  Grande,  6.  Traumatic  Rupture  of  the  Tympanum  with  Laby- 
rinthitis.    Hev.  de  Sanidad  mil,  Jan.,  1913. 

•2111  Gross.max.x,  F.  Suppuration  of  Middle  Ear  and  Amyloid  Degen- 
eration.    Passous  Bcitr.,  Bd.  6,  Heft  3,  1913,  p.  252. 

•2112     GnvENiNG,  E.    Optic  Disc  In  Purulent  Otitic  Disease  and  Its  Com- 
plications.   Arch,  of  Ophth.,  March,  1913. 
2113     GrETTicH,   A.     Improvement  in   Hearing  After  Radical  Operation 
by   Inserting  Artificial   Drum  Membrane.     Fassoirs  Bcitr..   Bd.   H. 
Heft  3,  1913,  p.  244. 

*2114  GrETTUH.  A.  Perforated  Ear  Drum  Possibly  Responsible  for  Sud- 
den Death  in  Water.    Med.  Klinik,  Nov.  16,  1913. 

2115  Harper,  J.  Peri-sinus  Abcess  as  Complication  to  Acute  .Middle- 
ear  Suppuration.     Fractitioncr.  Aug.,  1913. 

2116  Hayjiax.n,  L.  Experimental  Studies  on  the  Pathology  of  Acute 
Inflammatory  Processes  in  the  Middle  Ear.  Arch.  f.  Ohrenh.,  Bd. 
90,  Heft  4;  Bd.  92,  Heft  1-4;  and  Bd.  93,  Heft  1-2,  1913. 

2117  HoLiNGEB,  J.  Danger  Signals  in  Suppuration  of  the  Middle  Ear. 
in.  Med.  Jour..  Aug.,  1913;  and  Jour.  Ophth.  and  Oto-Lnnmgol.. 
Sept.,  1913,  p.  288. 

211S  HUO.MADKO,' F.  Diagnosis  of  Injury  of  Drum  .Membrane.  (Diag- 
ncstlk  der  Trommelfellverletzung  und  die  Aggravation  der  Soi- 
daten  und  Versicherten.)     Casopis  ceskych  lekann\  Nos.  2-3,  1913. 


EAR.  337 

any     Klal-.    Chronic  Otitis  of  the  Middle  Ear  and  Its  Treatment.    Allg. 
med  XntrUtng.,  Vol.  82,  No.  22,  1913. 
•2120     Knkedleb,  G.  C.    Acute  Otitis  Media.    Recognition  and  Treatment 
by  the  General  Practitioner.     Pittsburg  Med.  Jour.,  April,  1913,  p. 
21. 

2121  KuTvisT,   O.      Prevertebral   Abscess   After   Acute   Otitis.      Casopis 
tekaruv  ceskych.  No.  25,  1913. 

2122  Lloyd,  R.  1.     Early  Puncture  In  Acute  Suppurative  Otitis.    Jour, 
of  Ophth.,  Otol.  and  Laryngol.,  April,  1913,  p.  150. 

t2123  Lo.NG,  C.  H.  Primary  Tuberculosis  of  the  Middle  Ear.  The 
1j.vky.nooscope,  June,  1913,  p.  700;  and  Ann.  of  Otol.,  June,  1913, 
p.   499. 

2124  LuBMA.v,  M.     Prevention  of  Otitis  Media.    .V.  V.  Med.  Jour.,  March 

29,  1913. 

2125  LuEDERS,  C.     Syphilitic  Otitis  Media.    Deut.  mcd.  Wchnsc'hr.,  Jan. 

30,  1913. 

•2126  Mackenzie,  G.  W.  Complicationa  of  Acute  .Middle-ear  Suppura- 
tions.    Hahnemann.  Monthly,  May,  1913. 

•2127  -Mackenzie,  G.  W.  Suggestions  to  the  General  Practitioner  Con- 
cerning Acute  Middle-ear  Suppuration.  Hahnemann.  Monthly, 
March,  1913,  p.  175. 

•2128  Mangold,  E.  and  Eckstein,  A.  Reflex  Contraction  of  the  Tensor 
Tympanl  In  the  Human.  Arch.  f.  gesam.  Physiol,  Bd.  152,  Heft 
11-12,  1913,  p.  589. 

2129  .Mangold,  E.      Voluntary    Contraction    of   Tensor    Tympanl;    Two 
Cases.    Muench.  med.  Wchnschr.,  May  13,  1913. 

2130  McCuBnY,  W.  T.     Acute  Suppurative  Otitis  Media.     Jour.  Arkans. 
.Med.  Boc,  Vol.  9,  1913,  p.  229. 

2i:;i     .Missox,  E.  8.    Review  of  the  Homeopathic  Therapeutics  of  Otitis 

Media  Catarrhalls  Acuta.    Jour.  Ophth.,  Otol.  and  Laryngol.,  Oct., 

1913.  p.   406. 
LML'     Mriti'HY,   F.   O.      Nonsuppurative   Catarrhal   Otitis    Media.     Jowa 

■"^tate  Med.  Hoc.  Jour.,  1913. 
L'l:  :;     .Nelso.x,  R.  M.    Value  and  Indications  tor  Incision  of  Ear  Drum  in 

Otitis  Media.     Atlanta  Jour.-Rcc.  of  Med.,  Vol.  60,  1913,  p.  106. 
2i:!4     in.TscHKow.'fKY.   A.     Gustatory    Disturbances   In    Diseases   of   the 

-Middle  Ear.     Hvv.  mi-ns.  des  mat.  de  I'Oreillc,  June-July,  1913. 
i;i :;  .     IIhk.sk.     Impaired  Sound  Following  Middlo-far  Disease.     .\rch.  f. 

Ohrenh.,  Bd.  93,  Heft  1-2,  1913,  p.  134 
^^^^.M     Schaefkr,  K.   I...     Perception  of  Mixed    loncs  in   Partial  or  Total 

Defect  of  the  Drum  Membrane,     (feber  die  Wahrnehmbarkelt  von 

Koniblnatlonstoenen  bel  partlellen  oder  totalem  Defekt  des  Trom- 

melfclles. )     Patous  Rcitr.,  Bd.  6,  Heft  3,  191.''.,  p.  205. 

■V  iiKHKH-KuTviKT.      Relation    of   Inflammations   In    Middle   Ear   to 

Diseases  of  (•■•■•-iv  <-i,ii,!i,,.,.,i      /•,,,„,,,,  f,.j^.„^„,.  ,r-ikjich.  Nos.  14-16, 

1 913. 
:;i  ;■     S(  uwauai  u,  D.    Chronic  Otitis  Mcdln  Un.  Wchnschr.,  Or*. 

27.  1913.  p.  1977. 

-iK.inKHT,  E.  (}.     Middle-ear  Diseases  In  Infancy  and  Childhood    in. 

Mril     .'<riinUi,i,lli}ii     Mi'v    'I     I'M:'.     Ii,   fi2. 


338  KAR. 

2140  SiiA.MUAuciii,  G.  E.  Chronic  Obstructive  Middle-ear  DeafnesB.  Jour. 
A.  M.  A.,  Sept.  27,  1913,  p.  1206. 

2141  SiMi-so.N,  G.  B.  Incision  of  Drumhead  for  Tinnitus  Aurliim.  Sl'-d, 
World,  Nov.,  1913,  p.  461. 

2142  ST011.VT1I,  E.  Relation  of  the  Frledlaender  Otitis  to  the  Capsulaled 
Coccus  Otitis  with  Report  of  Case  of  Acute  Otitis  Media  Caused 
by  Pneumonia  Bacteria.  Arch.  J.  Ohrenh.,  Bd.  93,  Heft  1-2,  1913, 
p.  59. 

2143  Stri.na,  F.  Otitis  Media  In  Infants.  Oaz.  degli  Osped.,  Oct.  19, 
1913,  p.  1303. 

2144  Sti-etz.  Seven  Years'  Experience  with  Otitis  Media  Acuta  Due 
to  Streptococcus  Mucosa.     Passotcs  Bcitr.,  Dec.  9,  1913,  p.  100. 

*2145  Tiio.MAs,  J.  J.  and  Puf-nokhoast,  D.  A.  Acute  Suppurative  Otitis 
Media  Due  to  Bacillus  Typhosus.  Vleveland  Med.  Jour.,  May, 
1913. 

*2146  ToBKY,  G.  L.  Acute  and  Chronic  Suppuration  of  Middle  Ear.  Bos- 
ton Med.  and  i^iurg.  Jour.,  Dec.  11,  1913,  p.  871. 

2147  White,  W.  C.  Acute  Abscess  of  Middle  Ear;  Etiology,  Symptoms 
and  Treatment.    Ky.  Med.  Jour.,  Jan.  15,  1913,  p.  64. 

2148  Wright,  J.  R.  Suppurative  Otitis  Media.  L'ville  Monthly  Jour, 
of  Med.  and  Surg.,  March,  1913,  p.  300;  and  Ky.  Med.  Jour.,  June 
15,   1913. 

2149  WvNX,  J.  J.  Chronic  Suppuration  of  the  Middle  Ear.  Clinique, 
Jan.,  1913.  p.  28. 

2150  ZiJiMERMAxx,  A.  Occurrence  and  Significance  of  Temporary  Gly- 
cosuria in  the  Course  of  Otitis.  Ztschr.  f.  Ohrenh.,  Bd.  67,  Heft 
3-4,  1913,  p.  217. 

Ossicles. 

2151  Arsi.a.n,  Y.  and  Parkxti.  G.  Value  of  Removing  Ossicles  of  EJar 
in  Chronic  Middle-ear  Suppuration  and  Its  Complications.  Clin- 
ical Report  of  40  Cases.  (U  valore  dell'asportazlone  degU  osslcini 
nelle  suppurazioni  cronlche  dell'orecchlo  medio  e  le  loro  compll- 
canze.  Caslstica  di  140  operatl.)  Arch.  ital.  di  Otol.,  May,  1913, 
p.  187. 

2152  Dab.net.  S.  G.  Ossiculotomy — Report  of  Case.  L'ville  Monthly 
Jour,  of  Med.  and  Surg.,  Jan.,  1914,  p.  245. 

2153  Frey,  H.  Physiologic  Significance  of  the  Malleus-Incus  Articula- 
tion.    Areh.  f.  d.  gcs.  Physiol.,  Bd.  139,  1913,  p.  548. 

Eustachian  Tube. 

2154  Della  Vedova,  T.  Discourse  on  Centenary  Anniversary  of  Eus- 
tachian.    Prat.  Oto-rino-laringoiatrica,  Aug.  31,  1913,  p.  217. 

2155  DuvAL.  Diseases  of  the  Eustachian  Tube  and  Their  Treatment. 
Bull.  d'Oto-Rhino-Laryngol..  No.  3,  1913,  p.  175. 

2156  Palgar,  v.  Closing  of  Tube  in  Treatment  of  Some  Suppurative 
Otopathies.  Arch,  intern,  de  Laryngol.    March-April,  1913,  p.  479. 


ivR  .-539 

•2157     GiKKSZKWsKi.     Inroct   i<iiaiauoii  of  Kustachlan  Tube.     Drut.   med. 
Wchnsrhr.,  June  19,  1913. 
2158     Harki.s,   H.   B.      Bxpertences   with   Yankauer  Treatment   In   Tubo- 
tympanlc  Trouble.     0.  atatc  Med.  Jour.,  March,  1913. 

•2159  Havs,  H.  Relation  of  Eustachian  Tube  to  Chronic  Catarrhal  Otitis 
Media.  S.  Y.  Med.  Jour.,  Feb.  15,  1913. 
216U  MiCi  i.i..\tiH,  S.  Report  of  11  Cases  Operated  Upon  by  the  Yan- 
kauer Method  for  Closure  of  the  Eustachian  Tube.  A'eio  Albany 
Med.  Herald.  Oct.,  1913,  p.  222. 
2161  Stkk.\.mm.  a.  Influence  of  Loud  Noises  on  .Mucosa  of  Eustachian 
Tube.  (Suir  influenza  delle  membrane  e  del  tubl  nella  regis- 
trazlone  delle  onde  sonore.)  Vox,  Aug.,  1913,  p.  177;  and  Arch, 
itat.  di  Otol.,  N'os.  5-6,  1913. 

•2162  VoN  Oykkoyai,  A.  New  Method  of  Dilating  Tube  by  the  Direct 
.Method.  Orvoti  Hrtilap,  No.  17,  1913;  Rev.  hcbd.  de  Laryngol., 
Sept.  27,  1913;  and  Ueut.  med.  Wchmchr.,  Vol.  25,  1913. 

•2163  \Vooi>.  J.  W.  Direct  Examination  of  the  Ehistachlan  Tube  and 
Naso-pharynx.     ./'/»r.  nf  Lan/ngol,  Nov.,  1913,  p.  568. 


Labyrinth. 

2164  Abbaiiams,  A.     Analysis  of  Nystagmus.     Lancet,  May  31,  1913. 

2165  Ai.KXA.M>KK.  G.  Anatomy  and  Clinical  Data  of  Non-suppuratlve 
Labyrinthine  Affections.  Arch.  f.  Ohrrnh.,  Bd.  92,  Heft  3-4,  and 
Bd.  93.  Heft  1-2,  1913. 

2166  Al.KXANDKii.  I'liniliiit  Affections  of  tho  I.aliyrinih.  Le  Larynx, 
So.  1.  191:; 

2167  A.VGr.LL,  A.     I>iii)yriiitiiiii8.     .\ .  .imir.  .Iiiiir.  oj  Horn.,  April,  1913. 

2168  A.\T«x,  W.  Meniere's  Symptom-complex.  Prag.  med.  Wchnschr., 
So.  50,  1913. 

t2189     AtKKiiAcii.  J.     Injuries  of  the  I.«byrlnth.  Thk  LAByxoosropK.  Sept, 
1913,   p.   950. 

2170  Baimock.  H.  L.     Vertigo.     \cw  Enu.  .M>d.  Oaz.,  Nov.,  19i;{,  p.  ,")S9. 

2171  Harinski.  J.  Electric  Testa  of  the  Internal  Ear.  Bull,  de  I'Avad. 
de  Med..  Nov.  4,  1913,  p.  325. 

2172  Bauiexwkck,  L.  and  Biorii,  A.  Preliminary  Remarks  on  the  In- 
clination of  the  Head  During  the  Fistula  Test.  Ann.  dr.i  Mai. 
de  VOreille,  No.  5,  19i;!.  p.  476. 

2173  Baiiiknwkik,  U  Vertlgenous  Crises  In  Chronic  l^ahyrinthlne  In- 
sufficiency, {..abyrlnthlne  States  with  Meniere's  Syndrome  with- 
out Suppiirnftvi-  Inflnnimatlon.  Ann.  des  Mai.  de  VOreilh-.  So  1, 
1913,  p.  1. 

2174  Dau:y,  S.  i^ocallzatlon  of  Tones.  Patsotcs  Bcilr.,  Dec.  9,  1913,  p. 
69. 

2175  BAi.ij!:.Nor.H.  W.  L.  labyrinthitis  with  Illustrative  Cases.  Trnni. 
Am.  I,..  R.  and  O.  Soc,  1913.  p.  isn. 

2176  BAMBix.sKr.  M.  J.  Lack  of  Orientation  and  Inco-ordlna;,.,,  .  ...- 
voked  by  Electric  Current.     Bull.  Med.,  Vol.  27,  1913.  p.  955. 


340  EAR. 

2177  Bakany.  Fall  on  Occiput;  Abnormal  Pointing  of  Both  Arms  and 
of  the  Head  In  Upward  Direction.  (Fall  auf  den  Hlnterkopf, 
Vorbelzelgen  belder  oberen  extreraltaeten  und  des  Kopfes  nach 
oben.)     Wr.  klin.  Wchnschr.,  1913,  p.  277. 

•2178  Beck,  O.  Bone-conduction  in  Lues.  Monatschr.  /.  Ohrenh.,  Heft 
8,  1913,  p.  1099;  Ann.  of  Otol,  Dec.,  1913,  p.  1099;  and  Muench. 
med.  Wchnschr.,  Dec.  16,  1913. 

•2179  Beck,  O.  Fistula  Symptoms  in  Non-suppuratlve  Affections  of  the 
Auditory  Apparatus.  Ann.  des  Mai.  de  I'Oreille,  No.  9,  1913,  p. 
229. 

•2180  Benjamins,  C.  E.  Comparative  Anatomy  of  Membranous  Laby- 
rinth; a  Fourth  Crista  Acustica.  Ztachr.  /.  Ohrenh.,  Bd.  68,  Heft 
2-3,  Bd.  69,  Heft  3-4,  1913;  and  Xederlansch.  Tijdschr.  v.  Oeneesk., 
June  7,  1913,  p.  1615. 

2181  Bennett,  A.  B.  Prognostic  Value  of  the  Rlnn6,  Weber  and  Schwa- 
bach  Tests.     Med.  Rec,  Jan.  18,  1913,  p.  103. 

2182  Benoit.  Bulbar  Syndrome  In  Coal  Miners.  Le  Scapel,  March  31, 
1913. 

•2183  Berlstein,  J.  and  Nowicki.  Recognition  of  Tumor  of  the  Acoustic 
Nerve.    Monatschr.  f.  Ohrenh.,  Heft  3,  1913,  p.  415. 

2184  Beyki!  and  Lewandowsky.  Barany  Pointing  Test.  (Ueber  den 
Baranyschen  Zelgeversuch.)  Ztschr.  /.  Neurol,  u.  Psych.,  Bd.  19, 
Heft  3,  1913,  p.  359. 

2185  Beyer,  H.  Question  of  Condyloid  Thrombosis.  Passoics  Beitr., 
Bd.  6,  Heft  4-6,  1913,  p.  320. 

2186  Bocci,  B.  Theory  of  Hearing  According  Best  with  Complex 
Morphology  of  Organ  of  Cortl.  (Die  mit  der  komplexen  Morphol- 
ogic des  Cortischen  Organs  am  meisten  in  Einlclang  stehende 
Theorie  des  Gehoers.)  Pfluegers  Arch.  f.  gcs.  Physiol.,  Bd.  150, 
Nos.  3-5,  1913. 

2187  Boot,  G.  W.    Tuning-fork  Tests.    Med.  Rec,  Feb.  15,  1913,  p.  302. 

2188  Botella,  E.  Effect  of  Salvarsan  on  the  Internal  Ear.  Semana 
Med.,  Jan.  30,  1913;  and  Arch,  intern,  de  Laryngol.,  Jan.-June, 
1913,  p.  34. 

2189  BoTEY.  Opening  of  Labyrinth  in  Non-purulent  Processes.  Oac. 
med.  catalana,  Feb.  15,  1913. 

2190  BorKGUET,  J.  Suppurative  Labyrinthitis  and  Cerebellar  Abscess; 
Labyrinthectomy  and  Opening  of  Abscess  After  Opening  Lateral 
Sinus.  Recovery.  Arch,  intern,  de  Laryngol.,  Sept-Oct,  1913,  p. 
352. 

•2191  BoYD,  W.  and  Hopwood,  J.  S.  Case  Having  a  Bearing  on  Localiza- 
tion of  Auditory  Center.    Lancet,  June  14,  1913. 

•2192  Brixdel.  Ijabyrinthitls  After  Three  Injections  of  Salvarsan.  Jour. 
de  Med.  de  Bordeaux,  Dec.  14,  1913. 

2193  Brock,  W.  Clinical  and  Pathologic  Anatomical  Studies  on  the 
Question  of  Labyrinth  Suppuration.  Ztschr.  /.  Ohrenh.,  Bd.  67, 
Heft  1-2,  1913,  p.  1. 

2194  Bryant.  W.  S.  Etiology  of  Otosclerosis.  Monatschr.  /.  Ohrenh.. 
Heft  3-4,  1913. 


KAK. 


341 


iSiyii  iiLvs.  Kunction  of  Nystagmus  Centers.  (Du  fonctionnement  des 
centres  du  nystagmus.)  Prease  Oto-Laryngol.  Beige,  Nov.,  1913,  p. 
481;   and  Arch.  ital.  di  Otol.,  Nov.,  1913,  p.  475. 

2196  Suva  and  Hts.vEBEKT.  Reaction-movement  of  Vestibular  Origin 
Under  Influence  of  Galvanic  Current.  Arch.  ital.  di  Otol.,  No.  3, 
1913,  p.  177;  Jour.  med.  de  Brurelles,  No.  16,  1913;  and  Arch,  in- 
tern, de  Laryngol.,  March-April,  1913,  p.  458. 

2197  BiY8.  Study  of  Turning  Nystagmus.  Monatschr.  f.  Ohrenh.,  No. 
6,  1913,  p.  675. 

2198  Buys.  Two  Cases  of  Labyrinth  Fistula  Cured  by  Petrous  Mas- 
told  Cleansing.     La  PoUclin.,  No.  7,  1913. 

2199  C.\8TKij_vM.  Effect  of  Acoustic  Excitations  on  the  Cerebral  Circu- 
lation. Arch,  intern,  de  Laryngol,  Jan.-Feb.,  1913,  p.  124;  and 
Prat,  oto-rino-laringoialrica,  April,  1913. 

2200  Castfjxaki,  L.  Fatigue  Curve  In  Labyrinth  Disease.  (La  curva 
della  fatlca  nelle  malattie  del  lablrlnto.)  Prac.  oto-rino-larin- 
goiatrica,  Feb.  15-28,  1913,  p.  1  and  25. 

2201  CiTKixi.  Otosclerosis.  Arch,  intrrn.  dc  Laryngol,  Nov.-Dec.,  1913, 
p.  681. 

•2202  CoATES,  G.  M.  Diagnosis  of  Suppuration  of  Labyrinth.  Trans. 
I'hila.   Laryngol.  Soc,  Feb.  18,  1913. 

2203  Co.MrAKHiKi,.  Two  Cases  of  Trepanation  of  the  Labyrinth;  Opera- 
tion;  Cure.    El  Siglo  Med.,  No.  3102.  1913,  p.  322. 

2204  De  Ckampeaix.  Atrophy  of  Auditory  Nerves  Through  Non-func- 
tion. (Atrophic  des  nerfs  auditifs  par  non-functlonnement;  pas  de 
traltement  subl-anterleurement;  amelioration  notable  T>ar  I'etfet 
du  traifpnifnt  tfirdlf.  >  tf>'r.  h-b'l.  <lr  hnninqol  .  Sppt  fi,  inis.  p. 
283. 

2205  De  CuiNA.  .\cou8tlc  Kunction.  Arch,  intern,  dc  J^nryiiyui.,  .lan.- 
June,  1913. 

2206  DENKhR,  A.  Function  of  the  Acoustic  and  Static  Apparatus  in  a 
Case  of  Agenesia  of  the  Cerebellum.  Xtschr.  f.  Ohrenh.,  Bd.  69, 
Heft  3-4,  1913,  jf.  173. 

2207  De.nker.  a.  Upon  the  Present  Status  of  Otosclerosis.  Ann.  of 
Otol..  March.  1913,  p.  1. 

2208  De  Ridiieii.  V.  Case  of  I'nilateral  Nystagmus.  Jour.  med.  de  Brux., 
Vol.  IS.  1913.  p.  254. 

2209  DuiiiTos,  A.  Functional  TesU  of  Labyrinth  and  Their  Value  In 
Diagnosis.     Practitioner,  Oct..   1913. 

2210  DcPUT.  Pathologic  Physiology  and  Treatment  of  Auricular  Ver- 
tigo.    Lc  Larynx,  No.  5.  1913. 

2211  Ei.H<  iiNui.  A.  Nystagmus  as  a  Focal  Symptom.  Med.  Klinik,  Jan. 
5,  1913. 

•2212     EvEi.v.     Ca.sp   of  S>-phllltic   Labyrinthitis.     La  PoUcUn.,   Feb.   15, 
1913,  p.  .'.^ 
•J'-'H     Fischeb-Oai  ,. .i.  1.    Experimental  Sporotrlchosl»  "'  'l'-  T..Thvr!nth. 

/^■I•.  hrbd.  tie  Larynaol.,  Dec.  20,  1913,  p.  721. 
•2214     FowrER,  E.  P.     Local  Autogenous  Temperature  Variations,  a  I'uuae 
of  l,abyrinthlne  Vertigo.     .Ved.  Iter..  June  21.  1913.  p.  1125. 
2215     Fkey,  O.     Post-operative  Labyrinthitis.     Krv.  hebd.  de  Laryngol., 
Feb.  22.  1913.  p.  209. 


342'  KAR, 

*221t>    Fkikde.wvai.i),  H.     Injurious  Effects  of  Loud  Noises  on  Organs  of 

Hearing.     Bull.  Med.  and  Cliir.  Faculty  of  Md.,  Jan.,  1913. 
t2217     FmtDKHii,  P.     Vertigo.     Thk  L,ARY.NG08topK,  Aug.,  1913,  p.  825. 
•2218    GouDAiii),  H.  M.    Turning  Test.    Trans.  Phlla.  Laryngol.  Soc.,  Feb. 

18,  1913. 
2219     GoEBEL,  O.    Function  of  Human  Vestibule  in  Hearing.     (Ueber  die 

Hoertaetiglcelt  des  menschllchen  Vorhofs.)     Arch   f.  Uhrenh.,  Bd. 

92,  Heft  3-4,  1913,  p.  263. 
♦2220    GKADKxuio,    G.      Otosclerosis    and    Its    Relation    to    Tuberculosis. 

Monatschr.  /.   Ohrenh.,  Heft  7,   1913,  p.  901. 
t2221     Gkaue.mgo,    G.     Suggestions   in   Acoumetry.     The   Labynooscopi:, 

July,  1913,  p.  770. 
t2222     Graham,  H.   B.     Gradenigo's  Syndrome.     One  Case — Report  and 

an   Analysis  of   the   Published   Cases.     The   Laryngoscope,   Dec, 

1913,  p.  1146. 

2223  Gkke.nk,  J.  S.  Diseases  of  the  I.abyrinth  with  Special  Reference  to 
the  Methods  of  Examining  the  Labyrinth  in  the  Continental  Clin- 
ics.    Med.  Hec,  Jan.  11,  1913,  p.  56. 

2224  Guetth  H,  A.  Physiology  of  the  Vestibular  Apparatus.  Pattotcf 
Beitraege,  Bd.  7,  Heft  1,  1913,  p.  1. 

2225  Hai.phe.n.  Some  Considerations  on  Tumors  of  the  Auditory  Nerve. 
A'et;.  hebd.  de  Laryngol.,  Xov.  1,  1913,  p.  517. 

t2226  Hakhis,  T.  Brief  Consideration  of  Certain  Recent  Views  Regard- 
ing Otosclerosis.     The  Laryngoscope,  Aug.,  1913,  p.  801. 

♦2227  Hastings,  H.  Meniere  Symptom-complex;  a  Clinical  Review.  Cal. 
St9te  Jour,  of  Med.,  Sept.,  1913,  p.  353;  and  Ann.  of  OtoL,  Dec., 
1913,  p.  1133. 

2228  Hautant,  a.  Indications  and  Technic  of  Labyrinthine  Trepana- 
tion. Hev.  hebd.  de  Laryngol.,  May  24,  1913,  p.  609;  and  Prat. 
Med..  8-10,  1913. 

2229  Henxebert.  Reaction  of  Vestibular  Origin  Under  the  Influence  of 
the  Galvanic  Current.    Jovr.  vied,  de  Brux.,  April  17;  1913,  p.  143. 

t2230  Henninger,  L.  L.  Differential  Diagnosis  and  Treatment  of  Acute 
Labyrinthitis.     The  Laryngoscope,  July,  1913,  p.  781. 

2231  Herzog,  H.  Bone-Conduction  of  Sound  with  Normal  Hearlag. 
jjiuench.  vied.  Wchnschr.,  Jan.  14,  1913. 

2232  Herzog,  H.  Experimental  Labyrinthitis.  Passows  Beitr.,  Bd.  6, 
Heft  4-6,  1913,  p.  344. 

2233  He-schl,  F.  Relation  of  Air-  and  Bone-conduction  in  Disturbances 
of  Sound-conduction.     Monatschr.  f.  Ohrenh.,  Heft  9,  1913,  p.  1149. 

2234  Heyninx.  Vestibular  Tests  for  Blindness.  (L'epreuve  vestlbu- 
laire  de  la  marche  aveugle  aller  et  retour.)  Arc;i.  intern,  de  Laryn- 
gol, Sept.-Oct.,  1913,  p.  449. 

2235  Hinsbero.  Functional  Tests  of  the  Internal  Ear.  Berl.  klin. 
Wchnschr.,  May  12,  1913. 

*2236  HiRscH.  Sympathetic  Nystagmus  in  Erysipelas.  (Sympathlscher 
Nystagmus  bei  Erysipel.)  Deut.  med.  Wchnschr..  No.  7,  1913,  p. 
315. 

•2237  HoEssLi,  H.  Changes  in  Ear  Experimentally  Produced  by  Sound. 
(Die  durch  Schall  experimentell  erzeugten  Veraenderungen  des 
Gehoerorganes. )  Intern.  Zntrlbl.  f.  Ohrenh..  Bd.  11,  Heft  8,  1913, 
p.  303. 


EAR. 


343 


2238  HofKu.  I.  Galvanic  Nystagmus  in  Cases  of  Chronic  Middle-ear 
Suppuration  with  Labyrinth  Fistula.  Xtschr.  /.  Ohrenh.,  Bd.  68, 
Heft  2-3.  1913,  p.  189. 

2239  Hubby,  L.  M.  Discussion  of  Modus  Operandi  of  Galvanic  Nystag- 
mus.    Ann.  of  Otol.  Sept.,  1913,  p.  638. 

12240  HiKBY,  L.  M.  Nystagmus  Produced  by  Galvanism  of  Individual 
Semi-circular  Canals.     Thk   L.vrv.nuosiopk,   Feb.,   1913,   p.   126. 

2211  .loi.iAT.  H.  Internal  Kar.  /^•'•  "'•'?.  de  la  Huisae  rom.,  Oct.-Nov., 
i;u:;. 

2212  Ji'.vc  A,  E.  Electrodiagnosis  in  Uiseaaes  of  the  Labyrinth.  Jour, 
of  Larynyol.,  Jan.,  1913,  p.  25. 

•2243  Kori-rr/.Y,  S.  J.  Meniere  Symptom-complex.  v  v  Med.  Jour, 
May  24.  1913. 

2244  Lakk.  R.  Aural  Vertigo  (Nonsuppurative) :  A  Clinical  and  Ther- 
apeutic Study.  Can.Lancet,  April,  1913.  p.  585;  and  Jour,  of 
Ophtti.  and  Oto-Larvngol.  May,  1913,  p.  142. 

2245  l^*N(i,  J.  Non-sui)i>uratlve  Affections  of  the  Vestibular  Labyrinth. 
Monatscnr.  f.  Ohrnil..,  Heft  10-11,  1913. 

2246  L.\.N<i.  Post-operative  Labyrinthine  Degeneration.  Caaopis  le!.. 
cetkycti,  1913. 

2247  L,\SGE.  I.«byrlnthlne  Changes  in  Tumors  of  the  Cerebellum  and 
PontOKierebellar  Angle.  Arch.  f.  Ohrenh.,  Bd.  90,  Heft  3,  1913,  p. 
18U. 

2248  LAs.\(i.v,\.  F.  Case  of  Gradenlgo's  Syndrome.  Arch.  Hal.  di  Otol.. 
Jan..  1913.  p.  19. 

2249  Lkidi.kh,  R.  Absolute  Indications  for  Operative  Procedure  on  the 
Labyrinth.    Arch.  f.  Ohrenh.,  Bd.  93,    Heft  1-2.  1913,  p.  73. 

2250  Lkiih.kk,  R.  Experimental  Investigation  on  the  Terminal  Endln:^ 
of  the  Vestibular  Nerve.  (Experlmentelle  Untersuchungen  ueber 
das  Kndlgun.i?8KPblet  des  Nervus  vestibularis.)  Monafschr.  ). 
Ohrenh.,  Heft  3,  1913,  p.  389. 

2251  Lknorma.nt.  C.  Intra-rranlal  Section  of  Auditory  Nerve.  Presae 
Med.,  April  21.  1913. 

2252  Lmikcii.  C.  and  Tiikvk.noi.  L.  Vertigo  In  the  Tuberculous.  Lyon 
Meil..  June  8,  1913.  p.   1217. 

2253  LKwrs,  K.  R.  Practical  Application  of  Ivabyrlnthlne  Studies.  loica 
Utatc  Med.  Koc.  Jour.,  Feb.,  1913,  p.  519. 

t2254     Lkwy,  a.     Some  Curable  AITections  of  the  Acoustic  Nerve.     Ths 
LAHY.XiosioPK.   March,   1913,  p.   190. 
2255     Maah.  O.     Disturbances  in  Kye-movements  Due  to  Vestibular  Irri- 
tation.    Xeurol.  Xnlrlbl.,  No.  10.  1913,  p.  621. 

•2256  Ma(  Kt;\/iK,  G.  W.  Case  of  Acute  Labyrinth  Destruction  vflth  Com- 
plicating Erysipelas  Following  .Mastoid  0|>cratlon.  Recovery. 
Jour,  of  Ophth.,  Otol.  anil   l.ari/ni/ol.,  Aug.,   1913,  p.  307. 

J257  .Ma(im'h  and  Dk  Kleyn.  Analysis  of  the  End-results  of  Unilateral 
labyrinthine  Removal  with  E^|>eclal  Reference  to  Tonic  Throet 
Reflexes.     Arch.  f.  d.  i/'i-  I'hi/mol.,  Hd.   154.   No.  7.   1913.  p.   1178. 

2258     McKim.mik.     ReiM)rt  of  Case  of  Suppurative  Labyrinthitis.     Recov- 
ery Without  Operation.     Diavcnosls  ntnl  Imll':!'*"""  '■■•■  Tr..'"ii-v' 
Trans.  Am.  O.  »oc.,  1913,  p.  52. 


344  KAR. 

2259  Muck,  O.  Caloric  Change  In  Labyrinth  in  Open  Middle-ear  Cases 
as  Probable  Cause  of  Sudden  Death  In  Bathers.  Med.  Klinik,  Vol. 
9,  1913,  p.  2116. 

2260  MuLLEK,  F.  Progress  In  Prophylaxis,  Diagnosis  and  Treatment  of 
Diseases  of  the  Labyrinth.  Klin,  therap.  Wchnschr.,  March  13, 
1913. 

2261  MUBBAY,  W.  R.  Ocular  and  Aural  Vertigo.  J  our. -Lancet,  Dec.  1, 
1913. 

2262  Nieddu-Skmidki,  A.  Theoretic  and  Practical  Acoustics.  (Acumetrla 
teorlca  ed  acumetrla  pratlca.)  Aiih.  itnl.  iii  otol..  No.  2,  1913, 
p.  143. 

2263  O'Mallet,  J.  F.  Suggestive  Points  of  Analogy  Between  Otoscler- 
osis and  Arthritis  Deformans.  Brit.  Med.  Jour.,  Sept.  20,  1913, 
p.  742;  and  Ann.  of  Otol,  Dec.,  1913,  p.  1007. 

*2264  OusiEViTCH.  Physiologic  Researches  on  the  Hearing  of  Dogs. 
Comptes  rendus  de  I'Acad.  imperiale  rusae  de  Med.  mil,  Nos.  3-4, 
1913. 

2265  Page,  J.  R.  Report  of  a  Case  of  Paracoustlc  Vertigo  and  Nystag- 
mus Cured  by  Operation  on  the  Labyrinth.  Ann.  of  Otol,  June, 
1913,  p.  321. 

2266  PiUM.ip.s,  \V.  C;  Powi.i-.h.  E.  P.;  Koi-ktzky,  S.  J.  and  Siiabp,  J.  C. 
Report  of  20  Cases  of  Inflammatory  Affections  of  the  Labyrinth. 
-V.  y.  Med.  Jour.,  Aug.  2,  1913,  p.  209. 

•2267     Pkextiss,  C.  W.     Development  of  Membrana  Tectorla  with  Refer- 
ence to  Its  Structure  and  Attachments.    Am.  Jour,  of  Anat.,  May, 
1913. 
2268     Reed,  A.  C.     Vertigo.     Jour.  A.  M.  A.,  May  17,  1913,  p.  1514. 

*2269  RiiEix,  J.  H.  Hallucinations  of  Hearing  and  Diseases  of  the  Ear. 
^V.  y.  Med.  Jour.,  June  14,  1913,  p.  1236. 

2270  Rhese.  Diseases  of  Vestibular  Apparatus  and  the  Relation  of  the 
Vestibular  Examination  to  General  -Medicine.  Ztschr.  f.  Aertz. 
Fort.,  May  1,  1913,  p.  271. 

2271  Russell,  J.  S.  R.  Vertigo;  Its  Significance  and  Treatment.  Brit. 
Med.  Jour.,  Nov.  8,  1913,  p.  1219. 

2272  RuTTix,  E.  Diffuse  Labyrinth  Inflammation  in  True  Acute  Otitis. 
Monatsctir.  f.  Ohrcnh..  Xo.  5,  1913,  p.  645. 

2273  ScHEiBE,  A.  Remarks  on  Ruttin's  Article:  "Diffuse  Labyrinthine 
Inflammation  in  Genuine  Acute  Otitis."  Monatschr.  f.  Ohrenh., 
Heft  9,  1913,  p.  1186. 

2274  SEiiiDEi,  N.  Genesis  of  Vestibular  Nystagmus.  I'rac.  oto-rino- 
laringoiatrica,  Dec.  31,  1913,  p  289. 

2275  SHjVmbaugii,  G.  E.  When  to  Operate  on  the  Labyrinth  in  Laby- 
rinth Infection  Secondary  to  Purulent  Otitis  Media.  Ann.  of  Otol, 
June,  1913,  p.  303. 

2276  Spencer,  F.  R.  Diseases  of  the  Labyrinth  with  a  Report  of  Nine- 
teen Cases.    Ann.  of  Otol.  Sept.,  1913,  p.  581. 

•2277     Strouse,    M.     Anatomy   of    the    Static    Labyrinth.      Trans.    Phila. 

Laryngol.  Soc.,  Feb.  18,  1913. 
2278     Stbuycken,  H.  J.  L.     Table  of  Upper  Tone  Limit  in  Pathological 
Conditions.     (Tabellen  ueber  die  obere  Hoergrenze  bei  patholog- 
Ischen  Verhaeltnissen.)     Passows  Beitr..  Bd.  6,  Heft  4-6,  1913,  p. 
289. 


EAR. 


345 


2279  Tastubri,  D.  Method  of  Graphically  Studying  Vestibular  Nystag- 
mus.    Arch,  intern,  de  Laryngoh,  Jan.-Feb.,  1913,  p.  111. 

2280  THEI.MEB,  K.  Jarlsch-Herxhelmer  Reaction  in  the  Organ  of  Hear- 
ing After  Treatment  by  Salvarsan.  Jour,  of  Laryngol.,  Ithinol. 
and  Otol.,  May,  1913,  p.  225. 

2281  Tbetop.  Prevention  of  Suppurative  Affections  of  the  Labyrinth. 
Arch,  intern,  de  Laryngol.,  Sept.-Oct,  1913,  p.  362. 

2282  TUBNER,  A.  L.  and  Pbasek.  Otosclerosis.  Edin.  Med.  Jour..  Jan., 
1913,  p.  71. 

2283  UciiKKMANX.  Suppurative  Tympanogenous  Labyrinthitis.  Norsk 
Mag.  f.  Legevid,  No.  7,  1913. 

2284  Udvarhelyi,  K.  Vestibular  Nerve — Anastomoses.  (Vestibulare 
.Vervenverblndungen.)  /.t.ichr.  f.  Ohrcnh.,  Bd.  67.  Heft  1-2,  1913, 
p.  136. 

2285  l>»KXoRt)K,  W.  Interesting  Case  of  Complicated  Labyrinthine  Sup- 
puration with  Abscess  In  inner  Auditor}'  Canal.  Ztschr.  f. 
Ohrenh.,  Bd.  69.  Heft  3-4,  1913.  p.  274. 

2286  L'fTKNoBnK.  W.  Remarks  on  Ruttln's  Article:  Clinical  Data  on 
Suppuration  of  Labyrinth.  Monatschr.  J.  Ohrenh.,  Heft  8,  1913, 
p.  1107. 

2287  Ubejt,  C.  T.    Nystagmus.    W.  Med.  Rev.,  June,  1913,  p.  303. 

2288  Vasticar,  E.  Arch  of  Cortl  and  Its  Connection  with  the  Sensory 
Kpithellum.    Arch,  intern,  de  Laryngol.,  Jan.-Feb..  1913,  p.  121. 

2289  Vastk  AB,  E.  Existence  of  Small  External  Pillar  In  Organ  of  Cortl. 
.irrh.  intern,  de  Laryngol.,  May-June.  1913,  p.  804. 

•2290    Vox  Czthlarz,   E.     Nystagmus   In  Febrile   Diseases.     Berl.   klin. 
Wchnschr.,  Jan.  20,  1913. 

2291  VooRiiEEs.  I.  W.  Serous  and  Suppurative  Labyrinthitis;  Differ- 
ential Diagnosis.     Boston  Med.  and  Surg.  Jour.,  May  15,  1913. 

2292  Wiiiti.no.  F.  Indications  for  I.^byrinth  Operation.  N.  Y.  State 
Jour,  of  Med.,  Nov.,  1913. 

i;2:t:;  Wolkkhz,  R.  Symptomatology  and  Pathogenesis  of  Suppurative 
Labyrinthitis  and  the  Indications  for  the  Labyrinth  Operation. 
Petersburg.  Med.  Xtschr..  April   14,   1913.  p.  79. 

2294  ZAfciiK.  A.  Traumatic  I^eslon  of  Internal  Ear.  Prat,  oto-rino- 
laringoiatnca.  No.  3,  1913. 

2-2:>:<  ZvTowiTsrn.  M.  T.  Complete  Fistula  Symptom;  Etiological  Mech- 
anism.    Monatschr.  f.  Ohrenh.,  No.  6,  1913.  p.  837. 

Defects  of  Hearing. 

2296  Ai.T.  Case  of  Deafness  Following  Cerebro-spinal  Meningitis.  Le 
harynr.  So.  7,  1913. 

2297  ANur.RHOX,  J.  S.  Proving  the  Worth  of  the  Montessorl  Method. 
VoUa  ReV:  April,  1913,  p.  38. 

220R     .\M.r»  w^.  IT.  V.     Deaf  Child  and  Nature.     Volta  Rev..  Dec,  1913. 

.,.  .1     ,,,,  i.r  -  .i , .  K.  L.     Ufiiort  of  Cases  of  Chronic  Progressive  Deafnesa 
with    Vestibular    Non-excltabllity    and    Vertigo    (Meniere's    Syn- 
drome.)    Ann.  des  Mai.  de  VOrcille,  No.  8,  1913.  p.  175. 
•2300     B<f ri:<f,  M.  J,     Case  of  Total   D<^fne«8  Following  Dose  of  Quinin. 

■  ■  /...■/(-  ,    M;,v    L'l, 


346  KAK. 

•2301     Baranv,  R.     Restoration  of  Hearing  After  Nearly  a  Years  Deaf- 
ness of  the  Barany  Type.     Wr.  klin.  Wchnschr..  Jan.  23,  1913;  and 
Arch,  intern,  de  LaryngoX.,  March-April,  1913,  p.  384. 
2302     B.MtXEs,  J.  H.     Loss  of  Hearing  In  one  Ear  From  Injury.     Okla. 
tftate  Med.  Assn.  Jour.,  April,  1913. 

•2303  BATh«,  L.  M.  Montessori  Models.  Am.  Ann.  of  the  Deaf,  Jan., 
1913,  p.  16. 

2304  Bkck,  K.  Kxperimenlal  Study  on  the  Influence  of  Bacterin  Toxins 
and  Poisons  on  the  Organ  of  Hearing.  Xtsrhr.  f.  Ohrenh.,  Bd.  68, 
Heft  2-3,  1913,  p.  128. 

2305  BwK,  K.  Question  of  Deaf-mutism  as  Due  to  Syphilis.  Ztschr. 
f.  Bekaempfung  d.  Oesclilechtskr.,  1913. 

2306  Bki.l.  Graphical  Studies  of  Marriages  of  the  Deaf.  Volta  Kev., 
May-Dec,  1913. 

*2307     Bemis,  L.  M.     Publicity   for  the  Education  of  the  Deaf.     Volta 

Rev.,  April,  1913,  p.  27. 
2308    Boot,  G.  W.    Caisson  Worker's  Deafness.    Ann.  of  Otol.,  Dec.  1913, 
p.  1121. 

•2309  Bkiehi..  G.  Histological  Examination  of  a  Case  of  Congenital 
Deafness.     Passotcs  Beitr.,  Bd.   7,  Heft  1,  1913,  p.  19. 

•2310  Brlhx,  M.  Talking  Motion  Pictures  as  an  Aid  to  Lip  Readers 
Volta  Hev.,  July,  1913,  p.  179. 

•2311  Bkuhx,  M.  E.  Teaching  Lip-reading  to  the  Adult  Deaf  as  a  Pro- 
fession: Its  Possibilities  and  Future.  Volta  Rev.,  March,  1913, 
p.  718. 

2312  BttYANT,  W.  S.  Opi>ortunlties  for  the  Preservation  of  Hearing. 
Jour.  A.  M.  A.,  March  22,  1913,  p.  878. 

2313  Buscii,  H.  Deafness  After  Otitis  of  Scarlet  Fever.  Passous  Beitr., 
Bd.  6,  Heft  4-6,  1913,  p.  331. 

•2314  Clapp,  C.  a.  Deafness  Following  the  Use  of  Salvarsan.  Jour.  A. 
if.  A.,  March  8,  1913,     p.  742. 

2315  Daly,  M.  A.  Physical  Training  for  the  Deaf  Child.  Volta  Rev., 
June,  1913,  p.   131. 

2316  Daviusox,  E.  F.  W.  Lii}-reading  Lessons.  Am.  Ann.  of  Deaf,  May, 
1913,  p.  239. 

2317  Drnkek,  a.  Pathology  of  Congenital  Deaf-mutism.  Ztschr.  /. 
Ohrenh.,  Bd.  69,  Heft  3-4,  1913,  p.  232. 

2318  Driggs,  F.  M.    Causes  of  Deafness.     Volta  Rev.,  Oct.,  1913,  p.  314. 

2319  EscAT,  E.  Tuning  Fork  in  Diagnosis  of  Simulated  Unilateral  Deaf- 
ness. (Epreuve  du  diapason-fantome  appliquee  au  diagnostic  de 
la  simulation  de  la  surdite  unilaterale.)  A)i»i.  des  Mai.  de 
VOreille,  No.  7,  1913,  p.  6;  and  Rev.  hebd.  de  LaryngoX.,  Aug.  23, 
1913,  p.  209. 

2320  Fay,  E.  A.  Status  of  Schools  for  the  Deaf.  Am.  Ann.  of  Deaf, 
Sept.,  1913,  p.  327. 

•2321     Fernet.     Training  Muscles  of  Ear  in  Treatment  of  Deafness.  Bull. 

de  VAcad.  de  Med..  Oct.  14,  1913,  p.  209. 
2322    Ferreri,  G.     Principles  for  the  Instruction  of  the  Blind-deaf  as 
Given  in  the   Work  of  the  Abbe  Deschamps.     VoXta  Rev..  April, 
1913,  p.  35. 


EAR. 


347 


2323  Gaimssku,  E.  Ueaf-niutlsm.  Corresp.-Bl.  f.  Schiceizer  Aerzte, 
June  28,  1913,  p.  801. 

2324  OoLusTKis,  M.  A.  Disposal  of  Deaf  After  the  School  Age.  VoUa 
Rev.,  Feb.,  1913,  p.  663. 

2325  Gr.\uk.mgo,  O.  Deafness  of  Cerebro-sptnal  Meningitis.  Arch.  Ua\. 
di  Olol.,  July,  1913,  p.  265. 

2326  H.KNE,  K.  Histology  of  Ueaf-mutlsm.  Xtschi.  f.  Ohrenh.,  Bd.  69, 
Heft   1,   1913,   p.   69. 

2327  Hays,  H.  Economic  and  Social  Aspect  of  Deafness.  .Y.  Y.  State 
Jour,  of  Med.,  Dec,  1913. 

232h  Hays.  H.  Prevalence  of  Catarrhal  Deafness  and  Its  Economic 
Consideration.     Mid.  Her.,  April  12,  1913,  p.  646. 

2329     HAY.S,   H.     Social   and   Economic    Importance  of   Deafness.      Volta 

Hev.,  Oct.,  1913,  p.  303. 
•2330     HoKKTfa«,  P.  H.     Comparative   Investigation  of  Acuity  of  Hearing 
In  Blind  and  Seeing.     Passoua  Beitr.,  Bd.  6,  Heft  4-6,  1913,  p.  302. 

2331  H0E88LI,  H.  Professional  Deafness  Experimentally  Proven. 
■/jtschr.  ;.  Ohrenh.,  Bd.  69,  Heft  3-4,  1913,  p.  224. 

2332  HtcKi..  Radium  and  Mesothorium  in  Deafness  and  Tinnitus. 
.Vucnch.  vied.  Wchnschr.,  Sept.  23,  1913. 

2333  Jacoby,  G.  W.  Montessorl  Method  From  a  Physician's  View- 
iwlnt.     .Vrd.  Kee.,  April   19,  1913,  p.  691. 

2334  JO.NK.S,  J.   .A       !lv>.t.  rd-sil    l)p!ifn»>ss  in  Childr.'ii       l/i '/    Clirmi..  Oct., 

1913,  p.  :;; 

2335  Kemjck,  II.     \\  orK  o:  df  I'Kpee.     .4m.  .inti.  aj  Diaj,  -March,  1913, 

p.   172. 

2336  LAN(iK,  \V.  Aplasia  of  the  Spiral  Ganglion  and  Cochlear  Nerve  as 
a  Cause  for  Congenllnl  Deafness.  Anh.  f.  Ohrenh..  Bd.  93,  Heft 
1-2,  1913,  p.  123. 

2337  Lavra>m»,  H.  Pboni<  .Maobage  in  Progressive  Deafness.  Arch,  in- 
tern, de  Laryngol.,  July-Aug.,  1913,  p.  140. 

2338  Lki<;ht«in.  E.  V.  Hard-of-hearlng  Child  in  the  Public  Schools. 
Viilta   Hrv.,  Feb.,   1913,   p.   672. 

2339  Lkonard,  E.  C.  When  and  Where  in  the  Education  of  the  Deaf 
Child?     Volla  Hev.,  July.  1913,  p.  180. 

2340  LKWI8,  J.  D.  Causes  and  Prevention  of  Acquired  Deafness.  Jour.- 
Lancet,  Aug.  15,   1913. 

2341  I»MnAKi>,  Bt.ocii  and  Moulo.'<oi:et.  Bilateral  Deafness  in  the  Course 
of  Secondary  Syphilis  Treated  with  Salvarsan.  Ann.  de.i  Mai. 
de  roreille.   No.   9,    1913.   p.   257. 

2342  I».Mi,  J.  S.  The  .Montessorl  .Method;  a  Comparison,  .-liii.  .inn.  «/ 
the  Peaf.  .March,  1913,  p.  117. 

2343  l/)VK,  J.  K.     Passing  of  Deafness.     Volta  Hev.,  Aug.,  1913,  p.  209. 

2344  U>VK,  J.  K.  Prevention  of  Deafness.  *  1  '  'i.  7'  March, 
1913,  p.  131. 

•2345  I»VF.,  J.  K.  Sporadic  Congenital  Deafness  and  Deafness  From 
Syphilis,     aiatgow  Mai.  Jour..  Feb.-March,  1913. 

12346  MAKtnc.<(,  O.  H.  Early  Home  Treatment  of  the  Deaf  Child.  Tin: 
I..ARyx()niicoPE,  Feb..  1913,  p.  118;  and  VoUa  Hev.,  Feb,  1913,  p. 
6H0. 


348  KAR. 

•2347     Makuen,  Q.  H.     Prevention  of  Deafness.     -V.  Y.  Med.  Jour.,  Aug. 

16,  1913,  p.  305. 
•2348     Maloxey,  J.  W.  A.     Enhancing  Auditory  Acuity  by  Psychologic 

Methods.    N.  Y.  Med.  Jour.,  May  24,  1913. 

2349  Mabgulies,  A.  R.  Dr.  Montessori  and  Her  Method.  VoUa  Rev., 
Oct.,  1913.  p.  335. 

2350  Maurice.  Treatment  of  Deafness  by  Re-educating  the  Hearing. 
Ann.  0/  Otol.,  March,  1913  ;Ke«.  hehd.  de  Laryngol.,  April  26,  1913; 
Monatschr.  f.  Ohrenh.,  No.  6,  1913;  and  Arch,  intern,  ile  Laryngol, 
Sept.-Oct.,  1913. 

2351  McCowEN,  M.  Speech-reading  for  the  Young  Deaf  Child.  Jour. 
Ophth.,  Otol.  and  Laryngol,  Oct.,  1913,  p.  398. 

•2352     Meneau.     Deafness  Following  Administration  of  Salvarsan.  Jour, 
de  Med.  de  Bordeaux,  Dec.  21,  1913. 

2353  NiTCHiE,  E.  B.  Lip-reading,  an  Art.  VoUa  Rev.,  Sept.,  1913,  p. 
276. 

2354  NiTcuiE,  E.  B.    Lii)-reading  Contest.     Volta  Rev.,  April,  1913,  p.  21. 

2355  NiTCHiE,  E.  B.  Moving  Pictures  Applied  to  Lli)-reading.  Voltn 
Rev.,  June,  1913,  p.  117. 

2356  NiTCHiE,  E.  B.  Physiological  Basis  of  the  Visible  Movements  in 
Lip-reading.     VoUa  Rev.,  May,  1913,  p.  56. 

2357  NITCHIE,  E.  B.  Some  Assets  of  Deafness.  VoUa  Rev.,  July,  1913, 
p.  204. 

2358  NrrcHiE,  E.  B.  Synthesis  and  Intuition  in  Lip-reading.  VoUa 
Rev.,  Oct.,  1913,  p.  311. 

2359  O'DoxNELi,,  F.  H.  E.  Ethics  in  the  Education  of  the  Deaf.  VoUa 
Rev.,  March,  1913,  p.  720. 

2360  Oppikofek,  E.  Three  Pair  of  Petrous  Bones  From  Deaf-mutes. 
Ztschr.  f.  Ohrenh.,  Bd.  67,  Heft  1-2,  1913,  p.   143. 

2361  PiTRois,  Y.  National  Institution  for  the  Deaf  in  Paris.  VoUa 
Rev.,  March,  1913,  p.  710. 

2362  Porter,  S.  H.  Individuality  of  School  for  the  Deaf.  Am.  Ann. 
of  Deaf,  May,  1913,  p.  272. 

♦2363    Raoui-t,  A.     End-results  of  Auditory  Re-education.     Arch,  intern, 
de  Laryngol.,  July-Oct.,  1913. 

2364  Reinhardt,  A.  C.  Home  School  for  Little  Deaf  Children,  Kensing- 
ton, Md.     VoUa  Rev.,  May,  1913,  p.  51. 

2365  ROEOEL.  Metagenesis  and  Deafness.  (Ueber  die  Wechselbezlehun- 
gen  zwlschen  Generatlonsvorgaengen  und  Schwerhoerlgkelt. )  Dis- 
sertation-Freiburg, 1913. 

2366  RoHRER,  T.  Professional  Deafness  in  Those  Employed  on  Rail- 
roads.    Monatschr.  f.  Ohrenh.,  Heft  8,  1913,  p.  1075. 

2367  ScHAER.  Experiments  on  the  Vital  Capacity  in  Deaf-mutes.  Vox, 
Heft  2  and  4,  1913. 

2368  ScHAER,  A.  Relative  Vital  Capacity  In  Deaf-mute  and  Normal 
People.     Vox,  Heft  6,  1913,  p.  306. 

•2369     ScHROEDER,  H.    From  the  Abbe  de  I'Epee  to  Bezold.    Review  of  the 

Development    of    Deaf-mute    Education,    Especially     During    the 

Last  Ten  Years.    Ztschr.  f.  Ohrenh.,  Bd.  67,  Heft  3-4,  1913,  p.  319. 

2370    Scripture,  E.  W.    Voices  of  the  Deaf;  Graphic  Records  of  Speech. 

Volta  Rev.,  June,  1913,  p.  141. 


EAR.  349 

2371  SCRIFTVBE,  E.  W.  Voices  of  the  Deaf:  Nasality.  VoUa  Rev.,  Sept., 
1913.  p.  269. 

2372  Scripture,  E.  W.  Voices  of  the  Deaf.  Overcoming  Monotony  of 
Fitch  by  the  Double  "Flame  Trainer."  VoUa  Rev.,  April,  1913, 
p.  3. 

2373  ScRiPTUHE,  E.  VV.  Voices  of  the  Deaf.  Surd  and  Sonant;  or  Un- 
voiced and  Voiced  Sounds.     Volta  Rev.,  Oct.,  1913,  p.  314. 

2374  SCRUBV,  R.  English  .Method  of  Fitting  "Electrical  Aids"  for  the 
Deaf.     Volta  Rev.,  Aug.,  1913,  p.  239. 

2375  Seifkebt,  A.  Detection  of  Unilateral  Deafness  and  Its  Simula- 
tion.   Intern.  Zntrlbl.  /.  Ohrenh.,  Bd.  11,  Heft  10,  1913,  p.  399. 

2376  SKROw.\rz^:^v8KI,  P.  Determination  of  Hearing  Capacity  In  De- 
scendant of  CongenlUlly  Deaf  Parents.  Monatschr.  /.  Ohrenh., 
Heft  9.  1913.  p.   1178. 

2377  St.vpuji,  M.  M.  Causes,  Prevention  and  Cure  of  Deaf-mutlam  South. 
Med.  Jour.,  March,  1913. 

2378  ST^:^vABT,  W.  R.  Is  Deaf-muUsm  Preventable?  Am.  Ann.  of  Deaf, 
.March,  1913,  p.  125. 

2379  Stewart,  W.  R.  Report  of  the  Schools  for  the  Deaf  of  New  York 
SUte.     Volta  Rev.,  May,  1913,  p.  73. 

2380  Story,  A.  J.  Approach  of  Deaf  Child  to  the  Normal  Standards. 
Volta  Rev.,  June,   1913,  p.  111. 

2381  Stort,  a.  J.  English  Movement  in  Favor  of  the  Earlier  Educa- 
tion of  the  Deaf.     Volta  Rev.,  April,  1913,  p.  7. 

2382  Story,  A.  J.  Glasgow  Conference  of  Teachers  of  the  Deaf.  Volta 
Rev.,  Dec.,  1913,  p.  394. 

2383  Stucky,  J.  A.  Systematic  Factors  in  Etiology  of  Progressive  Deaf- 
ness.    Ky.  Med.  Jour.,  April  1,  1913. 

2384  Tatk.  Compulsory  Education  of  the  Deaf.  Am.  Ann.  of  Deaf, 
Sept.,  1913,  p.  347. 

2385  Taylor,  H.  Speech  Teaching  in  American  Schools  for  the  Deaf. 
Volta  Rev.,  Feb.,  1913,  p.  681. 

•2386     ToMLi.NSON,   W.    H.     Preventable    Deafness.     Med.   Rec,  Sept.   27, 

1913,  p.  569. 
2387     ToRKEY,  O.     Llp-readlng  for  the  Adult  Deaf.     Jour.  Ophth.,  Otol. 

and  Laryngol.,  Oct.,  1913,  p.  392. 
238S     Wii.i.iAMH,  .J.     American  School  at  Hartford  for  the  Deaf.     Volta 

Rev..  July,   1913,  p.   172. 
23S!)     Wrkuit,  J.  D.     Disadvantages  of  Private  Instruction  In  the  Home. 

Votta  Rev.,  Nov.,  1913.  p.  352. 
Wkiuht,  J.  D.     Extracts  From  Report  Submitted  to  the  Board  of 

I'Mucatlon  of  .Massachusetts.     Volta  Rev.,  July,  1913,  p.  183. 
j;'i      W'HiiiHT,  J.   1).     The   Deaf.     Editorial.     Tiir.   UARv.vdOscorE,  Aug., 

1913.  p.  867. 
23y2     Ykawsi.ey,  M.    Cooperation  of  the  Teacher  and  the  Doctor.     Volta 

Rrr.,  .Nov..  1913,  p.  376. 

General. 
2393    Anoti.KER,   li.  and   Dklfat.     Considerable  Discharge  of  Celphalo- 
rachldlan  Fluid  Prom  Ear.    Rev.  hebd.  de  Laryngol.,  Oct.  18,  1913, 

p.    470. 


350  KAR. 

1'394     BAnxHiix,  J.  F.      Mental,  Moral  and  Physical  Effects  of  the  Pres- 
ence of   Disease   in  the  Child's  Throat  and   Ear.     Am.   Ann.   of 
Veaf,  Sept.,  1913,  p.  359. 
2395     Biuos,  G.  N.    Case  of  Tuberculosis  of  Ear.    Brit.  Jour.  Child.  Di»., 
June,  1913. 

•2396    Boteixa,  E.     Sounds  In  the  Ears.  '  Semana  Med.,  Feb.  20,  1913. 

♦2397    Ca.nkstho,  C.     Otorrhagia  and  Epilepsy.     Arch,  intern,  de  Laryn. 
gol.,  May-June,  1913,  p.  778. 

♦2398    Ckkkuti,  T.     Myiosis  of  the   Ear;    the   Sarcofaga   Nurus,  a   New- 
Species  of  Fly.  the  Cause  of  Myiosis.    Jtev.  med.  del  ttosario,  Sept., 
1913. 
2399    CiiAuvK.it,  C.     Evolution  of  Physiology   of  the  Ear  During  the 
LAst  Years.    Arch,  intern,  de  Laryngol.,  May-Dec,  1913. 

•2400    Clkmknt,  F.    Hemorrhage  From  the  Ear.     (Ueber  Blutungen  aus 
dem  Ohr.)     Passoic's  Beitr.,  Bd.  6,  Heft  2,  1913,  p.  136. 

2401  CuviLLiEK,  J.     Cancer  of  the  Ear.     These  de  Paris,  1913. 

2402  DoLOEB,  R.  Question  of  Damages  in  Injuries  to  Ear  l,n  Laborers. 
Deut.  Mil.  Zt.,  Vol.  42,  1913,  p.  764. 

2403  DuvERGER,  J.  Abscess  of  Neck  of  Otitic  Origin.  Death  Due  to 
Rupture  of  Pus  Collection  at  Base  of  Skull.  Autopsy.  Her.  hebd. 
de  Laryngol.,  Dec.  20,  1913,  p.  724. 

2404  Gatteschi,  F.  Unusual  Case  of  Profuse  Spontaneous  Intermittent 
Liquid  Flow  From  Ear.  (Un  caso  rarissimo  dl  usclta  abbondante, 
spontanea,  intermlttente  dl  liquldo  cefalo-rachldleno  dall'orec- 
chlo.)     Arch.  ital.  di.  Otol.,  Jan.,  1913,  p.  11. 

2405  Gezes.  R.  Consideration  of  the  Diagnostic  Value  of  Deviations  In 
the  Progress  of  Otopathy.  Preliminary  Physiological  Researches. 
Hev.  hebd.  de  Lari/ngol,  March  15,  1913.  p.  305;  and  Rev.  hebd. 
de  Laryngol.,  May  31-June  7,  1913. 

2406  Goebrl,  O.  Function  of  Human  Ear.  Intern.  Zntrlbl.  f.  Ohrenh., 
Bd.  11,  Heft  2,  1913,  p.  41;  and  Arch.  f.  Ohrenh.,  Bd.  90,  Heft  3, 
1913. 

•2407     GoEBEi..     Function  of  the  Organ  of  Hearing  in  Birds.     Xtschr.  f. 
Sinnesphysiol.,  Bd.  47,  1913. 

2408  Gradexioo,  G.  Influence  of  Climate  on  Diseases  of  the  Ear.  Bull, 
d'oto-rhino-laryngol.  Nov.,  1913,  p.  321. 

2409  Gradenigo,  G.  Medico-legal  Aspects  of  a  Case  of  Injury  to  Ear. 
(Perlze  medlco-legali  in  casi  dl  traumatlsml  aurlcolari.)  Arch, 
ital.  di  Otol.  May,  1913,  p.  212. 

8410  Hays,  H.  The  Neglected  Ear.  Dietetic  and  Hygienic  Oaz..  April 
13,   1913. 

2411  Hebraxt  and  Antoi.ne.  Parasitic  Otitis  of  the  Dog  and  Cat.  Veter. 
Jour.,  Nov.,  1913,  p.  537. 

2412  Heggie,  N.  M.    Syphilis  of  the  Ear.    South.  Med.  Jour..  Jan.,  1913. 

2413  Hexderson.  D.  K.,  Muirhead.  W.  and  Fra.ser,  J.  S.  Toxic  Ex- 
haustive Insanity  Associated  with  Chronic  Suppurative  Otitis 
Media,  Labyrinthitis,  and  Extra-dural  Abscess.  Jour,  of  Laryn- 
gol, Dec,  1913,  p.  626. 

2414  Henxebert,  C.  Otitic  Zone.  (Zona  otique.)  Arch,  intern,  dc 
Laryngol.  March-April,  1913,  p.  365. 


EAR.  35^ 

2415  HoLsciiER.  Disease  of  the  Upper  Air  Passages  and  Ear  as  Affect- 
ing Military  Efficiency.    Brrl.  klin.  Wchnschr..  Oct.  6,  1913. 

•2416  Kirch  NEK,  K.  Gun-shot  Wound  in  F^ar.  .Vonatschr.  f.  Ohrenh.,  Heft 
1,  1913.  p.  7. 

•2417  KoMKXD.wTDW.  L.  Pathologicai  Auatumical  Ear-flndings  in  Rachitis 
and  Their  Signiflcame.  Uiv.  mens,  des  .Val.  de  lOreiUe,  Jan., 
1913. 

2418  Krkidi..  Secondary  Hearing  Routes.  (Zur  Frage  der  sekundaeren 
Hoerbahnen.)     Med.  KUnik,  No.  38,  1913. 

2419  KBKPt  8K.V,  Q.  Tuberculosis  of  the  Ear.  R'ldapext,  «ri«.v/  iiisna. 
No.  15,  1913. 

•2420  KuTviRT.  O.  Otites  and  Eclampsia.  Vaxupis  Irkanio  ri-xkirh,  .No. 
21,  1913.  p.  27. 

2421  La.nxois  and  Jacod.  Ear  and  Industrial  Accidents.  Lyon  Med., 
May  18.  1913,  p.  1061;  and  Ann.  d<s  Mai.  dc  lOreilW,  No.  8.  1913. 

2422  I>akozu;rk.  Syphilis  of  the  Ear.  Hull.  d'Oto-Rhino-Laryngol., 
March,  1913,  p.  105. 

2423  Lautkxbach,  L.  J.  Some  Facts  the  Public  Should  Know  About 
the  Ear  and  Its  Treatment.     Pittsburo  Med.  Jour.,  April.  1913.  p.  4. 

2424  Lkwi.v,  \j.  Prognosis  of  Gun-shot  Wound  of  Ear.  Operative  Re- 
moval of  a  Bullet  Lodged  Deeply  In  the  .Middle  V^r  with  Preserva- 
tion of   Hearing.     Monatschr.  J.  Ohrenh.,  No.  6,   1913.  p.  844. 

•2425  MA.NA88E,  P.  Scarlet  Fever  and  the  Ear.  MonaUchr.  f.  Kinderh., 
July,  1913,  p.  59. 

2426  MAKiiii.iES,  A.  Otitic  Migraine.  Prag.  med.  Wchnschr.,  No.  27, 
1913. 

2427  Marz.  Otologlcal  Examination  of  Child  Without  Cerebellum.  Arch, 
intern,  de  Laryngol..  Nov.-Dec,  1913,  p.  729. 

•2428  Mf.ykb,  M.  Morphology  of  Ear  and  Theory  of  Hearing.  ArvU.  /. 
genam.  Phi/siol.,  Bd.  153,  Heft  5-7,  1913,  p.  369. 

2429  Mii.i.KiAN.  W.  Tuberculous  Disease  of  Ear.  Practitioner,  Jan., 
1913. 

2430  .MiNKKiir.  ('.  and  Tkxam,  O.  Auscultation  of  Transmission  Through 
Thorax  of  Tuning-fork  Note.  Oaz.  degli  Oaped.  e  delte  Clin..  Vol. 
:;4,  Nos.  147-149.  1913. 

2431  .Mo<iRR,  T.  W.    Earache.     »  .   Va.  .ihtl.  Jour.,  Sept..  1913. 

2432  MYdi.vD,  H.  Otogenous  AbsceMes  of  Neck.  Bib.  f.  Lcger,  1913, 
p.  134. 

2433  Okrtki,.  Tuberculosis  of  the  Ear.  Xltchr.  J.  aerztl.  Fortbild.,  Vol. 
10,  1913.  p.  167. 

24:',4     OTKK  II.  O.  C.     Relation  of  Local  Dls.jm..  i,(  F.ir  t"  Sv«t.niatlc  Dis- 

fase.     III.  Med.  Jour.,  Nov.,  19i:i 
:i-i.i:i     PiKTRo,  T.     Practical  Application  oi   Sn'i;imiii  Acduinciry  in   .Medi- 
co-legal  and    .Medlco-marshall    practice,      (Applicazlonl    pratlche   dl 

medlclna  legale  mllitnre  mediante  racumetro  di  Stefanlnl.)   Arch. 

ital.  di  Otol.  No.  2.  1913.  p.  109. 

2436  PooA:<r,  E.  Luetic  Attectlons  of  the  Ear.  Monatschr.  f.  Ohrenh., 
Heft  10,  1913.  p.  1333. 

2437  Poi.iTZF.H.  A.  Retrospect  of  Progress  of  Otology  During  Last  Fifty 
Veani.     Wr.  med.  Wchnachr.,  No.  39,  1913. 


352  EAR. 

2438  PoNTOPPiDAN.  Chronic  Suppuration  in  Infant's  Ear.  Ugeskr.  f. 
Leger,  Dec.  4,  1913,  p.  1913. 

2439  RiciiAKOuoN,  J.  J.  Aural  Affections  Dependent  on  Visceral  Lesions 
and  Functional  Nervous  Disorders.  V.  8.  Naval  Med.  Bull,  July, 
1913. 

2440  Rizzi,  M.  J.  Measurement  of  Hearing  Capacity.  (Acumetrla 
Sonldos  extra-musicales  y  llmlte  superior  acustico.  Monocordlo 
Struycken.)     Semana  Med.,  Feb.  6,  1913. 

•2441  Sack,  N.  Case  of  Atrophy  of  Ear  Complicated  by  Malformation  of 
Cranium  and  Atrophy  of  Facial  Nerve.  Monatschr.  /.  Ohrenh., 
Heft  7,  1913,  p.  908. 

2442  ScHEiBK,  A.  InHuenza  Bacilli  in  the  Ear.  Ztschr.  f.  Ohrenh.,  Bd. 
68,  Heft  2-3,  1913,  p.  187. 

2443  Sendziak.  Benign  Growths  In  the  Upper  Air  Tract  and  Ear. 
Jfrzegl.  Ick.,  Nos.  lu-18,  1913. 

2444  Sendziak,  J.  Foreign  Bodies  in  the  Upper  Respiratory  Tract, 
Digestive  Tract  and  Ear.     Neurng  lek,  No.  1,  1913. 

2445  Sendziak,  J.  Malignant  Growth  in  Upper  Air  Tract  and  Ear.  Oaz. 
lek..  No.  45,  1913. 

2446  Smith,  J.  W.  Value  of  Aurlst's  Examination  of  Railroad  Men  in 
Conservation  of  Life  and  Property.  Hail.  Hurg.  jour.,  Dec,  1913, 
p.  124. 

2447  Smith,  S.  M.  Influenzal  Otitis.  N.  Y.  Med.  Jour.,  June  21,  1913, 
p.  1271. 

•2448  SOBOTKY,  I.  Significance  of  Earache.  Boston  Med.  and  Surg.  Jour., 
Feb.  26,  1913,  p.  317. 
2449  Spangenberg,  K.  Penetration  of  Sound  Through  Occlusions  of 
Auditory  Canal,  Especially  Through  the  Pervious  Antiphone. 
( Ueber  Durchdringen  von  Schall  durch  Verschlusse  des  Geheor- 
ganges  mil  besonderer  Beruecksichtigung  der  gangbaren  Anti- 
phone.)     Passows  Beitr.,  Bd.  6,  Heft  2,  1913,  p.  121. 

•2450  Spencer,  H.  N.  Otology  From  Medical  Point  of  View.  N.  T.  Med. 
Jour.,  March  1,  1913. 

2451  Spira,  R.  Affections  of  Ear  and  Upper  Respiratory  Tract  Przeglad 
lekarski,  Nos.  37-4U,  1913. 

2452  Spiba,  R.  Tubercular  Affections  of  the  Ear.  .Monatschr.  J. 
Ohrenh.,  Heft  1,  1913,  p.  12. 

2453  Thomasson,  W.  J.  Earache,  Cause  and  Treatment.  Ky.  Med. 
Jour.,  July  1,  1913. 

2454  Uffe>-orde,  W.  Ear  Complications  in  Scarlet  Fever.  TheraPeut. 
Monatsh.,  April,  1913. 

2455  Vitto-Ma.ssei,  R.  Affections  of  the  Ear  Due  to  Adenoids.  Jori  E. 
C,  Rome,  1913. 

2456  Voorhees,  I.  W.  Dangerous  Middle-ear  Suppuration.  Arch,  of 
Fed.,  Sept.,  1913,  p.  641. 

2457  Voss,  F.  Cure  of  Encephalitis  Complicating  Chronic  Otitis  Media 
Without  Operation  According  to  Oppenheim's  Method.  (Heilung 
elner  Encephalitis  bei  Otitis  media  chron.  nach  Oppenheim  ohne 
Operation.)     Ztschr.  f.  Ohrenh.,  Bd.  69,  Heft  3-4,  1913,  p.  270. 

2458  Walb.  Practical  Otology.  Ztschr.  f.  Ohrenh.,  Bd.  68,  Heft  4,  1913, 
p.  329. 


EAR. 


353 


!    •     \Vea>eb,  E.  >L    Bacteriology  of  Ear.    Ohio  State  Med.  Jour.,  April, 

•J  13. 
raw     Wells,  W.  A.     Influence  of  Sounds  of  Different  Pitch,  Duration 

and  Intensity  in  the  Production  of  Auditory  Fatigue.    The  Labyn- 

OOBOOPE,  Oct.,  1913,  p.  989. 
•2461    Wells,  W.  A.     Measurement  of  Auditory  Acuity.    Jour.  A.  M.  A., 

Sept  27,  1913,  p.  1239. 

2462  Wells,  W.  A.  Some  General  Remarks  Upon  the  Sense  of  Hearing, 
Especially  From  a  Hygienic  Standpoint  M'ash.  Med.  Ann.,  Jan., 
1913,  p.  44. 

2463  Wolf,  E.  General  Septic  Infections  of  Otitic  Origin.  (Ueber  die 
vom  Ohr  ausgehenden  septischen  Allgemelnerkrankungen.)  Ztschr. 
f.  onrenh.,  Bd.  67,  Heft  1-2,  1913,  p.  89. 

2464  Wood,  P.  R.  Pathogenicity  of  Waldeyers  Ring  Relative  to  Aural 
Disease.    Iowa  State  Med.  Soc.  Jour.,  May,  1913. 

2465  YEAttSLEY,  M.  Foundations  of  British  Otology.  Jour,  of  Laryn- 
got..  Aug.,  1913.  p.  396. 

2466  Yeahsley,  M.  Slgnlflcance  of  Pain  in  Ear.  Clin.  Jour.,  March  26, 
1913,  p.  401. 

Therapy  and  Technic. 

•2467    Allan.    Scarlet-red  In  Otology.    Therap.  Oaz.,  Jan.,  1913. 

2468  Alt,  F.  Operative  Cure  of  a  Subjective  and  Objective  Tinnitus. 
Wr.  klin.  Wchnschr.,  No.  10,  1913,  p.  394. 

2469  Bardes,  A.  Effect  of  Salvarsan  Upon  the  Auditory  Nerve.  Am. 
}'ractitianer,  Jan.,  1913,  p.  27. 

2470  Beoos,  W.  F.  Management  of  Recent  Infections  of  Middle  Ear. 
N.  Am.  Jour,  of  Horn.,  Sept,  1913,  p.  544. 

2471  Beixows,  H.  p.  Value  of  Homeopathic  Remedies  In  Diseases  of 
the  Ear.    Jour.  Am.  Institute  of  Horn.,  Jan.,  1913. 

2472  Blackwkll,  H.  B.  Exposure  and  Curettement  of  the  Attic  Com- 
bined with  a  Modlfled  Blood  Clot  as  Factors  in  Promoting  Rapid 
.Mastoid  Healing.    Trans.  Am.  O.  Soc.,  1913,  p.  190. 

•2473     BoTELLA,   D.    E.     Suction    Hypermla   In    Otology.      Semana   Med-, 

March  27,  1913;   Bol.  de  LaringoJ.,  April-June,  1913,  p.  Ill;   and 

Bipana  Med.,  June  1,  1913. 
2474     BoTEY,  R.     Trepanation  of  the  I.abyrinth  in  other  than   Pyolaby- 

rlnthites  Cases.     Ann.  dc»  Mat.  de  VOreille,  No.  4,  1913,  p.  329; 

Hot.  dr  Laringol.,  July-Sept,  1913.  p.  170;  Arch.  ital.  di  Otol.,  July, 

1913;   and  Arch,  de  RinoL,  Nov.-Dec,  1913. 
3475     BoTEV.     Trepanation  of  the  Labyrinth  In  Vertigo  Attacks  and  in 

Tinnitus.     Oac.  med.  del  \orte,  Aug.,  1913. 
2476     Brow.v,  E.  J.     Conservative  Treatment  of  Some  Aural  and  Nasal 

Conditions  by  Hot  Air  and   Iodoform.     Jour.  A.  M.  A.,  June  21. 

1913,  p.  1946. 

•2477    CmcLLi.     My  Method  of  Plastic  for  Cioslns  Retro-auricular  Open- 
ing.    Arch,  inlrm.  dr  Laryngol..  .May-June.  1913.  p.  808. 
2478     Clay.  J.  V.  F.     Belladonna  in  the  Pmrtlrn  r,f  Otology.     Hahnfmnn. 
man  Monthly,  Feb.,  1913. 


354  lAK 

2479  Coaxes,  G.  M.     Bismuth  Paste  In  the  Kar  and  Nohc.     A.    1 .  M<d. 
Jour.,  Jan.  18,  1913,  p.  112. 

2480  DAnxF.y,  S.  G.     Phylacogen  tn  Middle-ear  Disease.    L'ville  Monthlu 
Jour,  of  Med.  ani  Surg.,  Aug.,  1913,  p.  74. 

2481  Dabney,  S.  G.    Treatment  of  Acute  Otitis  Media.    L'ville  Month- 
ly Jour,  of  Med.  and  Surg.,  Jan.,  1913,  p.  236. 

2482  Davis,  G.  E.     Safe  and  Efficient  Method  of  Local  Anesthesia  In 
Ear,  Nose  and  Throat  Surgery.     Post-Oraduaie,  Aug.,  1913,  p.  742. 

12483  Dexcii,  E.  B.  Technlc  of  the  Labyrinth  Operation.  The  Labys- 
GoscoPE,  Aug.,  1913,  p.  814;  and  A'.  Y.  State  Jour,  of  Med.,  Dec., 
1913. 

12484  Eagletox,  \V.  P.  Decompression  for  the  Relief  of  Disturbances 
of  the  Auditory  Apparatus  of  Intracranial  Origin.  The  Labysco- 
scoi-E;  May,  1913,  p.  r)92. 

2485  Ephraim,  A.    Ust  of  Aluminum  chlorld  in  Ear  and  Nose.    P-<m- 
sowa  Beitr.,  Bd.  6,  Heft  4-6,  1913,  p.  337. 

2486  Eves,   C.   C.    Treatment  of   Some  Acute   Ear   Conditions  by   the 
General  Practitioner.     Pa.  Med.  Jour.,  July,  1913. 

'2487  Fb.'Vzike,  C.  H.  Intra-cranial  Division  of  the  Auditory  Nerve  for 
Persistent  Tinnitus.     Jour.  A.  M.  A.,  Aug.  2,  1913,  p.  327. 

2488  Galand.     Use  of   lodld  Vapor  in  Otology.       Presse  Otolaryngol. 
Beige,  Nov.,  1913,  p.  498. 

2489  Halasz,  H.  Certain  Effective  Therapies  in  Otology.  Monatschr. 
f.  Ohrenh.,  Heft  11,  1913,  p.  1428. 

•2490  Hamm.  Diathermia  (otothermia)  in  Treatment  of  Deafness  from 
Mlddle-e-jr  Disease.    Dcut.  med.  Wchnschr.,  July  10,  1913. 

2491  Hays,  H.  Medical  Treatment  of  Chronically  Discharging  Ears. 
(Jhorlotte  Med.  Jour.,  Sept.,  1913. 

2492  Igual,  J.  C.  Marked  Improvement  in  a  Case  of  Otoclerosl^  Due 
to  Fibrolysin-injectlons.     Polklin.,  May,  1913. 

•2493  Joi.TAT,  H.  Medicinal  Combination  Very  Efficacious  in  Treatment 
cf  Chronic  Suppurative  Otitis  Media.  Rev.  hebd.  de  Laryngol, 
June  14,  1913,  p.  710. 

2494  Kahn,  a.  Notes  on  the  Deleterious  Effects  of  Salvarsan  from 
an  Otological  Standpoint.     X.  Y.  Med.  Jour..  June  7,  1913,  p.  1188. 

2495  Kerrisox,  P.  D.  Surgical  Treatment  of  Diffuse  Suppurative  Laby- 
rinthitis.   Med.  Rec,  Dec.  13,  1913,  p.  1059. 

2496  KiRCHXFR,  K.  Coryfin  and  Its  Use  in  Otology.  Miuwh  met. 
Wchnschr.,  Vol.  60,  1913,  p.  1934. 

2497  KLE.STADT,  W.  Use  of  Bolus  Alba  In  Otology.  Ztsclir.  f.  ohnnh., 
Bd.  68,  Heft  2-3,  1913,  p.  125. 

2498  KosoKABE,  H.  Plastic  Operation  of  Congenitally  Malformed  Ears. 
Arch.  f.  Ohrenh.,  Bd.  90,  Heft  3,  1913,  p.  214. 

2499  Kuu:kampff,  D.  Operations  on  the  Ears  Under  Local  Anesthesia; 
Technic  and  After-treatment.    Beitr.  z.  klin.  Chir..  April,  1913. 

2500  Kt-TviRT,  O.  Development  and  Significance  of  Otology.  Co*,  lek. 
ceskycii.  No.  43,  1913. 

2501  Labaxd,  L.  Ear  Disturbance  and  Salvarsan.  Intern.  Zntrlbl.  f. 
Ohrenh..  Bd.  11,  Heft  11,  1913,  p.  459. 


EAR.  •'■'•^ 

»2502  UAiiorRE,  J.  Otorrhea  of  Twenty  Years'  Standing  Cured  by  Sur 
glcal  Intervention  and  L'se  of  Wright  Vaccine.  J{ev.  held,  ile 
L,aryngot.,  March  29,  1913,  p.  369. 

z:,{)-6  L.v.N(;,  J.  Antl-Bireptococcal  Serum  and  Electrargol  in  the  Treat- 
ment of  Ge'neral  Septic  Affections  of  Otitic  Origin.  (Otogenen 
septlsehen  Allgemeininfektlon.)  Arch  f.  Ohrenh..  Bd.  90,  Heft  4, 
11)13.  p.  252. 

2504  l^AN(i,  J.  Non-surgical  Treatment  of  Otitic  Sepsis  and  Pyemia. 
Vasopia  Ivkaruv  cvakyih.  No.  17,  1913. 

'2505  La.no.  J.  Salvarsan  In  Otiatrics.  Deut.  med.  Wchntchr.,  Feb.  27, 
1913. 

2506  Uvxu,  J.  Treatment  of  Suppuration  of  Middle  Ear.  Casopis 
Jckarno  ceskyvh.  No.  35,  1913. 

2507  L.VLRK.N8,  G.  Treatment  of  Furunculosis  of  the  External  Auditory 
Meatus.    >,ouveaux  Remede*,  June  24,  1913. 

2508  L.iLRES«,  G.  Trrafmr-nt  of  Otorrhfa.  .Youveoux  renu't's.  April 
24.   1913. 

»2509     Lkwis.  R.     Inadequacy  of  the  Urainafie  Sometimes  Obtained  by  the 

Ordinary   .Myringotomy   In   Acute  Otitis    Media   and   a    .Method  of 

Overcoming  the  Ditflculty.     Tiu.  L.\RYNG08toPK,  Feb.,  1913,  p.  121. 

2^">     M.MJiTiN,   E.  X.     Warmth   In   the  Treatment  of   Ear  Affections. 

.4rrA.  /.  Ohrenh.,  Bd.  90.  Heft  4,  1913.  p.  245. 

2511  .\I<  N.wciiiT,  H.  Y.  Ductless  Gland  Extract  in  Relation  to  Ear 
Affections.     Cat.  Htati-  Jour,  of  .Mid.,  Nov.,  1913.  p.  468. 

2512  Mii.i.KK,  F.  E.  Original  Method  of  Applying  Iodoform  to  Sup- 
purative and  Non-suppurative  Middle-ear  Diseases.  Jour.  Ophth.. 
Olol  and  Laryngol.  Oct.,  1913,  p.  415. 

2513  Moi.iMK.  New  Method  of  Treating  Ankylosis  of  the  Ossicles.  I,r 
t.arynx.  No.  8.  1913. 

2514  MoRTK.Nsox,  O.  N.  Non-surgical  Treatment  of  Otitis  Media.  Hia. 
Mid.  Jour..  .lune,  1913. 

•2515     MosiiER,  H.  P.    Implantation  of  Cartilage  for  Prevention  and  Cor- 

rectlon  of  Deformity  "f  the  .\Mrl'le.     Tran!».  Am.  O.  Soe..  ^?^^^.  p. 

240. 
•2516     NKI..SON.  .1.   11.     SugKestion   on   Phenol   and    Ichthyol   In   External 

Otitis.     Jour.  A.  .Vf.  A.,  March  8.  1913. 
•251"     OKTi.ofF.  H.     Roentgen  Therapy  in  Otosclerosis.    Arch.  f.  Ohrenh.. 

Bd.  90.  Heft  4,  1913,  p.  233. 
•2518     Palmer,  D.  H.    Treatment  of  Cauliflower  Ear      V    ii .  Med.,  Dec, 

1913. 
•2519     PATTKf.  .1.  .1.     .Management  of  Acute  and  Chronic  Suppuration  of 

.Middle  H:ar.     Colo.  .Vrd..  Feb..  1913. 
t2520     Piiii.i.ifH.  W.  C.    Treatment  of  Persistent  Otorrhea  In  Infants  and 

Young  Children  by  the  Establishment  of  Post-auricular  Drainage. 

TllK  LAHYMionropr.  July.  1913,  p.  778;  and  .V'v/    I.:-.      Tuly  26,  1913, 

p.  IS7. 
2&21     Rkiivhun.   C>.    I-.      Choice   of   Treatment    In    Chronic    Suppurative 

Otitis  Media.     Ann.  o/ Ofo/..  Sept..  1913,  p.  672. 
2ri22     RiMlxi,  E.       Influence    of    Salvarsan    on    the    Ear.      /'»"/.     ""  •' 


356  EAR. 

2523  Rizzi,  M.  J.  Hygiene  of  Hearing  for  School-children.  Semana 
Med.,  March  20,  1913. 

2524  Secx),  F.  Treatment  of  Chronic  Suppurative  Otitis  Media.  Rev. 
(le  Med.  y  Cir.  prac,  Aug.,  1913. 

•2525     Senator.     Otosclerol   In   the  Treatment  of  Tinnitus.     Med.  Klin., 

No.  47,  1913,  p.  19.'36. 
*2526     Skillebn,   P.   G.     Relief  of   Earache  and    Induction  of   Operative 

Anesthesia    by    Infiltration   of    Aurlculo-temporal    and    Tympanic 

(Jacobson's)   Nerves.    Boston  Med.  and  Surg.  Jour.,  Oct.  2,  1913, 

p.  50o. 

2527  Skrowaczewski,  P.  Novlform  in  Otology.  Monatachr.  f.  Ohrenh., 
Heft  4,  1913,  p.  620. 

2528  Smith,  S.  F.  'Effects  of  Qulnln  on  Middle  and  Internal  Ear. 
south.  Clinic,  Oct.,  1913,  p.  289. 

2629  Smyth,  J.  Treatment  of  Keloid.  Brit.  Med.  Jour.,  Sept.  17,  1913, 
p.  811. 

2530  SsAMOYLENKo,  M.  Natrlum  Perborlcum  In  Suppurative  Otitis. 
Hev.  mens,  des  Mah  de  VOreille,  June-July,  1913. 

2531  Stefanini,  A.  Use  of  Resonators  for  Determining  Pitch  of  Tones 
and  Slight  Noises.  (SuU'uso  del  tubl  dl  rlsonanza  nella  determ- 
Inazione  della  tonallta  del  suoni  e  del  rumori  deboll.)  Arch.  ital. 
di  Otol,  No.  5,  1913,  p.  418. 

t2532     Stevenson,  M.  D.    Use  of  Gauze  Packing  In  the  Ear  Canal.     The 
Laryngoscope,  Oct.,  1913,  p.  1008. 

2533  Taptas,  D.  N.  Alcohol  Injection  of  the  Gasserlan  Ganglion 
Through  the  Oval  Window.  Arch,  intern,  de  Laryngol.,  Sept.-Oct., 
1913,  p.  423. 

2534  Tretop.  Milllmetrlc  Acoumetry  and  Its  Advantages  in  Practice. 
Arch,  intern,  de  Laryngol.,  Nov.-Dec,  1913,  p.  780. 

2535  Von  Bokay,  J.  Local  Treatment  of  Contact  Ulceration  Following 
Intubation.    Deut.  med.  Wchnschr.,  Oct.  2,  1913,  p.  1921. 

2536  Weiseb,  M.  and  Gerlach,  H.  Dlathermla  in  Otology.  Muench 
med.  Wchnschr.,  Nov.  11,  1913. 

2537  Wiemann.  Correction  of  Outstanding  Ears.  Deut.  med.  Wchnschr., 
May  1,  1913. 

»2538    Yates,  D.  H.     Treatment  of  Chronic  Deafness  by  High  Potential 
Electric  Currents.    Jour.  Adv.  Ther..  May,  1913,  p.  185. 

2539  Zalesky,  J.  Therapy  of  Otosclerosis.  Casopis  lekaruv  ceskych, 
No.  21,  1913. 

VII.     MASTOID  AND  INTRA-CRANIAL  COMPLICA- 
TIONS. 

Mastoid. 

2540  Alberti,  O.  Bacteriology  of  Acute  Mastoiditis.  Arch.  f.  Ohrenh.. 
Bd.  92,  Heft  1-2,  1913,  p.  111. 

*2541    Alberti,  O.    Typhoid  Bacilli  in  Pus  From  Mastoid  Process.  Ztschr 
J.  Ohrenh.,  Bd.  69,  Heft  1,  1913,  p.  64. 
2542     Antoli,  F.     Primary  Ostitis?     Case  of  Mastoiditis  with  Occipital 
Ostitis.    Arch,  intern,  de  Laryngol.,  March- April,  1913,  p.  453. 


MASTOID    AND    INTRA-CRANIAL    COMPLICATIONS.  357 

2543  BiBKKiT,  II.  S.  Exhibition  of  Radiograms  Illustrating  the  Path- 
ology of  Mastoiditis.    Ann.  of  Otol.,  Sept.  1913,  p.  649. 

2544  BoxcouR,  E.  P.  Partial  Petro-mastoldal  Opening.  Ann.  des  Mai. 
de  VOreille,  No.  3,  1913,  p.  233. 

•2545    Breyue.     Serous  Cyst  of  the  Mastoid  Process.     Ann.  de   la  Soc. 
Med.-chir.  de  Liege,  Jan.,  1913. 

•2546    Bkowx,  H.  B.    Contribution  to  Infant  Temporal  Bone  and  Its  Rela- 
tion to  the  Mastoid  Operation.    Bull.  Lying-in  Hosp.,  March,  1913, 
p.  11. 
1!.-17     Bkya.nt,  W.   S.     Clinical  Indications  for  the   Mastoid  Operation. 
Ann.  of  Otol.,  June,  1913,  p.  482. 

2548  Buys.     A  Typical  Mastoiditis.     La  Policlin.,  No.  17,  1913. 

2549  Candei,.\.  Case  of  Mastoiditis  Associated  with  Occipital  Ostitis. 
Vron.  med.  Valencia,  Vol.  25,  No.  581,  1913. 

2550  Candexa,  F.  A.  Clinical  Notes.  Bol.  de  Laringol.,  Otol.  y  Rinol., 
Jan.-March,  1913,  p.  9. 

Caxdeijv.     Primary  Osteitis.     Case  of  Mastoiditis  with  Occipital 
Osteitis.    Bol.  de  Laringol.,  April-June,  1913,  p.  121. 
(^ocKS,  G.  H.    Indications  for  Operating  in  Acute  Mastoiditis.    N. 
y.  Med.  Jour.,  Dec.  6,  1913,  p.  1110. 

L'  Ue  Santalo,  a.  M.   Acute    Primary    Mastoiditis;    Clinical    Note. 

.ircA.  intern,  de  Laryngol.,  Jan.-Feb.,  1913,  p.  104. 
Or  Stella.    Primary  Mastoiditis.    Le- Larynx,  No.  4,  1913. 

L'  Dixo.v,  G.  S.   Combined    Laboratory    and    X-ray    Indications    for 

.Mastoid  Operation.    Ann.  of  Otol.,  June,  1913,  p.  369. 

L'556  DuopET.  Series  VI  Ten  Mastoid  Interventions  (Mastoiditis,  Men- 
ingitis. ThromboBls).  Arch,  int' I  ri/rj/nffol.,  July-Aug.,  1913, 
p.  32. 

1'  7  KoiRMK,  J.  -Modification  of  Techuic  in  Petro-mastold  Evisceration 
with  Regard  to  the  Most  Rapid  Cicatrization.  Bull.  d'Oto-lthino. 
Laryngol,  No.  3.  1913,  p.  129. 

2558  Fbabeb,  J.  S.  Erysipelas  Following  the  Radical  Mastoid  Opera- 
tion.   Jour,  of  Laryngol.,  Sept.,  1913,  p.  472. 

^559  Gamox,  F.  Mastoid  Operation.  Den.  Med.  Times,  Nov.,  1913,  p. 
197. 

J.')60  Greenstrf.et,  A.  G.  Primary  Acute  Mastoiditis.  N.  W.  Med.,  Sept., 
1913. 

:561  Hammond,  r  Further  Observations  on  the  Technlc  In  the  After- 
care of  the  Radical  Mastoid  Operatloi  o/  Otol.,  Sept.  1913, 
p.  652. 

-'.'.62  Harkness,  C.  a.  Mastoiditis;  Diagnosis,  Non-surgical  Treatment 
and  Indications  for  Operation.     Clini<t'i,     Aue:.,  1913,  p.  427. 

i;'.s::    Harbts,    T.    J.     Atypical    Mastoiditi  Wftanv  Med.  Herald. 

Sept,  1913,  p.  193. 
2564    Hats,  H.    Case  of  Paralysis  of  the  Abducent  Nerve  Associated 
with  Acute  Mastoiditis.    Ann.  of  Otol.,  June.  1913.  p.  514. 

L'.'i65  Hayh,  H.  Four  Cases  of  Sub-perlosteal  Mastoid  Abscess  In  Adults 
Complicated  by  Porlslnus  Abscess;  Operation;  Recovery.  Am. 
Jour,  of  Rurn  "MS.  p.  29. 


358  MASTOID    AND    INTRA-CRANIAL    COMPLICATIONS. 

•2566    Hays,  H.    Prognosis  of  Operative  Mastoiditis.    Arch,  of  Diay.,  Jan., 

i»ia. 

2567  HuiiBLKT.  Primary  Mastoiditis.  Le  Larynx,  No.  5,  ltfl3;  and 
Hcapel  et  Liege  med.,  Vol.  65,  No.  48,  1913. 

2568  INOERSOLL,  J.  M.  Operative  Findings  and  Results  in  .Mastoiditis, 
Acute  and  Clironlc.    Ann.  o)  Otol.,  Sept.,  1913,  p.  629. 

2569  I.NoiiBsoLL,  J.  M.  Value  of  Roentgenograms  in  Diagnosis  of  Mas- 
toiditis.    Cleveland  Med.  Jour.,  Sept.,  1913. 

2570  JuscA.  Angiomatous  Tumor  Developed  In  an  Operated  Petro-mas- 
toid  Cavity.    Jour,  de  Med.  de  Bordeaux,  Sept.  14,  1913. 

2571  KiKKPATBicK,  S.     Mastoiditis.     South.  Med.  Jour.,  Oct.  1,  1913. 

2572  KiiiMisso.v.    Rare  Form  of  Mastoiditis.    Prog,  med.,  Jan.  24,  1913. 

2573  Lang,  J.  Opening  of  the  Mastoid  Process  (1887-1912).  Bacteriol- 
ogy of  Diseases  of  the  Mastoid  Process.  Ztschr.  /.  Ohrenh.,  Bd. 
67,  Heft  3-4,  1913,  p.  247. 

2574  Lu\Nu,  J.  Bacillus  Proteus  In  Mastoid  Inflammation.  Casopis 
lekaruv  ceskych,  No.  35,  1913. 

2575  Lang,  J.  Myalgia  of  Epiphysis  of  Sterno-cleldo-mastold  Muscle 
and  Mastoid  Process.  (Ueber  die  Myalgie  der  Ansatzstelle  des  M. 
sternocleidomastoidens  auf  dem  Warzenfortsatz.)  Arch.  }. 
Ohrenh.,  Bd.  92,  Heft  1-2,  1913,  p.  103;  and  Casopis  lek.  ceskych. 
No.  41,  1913. 

2576  Law,  F.  M.  Radiography  as  an  Aid  in  the  Diagnosis  of  Mastoid 
Disease.    Ann.  of  Otol,  Sept.,  1913,  p.  635. 

2577  Mahu,  G.  Mastoid  Fistulae  Opening  into  Canal.  Presse  Oto- 
Laryngol.  Beige,  No.  6,  1913,  p.  249. 

2578  Massier,  H.  Severe  Septic  Pyemia  Following  a  Suppurative  Mas- 
toiditis Spontaneously  Drained  Through  the  Tube.  Arch,  intern, 
de  Laryngol.,  July-Aug.,  1913,  p.  101. 

2579  Matiiewson,  G.  H.  Diagnosis  and  Treatment  of  Acute  Mastoid- 
itis.    Van.  Med.  Assn.  Jour..  Aug.,  1913,  p.  672. 

'2580     Matsui.     Mastoid  Operation.     Jap.  Ztschr.  f.  Oto-Hhino-Laryngol., 

Bd.  9,  Heft  1.  1913. 
t2581     McCaw,  J.  F.     Glio-sarcoma  of  the  Left  Lobe  of  the  Cerebellum 

Giving  External  Symptoms  of  Mastoiditis.     Report  of  a  Case.  Tiie 

Laryxc.oscoi'k,  0<t.,   1913,  p.   1004. 
♦2582     McKiMMiE,  O.  A.  M.    Latent  .Mastoiditis.     Trans.  Phila.  Laryngol. 

Soc,  Dec.  16,  1913. 

2583  MouRET,  J.  Mastoid  Surgery,  When  Should  the  Mastoid  Region 
be  Entered?    Bull.  d'Oto-Hhino-Laryngol.  Sept.,  1913,  p.  289. 

2584  MouRET,  J.  Reflections  on  Some  Cases  of  .Mastoiditis,  (Perlostltes 
and  Osteltes  of  the  Exterior  Surface  of  the  Mastoid  Region.)  Rev. 
hebd.  de  Laryngol.,  Feb.  8,  1913,  p.  145. 

2585  MouRET,  J.  Structure  of  Mastoid  and  Development  of  Cellular 
Mastoiditis,  Influence  of  Structure  of  Mastoid  on  the  Evolution 
of  Antro-cellular  Suppurations,     Ann.  des  Mai.  de  VOreille.  No.  2, 

1913,  p.  113. 

2586  Nebger.  Case  of  Chronic  Bezold  Mastoiditis  Due  to  Self-inflicted 
Mutilation.    Ztschr.  f.  Ohrenh..  Bd,  67,  Heft  1-2,  1913,  p.  133. 


MASTOID    AND    INTRA-CRANlAt    COMPLICATIONS. 


359 


2587  Paij:n,  G.  J.  Intere^ng  Case  of  Maatolditis.  Hahnemannian 
Monthly,  Feb.,  1913. 

2588  Pi.iMMKB,  K.  M.  and  Mosm.R,  H.  P.  Report  of  Results  of  Seven 
Cases  Operated  Upon  by  Mr.  Heath.     Trans.  Am.  O.  Soc.,  1913,  p. 

196. 

2589  Ramadikii,  J.  Topography  of  the  Petro-masioid  Antrum  and  of  Its 
Aditus  In  the  Adult.  (Sur  la  topographic  de  I'antre  petro-mas- 
toldien  et  son  aditus  chez  ladulte.)  Ann.  des  Mai.  de  rOreille, 
No.   4,   1913,   p.   359. 

2590  Ra.miai.i.,  B.  A.  Skull  Trephined  for  Mastoid  Caries  and  Lateral 
Sinus  Thrombosis  by  the  Late  Dr.  Samuel  Ashhurst,  40  Years  Ago. 
Trans.  Am.  O.  Soc,  1913,  p.  37. 

2591  HnvKKciio.v.  Bezold's  Mastoiditis,  Ostitis  of  the  Post-labyrinthine 
Cells:     .Meningitis.    Ann.  des  .Val.  rfc  VUreille.  No.  12,  1913,  p.  540. 

:i592  RotBE.  Two  Frequent  Clinical  Forms  of  Mastoiditis.  Bull,  de 
la  Hoc.  med.-chir.  de  to  Drome,  etc.,  1913;  and  Arch,  intern,  de 
Laryngol.,  Nov.-Det,  1913. 

2593  Sant.\lo,  I).  A.  R.  Acute  and  Suppurative  Primary  Mastoiditis; 
Clinical  Notes.  Bol.  de  Laringol,  Otol.  y.  Rinol,  Jan.-March,  1913, 
p.  45. 

2594  SASTAI.O.  Primary,  Acute  and  Purulent  Mastoiditis.  Bol.  de  Larin. 
gol.,  Jan.-.March,  1913. 

•2595  Stii.MiMiKi.ow,  E.  Uocumentum  Humauum  on  the  History  of  the 
Mastoid  Operation.  ZUchr.  /.  Ohrenh.,  Bd.  68,  Heft  1,  1913,  p.  55; 
and  Vgctrhr.  J.  Leper,  March  13,  1913,  p.  439. 

2596  Siiii/i:,  8.  Bezold's  .Mastoiditis.  Hei-I-Kuai  Med.  Jour..  Vol.  32, 
No.  6,  191;. 

2597  Stkwaiit,  \\ .  II.  Hudiographlc  Findings  Illustrating  the  Ana- 
tomic Development  of  the  .Ma.stoid  Bone  (Stereopticon  Demonstra- 
tion).    Ann.  of  Otol.,  Sept.,  1913,  p.  677. 

2598  Vkhki.,  R.  Slgniflcanre  of  Fever  in  Cases  of  .Mastoiditis  Compli- 
cating Acute  and  Chronic  Suppurative  Otitis  Media.  Jour,  of 
Lnnnigot..  Hhinol.  and  Otol,  .May,  1913,  p.  234. 

2599  WAfi.vKK.  H.  L.  Ktlology  of  Acute  Ma.sloUIUI.s.  'lYnns.  Am.  L.,  H. 
and  O.  Soc.,  1913,  p.  25(> 

:;600     WKI.I.S,  W.  A.     {::a»e  of  .Mastoid  Abscess   Without  Otorrhea.     Va. 

Med.  SemiMonthly.  .May  9.   1913,  p.  56. 
2601     Wki.tt,    C.    F.     Hearing    Following    the    Radical    Ear    Operation. 

My  Improved  Technic;   Thiersch  graft  vs.  Tampon.    Jour.  A.  M. 

A..  Sept.  27.  191.1.  p.  1211. 

•2602  Wi.siiAKT,  D.  .1.  O.  Case  of  Mastoiditis  with  Perl-sinus  Abscess 
and  Paralysis  of  One  Leg.  fan.  Ucd  a '•■••>  ''■"•  v<i>-  i"13,  p. 
972. 

2603  Yatkh,  D.  O.  Radical  .Mastoid  Operation  in  Children.  Am.  Jour, 
of  Surg.,  Aug.,  1913.  p.  293. 

•2604     Zemasn,    W.     Recognition    of   Streptococcus    Muro<<  'i     / 

Ohrrnh  .    lUI.    :'2.    11.  fi     I  "     "i    ■     ,,.    74. 


360  MASTOID    AND    INTRA-CRAJIIAL    COMPLICATIONS. 

Lateral  Sinus. 

2605  BEKTEME8.  Thrombo-pblebHis  of  the  Jugular  SIi^us,  Probably 
Primary,  Opening  Into  Ear  Through  Floor.  (Thrombo-pblebite 
du  golfe  de  la  jugulaire  probablement  primitive  ouverte  dans 
I'oreiile  a  travers  le  plancher.)  Hev.  hebd.  de  Laryngol.,  Oct.  n, 
1913.  p.  417.  ffl 

2606  Blumenthai,,  A.  Septa  In  the  Lateral  Sinus.  Arch,  intern,  de 
Laryngol.,  March-April,  1913,  p.  359. 

*2607  Caldera,  C.  and  Finzi,  G.  Clinical  and  Experimental  Data  on 
the  Question  of  Thrombosis  of  Otitic  Origin.  Arch.  ital.  di  Otol, 
Nos.  5-C,  1913. 

2608  Dencii,  E.  B.  Case  of  Sinus  Thrombosis  Complicaiing  Middle- 
ear  Suppuration  with  Unusual  Symptoms.  Trans.  Am.  L.,  R.  and 
O.  See,  1913,  p.  276. 

2609  DiGiiTOX,  A.  Cavernous.  Sinus  Thrombosis,  i'rai  tiln/iifr,  .March, 
1913. 

2610  FEr.DT.  A.  Two  Atyiiical  Cases  of  Thrombosis  of  the  Transverse 
Sinus.    Rev.  mens,  dcs  Mai.  de  I'Oreille,  May,  1913. 

2611  Febbo.n",  M.  Anatomy  of  Sinus  Cavernosus.  (Note  sur  la  con- 
stitution des  parols  du  sinus  caverneux  et  les  rapports  des  nerfs 
ocuiomoteurs  et  trijumeau  avec  ses  parois  externa  et  superieure.) 
Jour,  de  Med.  de  Bordeaux,  Feb.  9,  1913. 

2612  Friede.nwald.  H.  Efforts  of  Nature  to  Cure  Septic  Thrombosis  of 
the  Lateral  Sinus.     Ann.  of  Otol.,  Dec,  1913,  p.  1090. 

2613  Ganter,  K.  Localization  of  Pulmonary  Metastasis  in  Otitic  Sinus 
Thrombosis.     Ztschr.  f.  Ohrenh.,  Bd.  68,  Heft  4,  1913,  p.  352. 

•2614  Glogau,  O.  Sinus  Thrombosis  Following  Necrosis  of  Periosteal 
Flap.    Ann.  of  Otol.  .Tune,  1913.  p.  509. 

2615  Grtjshlaw,  I.  Report  of  a  Case  of  Sinus  Thrombosis;  Operation; 
Recovery.    Med.  Ttec,  Jan.  11,  1913,  p.  67. 

2616  GuiBAL,  P.  Danger  from  Ligation  of  Internal  Jugular  Vein  and 
Resection  of  the  Pneuraogastric.    Rev.  de  Chir.,  July,  1913. 

2617  HiGHTOWER,  C.  C.  Depressed  Fracture  of  Skull  Involving  Su- 
perior Longitudinal  Sinus.     .S'o!/f7i.  Med.  Jour.,  Dec.,  1913. 

2618  Horn,  H.  Cavernous  Sinus  Thrombosis  Due  to  Organisms  of  the 
Streptothrix  Group.    Ann.  of  Otol.,  Dec,  1913,  p.  989. 

t2619  Johnson,  H.  R.  Case  of  Cavernous  Sinus  Thrombosis  of  Otitic 
Origin  with   Recovery.     The   Laryngoscope,   Feb.,   1913,    p.   124. 

2620  KRAsrprrz.  Dangers  of  Ligature  of  Jugular  and  Its  Possible  Pre- 
vention.    Int.  Xntrlbl.  f.  Ohrenh..  Bd.  11.  Heft  5-6,  1913. 

2621  Lederman.v,  I.  Sinus  Thrombosis  with  Purulent  Meningitis.  Ky. 
Med.  Jour.,  Feb.  15,  1913. 

2622  McKerkon,  J.  F.  Etiology  of  Primary  Bulb  Thrombosis.  Bull. 
Lying-in  Hasp,  of  City  of  X.  Y.,  Oct.,  1913,  p.  197. 

2623  Salaris,  E.  Accidental  Opening  of  Lateral  Sinus  in  Mastoid  Op- 
atlon;  Union.  (Apertura  Involontaria  del  seno  laterale  in  oper- 
azlone  suUa  mastoide  in  un  modo  rarissimo  e  forse  unlco.)  Prat. 
Oto-Rhino-Laringoiatrica,  April  30,  1913,  p.  105. 


MASTOID    AND    INTRA-CRANIAL    COMPLICATIONS. 


361 


2024  Voss,  F.  Ligation  of  Jugular  Vein  in  Operative  Treat.nent  of 
Otitic  Sinus  Thrombosis;  Twenty  Cases.  Deul.  Ztschr.  f.  Chir., 
Sept.,  1913. 

2625  Waltkrs,  J.  W.  Diagnosis  and  Treatment  of  Septic  Lateral 
Sinus  Tlirombosis  with  Especial  Reference  to  Post-operative  Treat- 
ment.    Charlotte  .Ved.  Jour.,  June,  1913,  p.  371. 

2626  Weltt,  C.  P.  Thrombosis  of  the  Lateral  Sinus  with  Report  of 
Five  Cases.  Cal.  State  Jour,  of  Med.,  Nov.,  1913,  p.  464;  and  Arch. 
intern,  de  Lartmgol.,  Sept.-Oct.,  1913,  p.  377. 

Intra-cranial  Complications  and  Brain  Abscess. 

2627  AnoKKKK.  Extra-dural  Abstess  of  Otic  Origin  and  Paralysis  of 
the  External  Oculo-motor  Muscle.  Bull.  Med.  de  VAlgerie,  Vol.  24, 
No.  9,  1913. 

2628  Andree,  H.  Removal  of  Small  Fist-sized  Dural  Tumor.  Muench. 
vi'-d.  VTchnschr.,  March  11,  1913,  p.  528. 

2629  Arc  iiAMBAur.T,  L.  Symptomatology  of  Cerebral  Abscess;  Diag- 
nosis and  Indications  for  Surgical  Intervention.  Albany  Med. 
Ann.,  Jan.,  1913. 

2630  Basham.  D.  W.  Temporo-maxillary  Ankylosis.  Interstate  Med. 
Jour.,  April,  1913,  p.  331. 

2631  Beck,  J.  C.  Failures  and  Successes  in  Diagnosis  and  Surgical  In- 
tervention of  Some  Intra-cranial  Diseases  Especially  from  the 
Standpoint  of  an  Oto-laryngologlst,  with  Report  of  Cases.  III. 
.Ved.  Jour.,  Nov..  1913. 

2632  Bebf.xs,  T.  P.  Abscess  of  Frontal  l»be  of  the  Brain  of  Otitic  Ori- 
gin, with  Exhibitions  of  Specimens.  Ann.  of  Otol.,  June,  1913,  p. 
431. 

2633  BiciiATON  and  Ocillemin.  Spontaneous  Drainage  in  Cranial 
Suppurations  of  Otitic  Origin.  Bev.  hebd.  dc  Laryngol.,  Sept  20, 
lUK!.  p.  345. 

2634  Bbowx,  p.  Diagnostic  Evidence  Obtained  by  x-rays  from  Lateral 
Aspect  of  Skull  with  Special  Reference  to  the  Base  and  Its  Adnexa. 
Botton  Mfd.  and  Surg.  Jour.,  June  12,  1913,  p.  882. 

2635  Bku^etti,  F.  Two  Cases  of  Otitic  Endocranlal  Complications. 
Arch,  intern,  dc  Larungol.,  March-April,  1913,  p.  438. 

•2636    Cai.amida,  U.     Case  of  Cerebellar  Abscess  of  Otitic  Origin  Success- 
fully Operated.     Arch.  Ual.  di  Otol.,  July,  1913,  p.  281. 

2637  Castle,  A.  Report  of  an  Examination  of  Both  Temporal  Bonea 
from  a  Hundred  and  Twenty  Individuals  in  Reference  to  the 
Question  of  Symmetry  In  Health  nnd  Disease.  Ann.  of  Otol., 
-March,  1913.  p.  19. 

2638  De  CAiir.r,  D.  Diagnosis,  Prognosis  and  Treatment  of  Cervical 
Abscesses  of  Aural  Origin.     Jour,  of  Laryngol,  Jan..  1913,  p.  28. 

2639  De  Cusxa.  Abscess  of  the  R«tropetrous  Cells.  Ann.  det  Ual.  rf« 
roretlle.  No.  4,  1913,  p.  353. 

2640  DcLOBEr..  P.  Some  Cases  of  Osteo-perlofltttU  of  the  Temporal  Bone 
of  Otitic  Origin.    Rev.  hcbd.  de  Laryngol.,  Jan.  18,  1918.  p.  65. 


362  MASTOID    AND    INTRA-CRANIAL    COMPLICATIONS. 

•2641  De  Stki.la,  H.  Facial  Paralysis  in  Fractures  of  the  Petrous  Por- 
tion of  the  Temporal  Kdi-  irft.  intern,  de  Laryngol.  May- 
June,  1913,  p.  696. 

2642  Febkkki,  G.  Fundus  Findings  in  Otitic  Intracranial  Complica- 
tions.   Arch,  intern,  de  Laryngol,  Jan.-Feb.,  1913,  p.  8. 

2643  FiiAssAi.NT,  L.  External  Isolated  Osteo-periostltls  of  the  Tem- 
poral Bone.  (Des  osteo-periostltes  externes  isolees  du  temporal 
a  point  de  depart  otogene.)     These  de  Paris,  1913. 

2644  Fkkligu,  C.  A.  Preliminary  Report  of  the  Temporal  Bone  and  Its 
Anomalies  at  Birth  in  l.'iO  Cases.  Bull.  Lyituj-in  Hosp ,  No.  I, 
1913,  p.  3. 

2645  GoiJ).STEix.  Disturbances  in  Perception  in  Cerebellar  Affection. 
(Ueber  Stoerungen  der  Schwerempfindung  bel  glelchseltlger 
Klelnhirnaftektlon.)     Xeiirol.   ZntrWl.,   No.    17,   1913,   p.    1082. 

•2646  Grail\m,  H.  B.  Two  Cases  of  Perforation  of  the  Petrous  Portion 
of  the  Temporal  Bone  Due  to  the  Capsulated  Bacteria.  Ann.  of 
Otol.,  Sept.,  1913,  p.  798. 

2647  GuTTMANN,  A.  Surgical  Treatment  of  Tumors  of  the  Ponto-cere- 
bellar  Angle.  (Die  chirurgisch  Behandlung  der  Kleinhirnbrueck- 
enwlnkeltumoren.)  Intern.  Zntrlbl.  f.  Ohrenh.,  Bd.  11,  Heft  4, 
1913. 

2648  Haymann,  L.  Cerebral  Abscess  Originating  in  Ear.  ilueneh. 
med.  Wchnschr.,  Jan.  21,  1913. 

2649  HouoARDT,  A.  Case  of  Cerebellar  Tumor;  Death  Following  Lum- 
bar Puncture;  Clinical  Report  and  Autopsy  Findings.  Ann.  de  la 
8oc.  Med.-chir.   de  Liege,   Fob.-March,   1913. 

2650  Jacques,  P.  Pharyngeal  Drainage  of  Cranial  Suppurations  of 
Otitic  Origin.    Ann.  des  Mai.  de  I'Oreille,  No.  12,  1913,  p.  521. 

t2651  Johnston,  R.  H.  Extra-dural  Abscess  Campllciting  Frontal  Sinu- 
sitis.    The  Laryngoscope,   March,   1913,   p.   20*). 

2652  Lannois.  Diagnosis  of  Cerebellar  Abscess  and  of  Pyolaby- 
rlnthitls.     Le  Larynx,  No.  4,  1913. 

2653  Lannois  and  Rendu,  R.  Ulceration  of  the  Carotid  in  a  Case  of 
Tubercular  Otitis  with  Caries  of  the  Petrous  Portion  of  the  Tem- 
poral Bone.    Rev.  hebd.  de  Laryngol,  Dec.  6,  1913,  p.  673. 

2654  Lasagna.  F.  Diagnosis  of  Endo-cranial  Suppuration.  (Clinical 
Observation.)     Arch,   ital  di  Otol,  Jan.,  1913,  p.  24. 

2655  Lenormant,  C.  Traumatic  Intra-dura  Mater  Hemorrhages.  Presse 
Med.,  Jan.  4,  1913. 

2656  Lord,  F.  P.  Observations  on  the  Temporo-mandibular  Articula- 
tion. Anat.  Rec,  Oct.,  1913,  p.  355. 

2657  LoTMAR,  F.  Tests  of  Cerebellum  Functioning.  Corresp.BJ.  f. 
Schiceizer  Aerzte.  Vol.  43,  Nos.  45-47,  1913. 

t2658  Luc.  H.  Sub-periosteal  Temporal  Abscess  of  Otic  Origin  With- 
out Intra-osseous  Suppuration.  The  Laryngoscope,  Oct.,  1913,  p. 
999. 

2659  MAA.S.  Disturbances  in  the  Weight  Perception  in  Cerebellar 
Tumor.    Neurol  Zntrlbl.  No.  7,  1913,  p.  408. 

2660  Marceli.os,  D.  G.  Operation  for  Fibroma  at  Base  of  Skull. 
Monatsclir.  f.  Ohrenh..  Heft  2,  1913,  p.  274. 


MASTOID    AND    INTRA-CRANIAL    COMPLICATIONS. 


363 


:it;>jl     AI.Mix,  11.    Surgery  of  Tumor  of  ibe  Ponto-cerebellar  Angle.     (Zur 

CUlrurgle     der     Klelnhlrnbruetkenwinkeltumoren.)       Mitt.   a.   d. 

Orenzeb.  d.  Med.  u.  Vhir..  Bd.  27,  Heft  1,  1913,  p.  116. 
2662     Micii.vEi.sEN.    U.     Otitic    Brain    Abscess,     /.tsvhr.    /.    Ohrenh.,    Bd. 

67,  Heft  3-4,  1913,  p.  262. 
2m:',     Mliu'IIy,  J.     Brain  Ahs.  t.ss  of  Aural  Origin.     Jour,  of  Laryngol, 

.Nov.,  1913.  p.  587. 
2ti'>4     Forr.-*,  J.  B.     Some  »  oiisiniiint-   .Measurements  of  the  Sliull  ana 

Sella  Turcica  with  Reiwrt  of  Eight  Cases.     Jour.  A.  3£.  A.,  Sept. 

27.  1913.  p.  1188. 
2fiC,"     Reiiikhs.     Case    of    Otogenous    Extra-dural    and    Temiwral    Lobe 

\b8ces8.    iled.  Klinik.  No.  47.  1913,  p.  1935. 
_ ,     iCoBEBTs,   W.   H.     Case  of   Multiple  Aneurysm   at   Base   of   Brain. 

Trans.  Am.  L.,  R.  and  O.  Soc.,  1913.  p.  443. 

2667  S.M1T1I.  S.  M.  Exhibition  of  Otitic  Brain  Abscess  Cases  and  a 
-Mastoid  Exonteratlon  by  .Nature.  Ann.  of  Otol.,  Sept.,  1913,  p. 
769. 

2668  Smith.  S.  .M.  Two  Cases  of  Otitic  Brain  Abscss.  Trans  Am.  L., 
R.  and  O.  Soc,  1913,  p.  285. 

2669  Ton,  H.  P.  Extra-dural  Abscess  at  Apex  of  i't-trons  Bone.  Lancet, 
April  19,  1913. 

2670  Unv.vRnEi.Yr,  K.  Otogenic  Brain  Abscess.  Bcilr.  z.  klin.  Chir., 
Vol.  84,  No.  1,  1913. 

2671  Wabsf-B,  a.  G.  Brain  Abscess  of  Otitic  Origin.  Jour.  Ophth., 
Otol.  and  Laryngol.,  Aug.,  1913,  p.  316. 

2672  WiiiT.NEY,  R.  L.  Case  of  Large  Endothelioma  of  Frontal  Region 
of  Brain.     Am.  Jour,  of  Insan.,  April,  1913. 

2673  Zi.\e.MEKMA.NN,  A.  I'rotropin  and  lis  Relation  to  the  Cerebro-splnal 
Fluid.     Xtsrhr.  f.  Ohrenh.,  Bd.  69,  Heft  3-4.  1913,  p.  185. 

Meningitis. 

2674  A8T.\MoxorF,  A.  Primary  Focus  with  Tuberculous  Meningitis. 
Med.  Obozrienir.  Vol.  79.  No.  4,  1913,  p.  297. 

2675  Bebe^.s,  T.  I*.  Report  of  Two  Cases  of  Cerebro-Spinal  Meningitis 
Presenting  no  Central  .Nervous  Phenomena  I'ntll  Shortly  Before 
Death.    Ann.  of  Otol,  Sept,  1913,  p.  666. 

2676  Bowe.x,  8.  C.  Ca«e  of  Meningitis  of  Otitic  Origin  Illustrating  In- 
sidious I.j|t<>nt  Stage  of  Streptococcus  Capsulatus  Infection.  Old 
Dom.  Jour.  Mrd.  and  Surp..  Oct.,  1913. 

2677  CoriET.  G.  Two  Cases  of  Suppurative  Otogenous  Meningitis;  Re- 
covery.    Hull.  d'Oto-Hhino-Laryngol..  Sept.,   1913,   p.   297. 

•2678  D.VT,  E.  \V.  Indications  for  and  Results  of  Operative  Treatment 
of  Otitic  MfnlnKfll!"  ^■'•'r  n<inr,i,t.  nnri  Uhnt'tr  .  April,  101".  p. 
369. 
^'mH  Day,  E.  W.  R«.iK)rt  of  Eight  Cases  of  Purulent  M.MilnKltls  Oper- 
ated T'pon  by  Haynes'  MHhtxl,  with  Postmortem  FInrtlnc.s  of  Five. 
Trans.  Am.  I,.,  R.  and  O.  Soc.  1913,  p.  l.V!. 

liitixo  |)r.N<  II.  E.  n.  ReiKWt  of  Three  Cases  of  Otltlr  MtniimM.^  l,.ated 
by  Dralnagp  of  the  CIstema  Magna.  Tnr  Laryxoohcope,  Sept. 
1913.  p.  944. 


364  MASTOID    AND    INTRA-CRANIAL    COMPLICATIONS. 

2681  Fbuehwai-u,  V.  Bacillus  Fuslformls  as  the  Cause  of  MeaingltlB 
and   Brain   Abscess  After   Injury  of   Pharynx   by   Foreign   Body. 

2682  GiiiKHT,  P.  Diagnosis  and  Treatment  of  Menlngo^nt-fphalitic  Com- 
plications of  Otitis.    Faris  Med.,  No.  46,  1913. 

Monatschr.  /.  Ohrenh.,  Heft  8.  1913,  p.  1021. 

2683  GiKSK,  H.  Fatal  Meningitis  In  Infant  from  Influenza  Bacillus. 
Uycskr.  f.  Leger,  April  17,  1913,  p.  621. 

2684  Qeasty,  T.  S.  D.  Influenzal  MeningitLs.  Am.  .Jour,  of  Obttetr., 
May,  1913. 

2685  Hautant,  A.  Cure  of  Labyrinthine  Meningitis  by  Trephining  the 
Labyrinth.     Le  Larynx,  Vol.  16,  1913,  p.  268. 

2686  Haynes.  Treatment  of  Meningitis  by  Drainage  of  Cisterna  Magna. 
Arch.  Fed.,  No.  84,  1913. 

2687  KoPETZKV,  S.  J.  Significance  of  Certain  Tissue  Reactions  in  Early 
Diagnosis  and  Surgical  Treatment  of  Meningitis.  (Untersuchun- 
gen  ueber  die  Beziehungen  gewlsser  Gewebsreaktionen  zur 
Fruehdiagnose  und  chirurischen  Behandlungsweise  der  Menin- 
gitis.)    Ztschr.  f.  Ohrenh.,  Bd.  68,  Heft  1,  1913,  p.  1.    . 

2688  KuMMEi,.  Fatal  Meningitis  Due  to  Lesion  of  Dura  Mater  at  the 
Time  of  Intra-nasal  Removal  of  Middle  Turbinate.  Arch,  intern, 
de  Laryngol.,  July-Aug.,  1913,  p.  44.   - 

2689  KuTViBT,  O.  Meningitis  Serosa  After  Otitis  with  Caries.  Casopis 
lek.  ceskych.  No.  25,  1913. 

2690  Lermoyez.  Diagnosis  of  Otitic  Meningitis.  La  Larynx,  No.  7, 
1913. 

2691  MANDEI3AUM.  Changes  in  Cerebro-spinal  Fluid  in  Tubercular 
Meningitis.    Deut.  Arch.  /.  klin.  Med.,  Bd.  113,  1913,  p.  92. 

269,2  MoLLisoN,  W.  M.  Otitic  Meningitis.  Ouy'a  Hasp.  Oaz.,  Vol.  27, 
1913,  p.  129. 

2693  Passot,  R.  Meningitis  and  the  Aseptic  Meningeal  States  of  Otitic 
Origin.    Ann.  des  Mai.  de  VOreille,  No.  11,  1913,  p.  412. 

2694  PiEBCE,  N.  H.  Case  of  Meningitis  in  which  the  Cisterna  Magna 
Was  Drained.    Ann.   of  Otol,  Dec,  1913,  p.  1081. 

2695  PiEBCE,  N.  H.  Diagnosis  and  Treatment  of  Meningeal  Comp..ci- 
tions  of  Suppurative  Diseases  of  the  Temporal  Bone.  Jour.  A. 
M.  A,  Dec,  1913,  p.  387. 

2696  Reichmanx.  Prognosis  and  Therapy  of  Meningitis.  Muench. 
med.  Wchnsch.,  No.  25,  1913,  p.  1374. 

2697  Reischig,  L.  Meningitis  Purulenta  Aseptica  Following  Intra-Naaal 
Operation.    Ztschr.,  f.  Ohrenh.,  Bd.  69,  Heft  1,  1913,  p.  78. 

2698  Rosi,  A.  and  Moore,  A.  E.  Case  of  Influenzal  Meningitis.  Bnt. 
Med.  Jour.,  Oct.  25,  1913,  p.  1056. 

2699  Roy,  J.  N.  Serious  Meningitis,  Papillary  Edema  and  Multiple  Poly- 
neuritis of  the  Cranial  Nerves  in  a  Young  Alcoholic  Smoker.  Rev. 
hebd.  de  Laryngol.,  Jan.  25,  1913,  p.  97. 

t2700    RuTTiN,  E.     Diagnosis  of  Rupture  into  the  Lateral  Ventricle  and 
of  Acute   Internal    Meningitis.       The   L.\ry>-goscope,   Aug.,   1913, 
p.   819. 
2701    Satterthwaite.  T.  E.    Recovery  in  Case  of  Influenzal  Meningitis 
Complicated  by  Pneumonia.    N.  T.  Med.  Jour.,  May  24,  1913. 


MASTOID    AND    1 M  kA-CRANIAL    COMPLICATIONS. 


365 


2702  SiEMEBi.iNO,  E.  Meningitis  Following  Follicular  Angina.  Deut. 
med.  Wchnschr.,  Nov.  20,  1913.  p.  2287. 

2703  Stockuai.e,  E.  M.  Serous  Otitic  Meningitis  with  Septic  Throm- 
bosis of  the  Left  Lateral  Sinus  and  Internal  Jugular  Vein,  Suc- 
cessfully Treated  by  Operation.  Jour,  of  Laryngol.,  Jan..  1913, 
p.  1. 

2704  Zaloziecki.  Permeability  of  the  Meninges,  Especially  to  Immune 
Bodies.  (Zur  Frage  der  Permeabllltaet  der  Menlngen  insbesondere 
Immunstoffen  gegenueber.)  Deut.  Ztschr.  f.  Xervenh.,  Bd.  46, 
Heft  3,  1913,  p.  95. 

2705  Z.^NGF.  J.  Case  of  Cured  Rhinogenous  Meningitis;  Remarks  on 
the  Diagnostic  and  Prognostic  Value  of  Lumbar  Puncture.  A.rch. 
f.  Ohrenh..  Bd.  92,  Heft  1-2,  1913,  p.  132. 

General. 

•2706  Ca.nhki.i),  R.  B.  Some  Conditions  Associated  with  the  Loss  of 
Cerebro-splnal  Fluid.    Ann.  of  Otol.,  Sept.,  1913,  p.  604. 

•2707  Sciii.uETTE.vEB.  Easy  Method  of  Demonstrating  Cells  in  Cerebro- 
spinal Fluid.  (Elne  bequeme  Methode  zur  Darstellung  der  Zel- 
len  des  Liquor  cerebrosplnalls.)  Neurol.  Zntrlbl.,  No.  7,  1913,  p. 
420. 

Therapy  and  Technic. 

•2708     Baixin,  M.  J.     Tibial  bone  Transplantation  In  the  Post-operative 

Mastoid  Wound.    Hed.  Rec,  March  1,  1913,  p.  372. 
2709     Bllmk.vtiiai.,  A.     Treatment  of  Thrombosis  of  the  Bulbus  Venae 
Jugularls.     Ztschr.  f.  Ohrenh..  Bd.  69,  Heft  1,  1913,  p.  18. 

•2710  Braisli.n,  W.  C.  Use  of  Vaccines  After  the  Mastoid  Operation. 
Ann.  of  Otol.,  Dec,  1913,  p.  1085. 

2711  Bbya.nt,  W.  S.  Protective  Mastoid  Operation:  An  Operation  of 
Election.  Arch,  intern,  dc  Laryngol.,  July-Aug.,  1913,  p.  24;  and 
tiurg.  Oynecol.  and  Obstetr.,  Dec,  1913,  p.  753. 

2712  Olovkr,  R.  M.  Technic  and  After-treatment  of  Radical  Mastoid 
Operation.    Bnt.  Mod.  Jour.,  Oct  4,  1913,  p.  891. 

2713  Hakdoui.n,  p.  Improved  Technic  for  Thiersch  Flaps.  Fresse  Med. 
Aug.  iO,  1913. 

2714  HoLMOKEN.  Duration  of  Cicatrization  In  Schwarze's  Operation 
Hygiea,  Vol.  75,  No.  5.  1913. 

t2715  lGt.AUEn,  S.  Obliteration  of  the  Mastoid  Excavation  by  the  Im 
plantation  of  a  Tissue-flap  Taken  From  the  T(>in|)<>ral  Muscle. 
The  LABTNooecoPE,  May,  1913,  p.  685. 

2716  Kkamcr,  S.  p.  Possible  Source  of  Danger  In  the  Use  of  AntI 
meningitis  Serum.    Jour.  A.  M.  A..  May  3,  1913.  p.  1348. 

2717  Laval,  F.  Preservation  of  Canal  In  Radical  Mastoid  Operation  in 
Children.     Le  Larynx,  July,  1913,  p.  193. 

2718  LiTHOow,  J.  D.  Radical  Mastoid  "First  Dressing"  Should  be  Pain- 
less.    Jour,  of  Laryngol,  Nov..  1913,  p.  589. 

2719  Maiut,  O.  Operative  Treatment  of  Acute  Mastoiditis.  Pre$K 
Med.,  Nov.  29,  1913,  p.  369. 


366  ^(V^mili     \M)    |\  IK\-iK WIAL    COMPLICATIONS. 

2720  Mii.i.KiAN,  VV.  Technic  and  AlltT-treatmeuL  of  llie  Uadical  Mas- 
told  Operation.    Brit.  Med.  Jour.,  Sept.  20,  1913,  p.  729. 

2721  MiLUQAN,  W.  Treatment  of  Meningitis  of  Otitic  Origin.  Lancet, 
Jan.  25,  1913. 

•2722     NiMiER,  H.  and  A.     Treatment  of  Fracture  of  the  Petrous  Bone. 
Presse  Med.,  July  26,  1913;  and  Rev.  de  Chir.,  No.  22,  1913. 

2723  Pierce,  N.  H.  Preservation  of  Antral  Capsule  In  Operations  for 
Uncomplicated  Acute  Suppurative  Processes  of  the  Mastoid.  Trans. 
Am.  O.  Soo.,  1913,  p.  99. 

2724  Ranbaix,  B.  A.  Operations  for  Mastoid  Empyema  and  Carles. 
Ther.  Oaz.,  May,  1913,  p.  317. 

272.5  Ross,  T.  W.  E.  Some  Notes  on  Scarlet-red  as  a  Dressing  After  the 
Radical  Mastoid  Operation  Based  on  the  Observation  of  Fifteen 
Cases.    Jour,  of  Lanjngol,  Ithinol.  and  Otol.,  April,  1913,  p.  187. 

VIII.     NEW  INSTRUMENTS. 
Ear. 

2726    Bellows,    H.    P.      Aural    Spades    and    Angular  Curettes.      Jour. 

Ophth.,  Otol.  and  Laryngol.,  June,  1913,  p.  215. 
♦2727     Cakroll,  G.   G.     Myringoscope.     Jour.  A.  M.  A.,  Dec.   6,   1913,   p. 

2065. 
t2728     GoLOSTEiN,    M.   A.     The    Monochord.     The    LAByxooscoPE,    March, 

1913,  p.  216. 
*2729     Halle.     Practical  Antiphone.     Dcut.  vied.  M'chnschr.,  No.  1,  1913. 
2730     Hastlvgs,  S.     Catheter  Mount  for  Eustachian  Medication.     Brit. 

Med.  Jour.,  Sept.  20,  1913,  p.  749. 
t2731     Hays,  H.     Improved  Audiometer.    The  Ij.\ryxooscope,  Aug.,  1913, 

p.  864. 
2732    JUEKGEX.S.   E.     Model   for   Learning   and    Practicing   Paracentesis 

and  the  Other  Operations  of  the  Tympanic  Membrane.  Monatschr. 

f.  Ohrenh.,  Heft  1,  1913,  p.  4. 
*2733     KiEHLE,  F.  A.     Illuminated  Ear  Speculum.     Jour.  A.  M.  A.,  Aug. 

16,  1913,  p.  491. 
•2734     LuH.MAN,   M.     The  Aurometer,   an   Instrument   for  the   Exact  Re- 
cording of   Hearing   and   the  Determination    of   Progress   In   the 

Treatment  of  Various  Conditions  of  Deafness.     -V.  T.  Med.  Jour., 

Nov.  22,  1913,  p.  1016. 
♦2735    Maljutix,   E.   N.     Tuning-fork   Harmonium  and   Its  Application 

in   Voice-formation    and    Treatment     Arch.   f.   Laryngol,    Bd.    27. 

Heft  3,  1913,  p.   477. 

2736  ScHLiMPERT,  H.  Chair  for  Extra-dural  Anesthesia.  Zntrlbl.  f. 
Gynecol.,   Tan.  18,  1913. 

2737  SojfDERMANX,  R.  Apparatus  for  Testing  the  Hearing.  Med. 
Klinik,  March  9,  1913. 

t2738     SoN-NENScHEix,    R.      Resonators    with    Special    Reference    to    the 
Schaefer  Apparatus.     The  L..\byxgoscope,  May,  1913,  p.  602. 

t2739     Stevexsox,  M.  D.     Curette  for  Bridge  in  Radical  Mastoid.     Th.' 
Labyxgoscope,  March,  1913,  p.  225. 
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2740  Stri  vciiEX,  .1.  L.  Simple  Labyrinth  Cooler.  iKin  einfacher  Laby- 
rlnthkuehler.)     Ztschr.  J.  Ohnnh..  Bd.  68,  Heft  1.  1913,  p.  52. 

2741  TopiiETA,  A.  Instrument  for  Determining  Lower  Range  of  Htinr- 
Ing.  (Instrument  d'usage  courant  dans  la  pratique  medlco-chir- 
urglcale  propre  a  substltuer  les  dltlpson  16-64  v.  d.  dans  la  deter- 
mination de  la  llmite  inferleure  de  I'audition.)  Arch,  intern. 
de  Larynyol.,  Sept.-Oct.,  1913,  p.   459. 


Nose  and  Naso-pharynx. 

2742  Bauer,  J.     Xaso-pharyngeal  Mirror.     Mrd.  Kltnik,  No.  13,  1913. 

2743  Casselberkv,  \V.  E.  Self-retaining  Nasal  Speculum.  Trans.  Am. 
L.  Assn.,  1913,  p.  267. 

1'74»  DwiGiiT,  C.  C.  Operating  Table  fnr  Rhinologlsts.  Jour.  A.  il.  A., 
June  21,  1913,  p.  1951. 

2745  Gerbeu.  Magnifying  Mirror  for  Anterior  Nares.  (Vergroessern- 
aer,  anastigmatis<her  Nasenvorhofsplegel.)  Med.  Klinik,  No.  9, 
1913. 

2746  C'.Di.DsTKi.v,  S.  Double  Drainage  Tubes  (Inner  and  Outer)  for 
Nares  After  Submucous  Resection  of  the  Septum.  A .  Y.  Med. 
.lour..  Sept.  6,  1913,  p.  473. 

2747  GrEJJTiiER,  H.    Olfactometer.    Med.  Klmik,  Sept.  28,  1913. 

•2748     HiTz,  H.   H.     Needle-holder  for  Submucous  Resection  of  the  Sep- 
tum.    Jour.  A.  M.  A..  April  26,  1913.  p.  1295. 
2749     HuRi>,  L.  M.     Apparatus  for  Packing  Naso-pharynx.     Trans.  Am. 
L.,  R.  and  O.  Soc,  1913. 
•2750     LM)yi>,  \V.     Instrument  for  Posterior  Rhinoscopy.     Lancet,  No.  13, 

1913,  p.  4711. 
2731     MfEi.i.Eit.  P.    Slegel  Funnel  for  the  Nose,   litichr.  f.  Laryngol.,  Bd. 

6,   Heft   4.   1913,   p.   543. 
2752     RouRE.      Presentation   of    Instrument    for    Resection    of    Septum. 

Arch,  intern,  de  Laryngol.,  May-June,  1913,  p.  811. 
t2753     Spratt,  C.   N.     Needle  for   Intra-nasal   Suturing.     The   Laryngo- 
scope, Dec,  1913,  p.  1150. 

2754  Steve\8ov,  M.  D.  Modified  \'a  Force  Adenotome  and  lU  Use.  O. 
State  Med.  Jour.,  June,  1913. 

2755  Van  ber  Hoeve.v.  Modified  Moure  Spoke-shave.  (Marteau  a  coup 
inverse  modlflration  de  I'eperotome  de  .Moure.)  Arch,  intern,  de 
Laryngol,  July-Aug.,  1913,  p.  152. 

2756  Wai.b.  Vacuum  Nasal  Douche.  (Nasenspuelapparat  vakuum.) 
Ocut.  med.  Wchntrhr.,  No.  24.  1913,  p.  ILSO. 

2757  Williams,  p.  W.  Coarse  Nasal  Spray  to  Avoid  the  Dangers  of 
the   .Vasnl   Iinm  hr-      flni     in-,/     l,,iir      |m|v   in     iin>    p    \22. 

Mouth  and  Phaynx. 

2758  Albkiti.     New  Tonsil  Forceps.     Mrd.  Klinik,  No.  8,  191.; 

2759  C.NTM.      .New   I'.-!..-., mo   fnr    I'nlntat    RpRection.      Thir<ii>.    i.'i;.. 

Feb.,  1913. 
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2760  C0N.NEi.t,  K.  New  Ether- vaporizer;  a  Preliminary  Report  on  the 
Technlc  of  Intra-pharyngeal  Insufflation  Anesthesia.  Jour.  A.  M. 
A.,  March  22,   1913,  p.  892. 

t2761  CoKwiN,  A.  M.  Corwln's  Tonsil  Hemostat.  The  Labv.xooscore. 
March,  1913,  p.  226. 

12762  Goldstein,  S.  Sharp  'Tonsil  Dissector  with  Double  Pillar  Re- 
tractor. Modified  Jansen-Mlddleton  Nasal  Septum  Punch.  The 
Laryngoscope,  Dec.,  1913,  p.  1151. 

•2763  Green,  L.  D.  and  A.  S.  New  Tonsil-snare.  Jour.  A.  if.  A.,  June 
28,  1913,  p.  2043. 

•2764  Haenlein.  Electric  Light  Bath  for  the  Throat.  Med.  Klinik,  No. 
10,  1913. 

2765  Hersing.  Chin-supporter  to  Prevent  Snoring.  (Elne  Klnnstuetze 
zur  Verhlnderung  des  Schnarchens. )  Deut.  med.  Wchnschr.,  No. 
7,  1913,  p.  320. 

2766  Jennings,  J.  E.  New  Tonslllectome.  Jour.  A.  M.  A.,  May  24,  1913, 
p.  1620. 

2767  Kaczynski,  H.  Tenaculum  for  Removing  Tonsils.  Gaz.  lek.,  No. 
16,  1913;  and  Monatschr.  f.  Ohrenh.,  Heft  1,  1913,  p.  84. 

2768  Kerb,  W.  S.    Improved  Mouth-gag.    Lancet,  Oct.  25,  1913,  p.  1196. 

2769  Reeder,  D.  F.  and  Dtjtrow,  H.  V.  Eight  Hundred  Tonsillectomies 
with  Special  Tonsil  Knife.     0.  Btate  Med.  Jour.,  Oct.,  1913. 

2770  Schenck,  W.  E.  New  Tonslllectome.  Jour.  A.  M.  A.,  March  15. 
1913,  p.  827. 

2771  Stein,  0.  J.    Tonsil  Snare.    Trans.  Am.  L.,  R.  and  O.  Soc.,  1913. 

2772  Stevenson,  M.  D.  New  Tonsil  Clamps.  Jour.  A.  M.  A.,  June  28, 
1913,  p.  2044. 

2773  Taptas,  N.  Enucleation  of  Tonsils.  My  Operating  Chair.  (A 
propos  de  I'enucleatlon  et  arrachement  des  amygdales  palatines. 
Ma  chaise  d'operatlon.)  Ann.  des  Mai.  de  VOrciUe.  No.  10,  1913, 
p.  334. 

2774  Warner,  H.  Tonsil  Enucleator.  Brit.  Med.  Jour.,  Oct.  18,  1913, 
p.  1028. 

t2775  Wood.  W.  C.  Mouth-gag  with  a  Permanently  Attached  Tube  for 
Continuous  Etherization,  and  a  New  Tonsil  Grasp.  The  Labts- 
GOSCOPE,  March,  1913,  p.  222. 

Accessory  Sinuses. 

•2776  LoTHROP,  O.  A.  New  Antrum  Knife.  Boston  Med.  and  Surg.  Jour., 
Sept.  25,  1913,  p.  471. 

2777  Rea'N'es,  W.  P.  Conservative  Operations  for  Pan-sinusitis  with 
New  Instruments.    Trans.  Am.  L.,  R.  and  O.  Soc,  1913,  p.  421. 

2778  Smith,  E.  D.  Inexpensive  Trans-illumlnatlon  Lamp.  Brit.  Med. 
Jour.,  Sept.  13,  1913,  p.  678. 

12779  Sullivan,  J.  J.  New  Instruments.  The  Laryngoscope,  Feb.,  1913, 
p.  132. 
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Larynx.     Trachea.     Bronchi.     Esophagus. 

2780  BoTKV,  R.  Aspiratory  Tubes  for  Removing  Foreign  Bodies  From 
the  Bronchus.     Arch,  intern,  de  Laryngol.,  Jan.-Feb.,  1913,  p.  137. 

2781  BoYiK,  E.  and  Gask,  G.  E.  Intratracheal  Xnsuiflatlon  of  Ether. 
Brit.  Med.  Jour.,  April  26,  1913. 

»2782  CiTELLi.  The  Henlschel  Apparatus  for  Inhalation  Therapy. 
(I^apparecchio  dl  Hentachel  nella  cura  Inalatorla  specialmente 
medicamentosa.  Olii  medicatl  gasslficati  per  prevenire  e  curare 
i  raffreddorl  nasali.)  Boll,  delle  Mai.  dell'Orecchio,  July,  1913, 
p.  149. 

2783  Dkmpwoi.fk,  O.  Speech-apparatus  for  Teaching  Xama  (Hottentot) 
Language.  (Sprechapparate  beim  Unterricht  in  der  Namasprache.) 
Vox.,  Oct.  1,  1913,  p.  246. 

2784  DuiOLKMKSTKi.,  L.  New  Canula-dllator.  (Xouvelle  canule  dllata- 
trlce.)     Ann.  des  Mai.  dc  VOrvillc,  No.  12,  1913,  p.  557. 

•2785    Geioki..    Convex  Laryngeal  Mirror,    Muench.  med.  Wchnschr.,  No. 

48,  1913,  p.  2679. 
2786    GiUEBT,  J.  R.    Coin-catcher  for  Removing  Coins  From  the  Esoph- 
agus.    Jour.  A.  M.  A.,  Aug.  16,  1913,  p.  491. 
:;TH7     Giiovks,  E.  W.  H.    simple  Apparatus  for  Intra-tracheal  Anesthesia. 

Bristol  Med.-chir.  Jour.,  Dec,  1913. 
2788     HowAKTu,  W.     Hook  Spatula  for  Suspension   I.«rynK0scopy.  Lan- 
cet, July  19,  1913. 
""'"     I.vcKso.v,    C.      Direct    Laryngoscopes.      Thk    L.\ky.\goscoi'k     June, 
I'.tl.'J,  p.  708. 
i27UU     Jackson,  C.     Endoscopic  Syringe.    The  L.vrynooscope,  Aug.,  1913, 

p.  863. 
2791     Kai.i.o.s,   O.     Three    -New    Instruments   for   Endo-nasal,    Especially 
Endo-laryngeal    Surgical    Interventions.      Monatsch-r.    f.    Ohrenh., 
Heft  2.  1913,  p.  232. 
27;t2     Lautk.ns<  iti..\K(iKK,  K.     Modification  of  Kllllan's  Hoolt  Spatula  for 

Suspension   laryngoscopy.     Bcrl.  klin.  Wchnschr.,  No.   10,  1913. 
2793     Laviei.i.k.    Apparatus  for  Hello-therapy  in  laryngeal  Tuberculosis. 

Uaz.  hebd.  des  Sci.  mcd.  de  Bordeaux,  Aug.  17,  1913. 
•2794     Lewisojin,    R.      New    Principle    In    Esophagoscopy.      N.    Y.    Med. 

Jour.,  Oct.  4.  1913,  p.  648. 
•2795     MvRscHiK.      I^ryngo-flssure   Treatment   of   Cicatricial   Atresia   by 
the    Chiari-Marschik    Apparatus.      Wr.    klin.    Wchnschr.,    No     11, 
1913. 
•2796     .Mauhciiik.     lH>rche'8  Instrumentation  for  External  Hsophagotomy. 
(Demonstration  des  I.*rchp'8chcn    Besteckes    zur    Ksopbagotomia 
Interna.)     Wr.  klin.  Wchnschr.,  No.  11,  1913. 
•2797     .\lKi,T/tB,  S.  J.    Simple  Devices  for  Effective  Artificial  Respiration 

In  Emergencies.    Jour.  A.  M.  A.,  May  10,  1913.  p.  1407. 
2798     Mf.tek,    B.    a.     Description   of  a   New    Apparatus   for   Measuring 
Hitch.        (Besrhrelbung    eines    konstruktlv    veraendcrten    und    er- 
welterten   Tonhoehenmessapparats.)      Vox,  Aug..   1913.   p.    193. 
•2799     Nri  MANN,  F.     Radium-bolder  for   larynx.      (Radiumtraeger  fuer 
den   Larynx.)     Mnnatschr.  f.  Ohrrnh..  No.   5,   l!>in.   p    71n 
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*2800  1>am(>.n(ki.i.i-Calzi,\.  AutophonoBcope,  an  Instrument  by  Which 
the  Fhonatlon  of  Larynx  may  be  Observed.  (Autophonoskop,  eln 
Instrument,  um  die  Phonailonsbewegungen  Im  Larynx  beobacbten 
zu  lassen  und  gleichzeitlg  selbst  zu  beobacbten.)  Zlsrhr.  f. 
Laryngol.,  Bd.  6,  Heft  3.  1913.  p.  437. 

•2801  Rki  TKH,  H.  New  Lamp  for  Ulaphanoscopy  and  Kndoscopy 
Muench.  med.  Wchnschr.,  No.  28,  1913. 

2802  Rom.ifsoN,  W.  Bracket  Devlcp  for  Tparhine  I-angiiagp.  -I-"  4  iin. 
of  Deaf,  May,  1913,  p.  249. 

2803  Sat.zkr,  M.  New  and  Inexpensive  Intra-tracheal  Insufflation  uut- 
flt.    Jour.  A.  M.  A.,  March  \a,  1913,  p.  826. 

2804  Scn.NKiDEK,  C.  Apparatus  for  Determining  High  Limit  of  Pitch. 
(Tonhoehenspltzenmarklerapparat.)     Vox,  Aug.,  1913,  p.  193. 

*2805  ScKiPTUBK,  E.  W.  New  Apparatus  to  Teach  Totally  Deaf  to  Sing 
Three  or  Four  Notes  Within  an  Octave.  Trans  N.  Y.  Acad,  of 
Med.,  Feb.  26,  1913. 

2806  Shipway,  F.  E.  Intratracheal  Insufflation  of  Ether.  Brit.  Med. 
Jour.,  Dec.  27,  1913,  p.  1621;  and  Bristol  Med.  Chir.  Jour.,  Dec. 
1913. 

2807  Spikss,  (}.  New  Transportable  Apparatus  for  Inhaling  Compressed 
and  Exhaling  Rarified  Air.  Deut.  med.  Wchtischr.,  Dec.  18,  1913, 
p.  2510. 

2808  Stii.ke.  a.  Theory  of  Apparatus  for  Measuring  Pitch.  (Theorie 
des  Tonhoehenmessapparates.)     Vox,  Heft  3,  .June  1,  1913,  p.  152. 

2809  Stock,  S.  V.  and  Fry,  J.  D.  Combined  Manometer  and  Safety 
Valve  for  Intra-tracheal  Anesthesia.  ^  Bristol.  Med.-Chir.  Jour., 
Dec,  1913. 

2810  THO.MAS,  H.  M.  Inhalation  Treatment:  New  Apparatus.  /». 
Med.  Jour.,  Feb.,  1913. 

General. 

2811  Amhkkc.  E.  Forceps  with  Long  Handles.  Trans.  Am.  O.  S.,  1913, 
p.  17. 

2812  BiHMK,  John  M.  Ligature  Scissors,  tiurg.  Gynecol,  and  Obstetr., 
Sept.,  1913,  p.  370. 

2813  Bn -MKNTHAi.,  A.     New  Needle-holder.    Deut.  med.  Wchnschr.,  No. 

28,  1913,  p.  1372. 

t2814  CuTLEB,  F.  E.  Face  Protector.  The  Laryngoscope,  Dec.,  1913,  p. 
1151. 

2815  Frikhwai.i).  V.  New  Vessel-clamps  for  Deep  Ligatures.  Monatschr. 
f.  Ohrenh.,  No.  6,  1913,  p.  779. 

2816  Leomiaud,  J.  Van  der  H.  New  Instruments  (Ear  and  Nose). 
Monatschr.  f.  Ohrenh.,  No.  5,  1913,  p.  723. 

•2817     Levingeh.     Paper  Face   Protector.     Muench.   med.  Wchnschr.,  No. 

29,  1913. 

•2818  Nkpvkii,  a.  Apparatus  for  Oto-rhino-Iaryngological  Photo-therapy. 
Hev.  hcbd.  dc  Laryngol..  Feb.  15,  1913,  p.  182. 

2819  Robnett,  a.  H.  Collapsible  Chair  for  Eye,  Ear,  Nose  and  Throat 
Work  on  Board  Ship.     r.  S.  Xaval  Med.  Bull,  April,  1913,  p.  245. 

2820  Waonek,  L.  Cheap  and  Efficient  Electric  Headlight.  N.  Y.  Med. 
Jour..  Jan.  4,  1913,  p.  26. 
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2821  Abelma.n.n,  T.  C.  H.  Treatment  of  Trigeminal  Neuralgia  by  Super- 
nclal  Injection  of  Osmlc  Acid  and  Alcohol.  Mich.  State  Med.  8oc. 
Jour.,  May,  1913. 

2822  Aboii.kek,  H.  L'lceration  of  the  Internal  Carotid.  Rev.  hebd.  de 
Laryngol,  Dec.  13.  1913.  p.  694. 

2823  Adam,  A.  Paralysis  of  the  Recurrent  Nerve  In  Medlastlnitis. 
Arch.  f.  Laryngol.  Bd.  27,  Heft  3,  1913,  p.  430. 

2824  Adier,  h.  Relation  of  the  Thymus  to  Adrenal  Secretion.  Virchous 
Arch..  Vol.  214,  -N'o.  1,  1913. 

282.5  Ai_\(i.>A.  G.  Case  of  Multiple  Syphilitic  Cicatricial  Stenosis  of 
the  Upper  Respiratory  Tract.  Arch,  intern,  de  Laryngol.  Nov.- 
Dec,  1913,  p.  765. 

2826  Alexanhfr,  W.  and  Im;eh,  K.  Alcohol  Injections  in  Neuralgia. 
Berl  klin.  Wchmchr.,  .Ian.  27,  1913. 

2827  Ai.i.ENDE,  G.  Clinical  Impressions  From  My  Trip  Through  Europe. 
Arch,  de  Hinol,  Nov.-Dec,  1913. 

2828  Ai.i.pi)RT,  P.  Needs  of  E^ye,  Ear,  Nose  and  Throat  Surgeon  in 
General  Hospitals.  Wis.  Med.  Jour.,  Feb.,  1913;  Tenn.  State  Med. 
A$»n.  Jour.,  March,  1913;  III.  Med.  Jour.,  April,  1913;  ^V.  y.  Med. 
Jour.,  April  19,  1913;  and  Ophth.  Hec,  April,  1913,  p.  175. 

2829  AI.I.PORT,  v.  School  Hygiene  or  the  Health  and  Progress  of  the 
School  Child.     Jour.  Tenn.  Stale  Med.  Assn.,  June,  1913. 

•2830  AsiiERuniAH.  Malformation  of  the  Upper  Air  and  Digestive  Tract 
in  a  New-bom  Infant.    Jour,  de  Med.  de  Bordeaux,  Oct  5,  1913. 

2831  AxMERsoN.  J.  F.  Federal  Control  Over  the  .Manufacture  of  Serums 
and  Vnccines.     Jour.  A.  M.  A.,  Aug.  30,  1913,  p.  659. 

2832  ARTEi.r.1,  M.  Epithelial  Degeneration  Due  to  Leucokeratosls. 
Arch,  ttal  di  Otol,  .May,  1913,  p.  183. 

2833  AuLOE,  J.  TlMue  Chemistry  In  Respiratory  Disease.  Med.  Voun- 
tU,  Jan..  1913.  p.  IT,. 

2834  AusTOM,  A.  Experimental  Mechanical  Influencing  of  Hypophysis 
Functioning.     Potirlin..  April   Surg.  Sec.,  .Vo.  4.  1913,  p.  145. 

2835  Bahomk,  W.  W.  Technic  of  Thoracic  Operations.  Pa.  Med. 
Jour.,  April.  1913. 

•2S:?6  BAMKEiuiER,  A.  Vaccine  Therapy  of  Whooping  Cough.  Am.  Jour, 
of  Child.  Dit..  Jan.,  1913,  p.  33. 

2837  Barkax.  A.  Prospects  and  Retrospects.  Cat.  State  Jour,  of  Met, 
April,  1913.  p.   I.-.9. 

2838  Barnabo,  V.  Relation  Between  the  Hypophysis  and  the  Ovaries 
or  Testicles.     PolicUn..  Aug.  Surg.  Sec.  No.  8,  1913. 

2839  BAR.xiiii.r..  J.  P.  Year's  Progress  In  Oto-laryngology.  Jour.  ind. 
State  Mrd.  Assn..  Jan.  15.  1913,  p.  16. 

2840  BARToutm.  C  Dystrophy  From  Defective  Internal  Secretions. 
Hif.  Med.,  July  19.  1913. 

2841  BARwr.M,.  H.  Lecture  on  Examln.-iH.m  ,.f  rnn.r  Mr  Passases. 
Vlin.  Jour..  Sept.  24,  1913.  p.  395. 

2842  BAfirii.  K.  Influence  of  ExperlnKnt.il  1  hynuctomy  on  Growth. 
Deut.  med.  Wchnschr..  July  24.  1913. 


372  MISCELLANEOUS. 

2843  Baueb,  T.  and  Wassiko,  H.  Obesity  as  Result  of  a  Basophil  Ade- 
noma in  the  Hypophysis.    Wr.  klin.  Wchnschr.,  July  24,  1913. 

2844  Beattie,  W.  J.  and  Myekh,  E.  E.  Relative  Value  of  Turtle  Tuber- 
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Abstracted  In  The  Lakyngoscope,  July,  1913,  p.  800. 

4 

Cause  of  Perforation  of  the  Nasal  Septum.       Vv'.  B.  CitA.MiiKni.i-N,  0.  Utate 
Med.  Jour.,  April,  laia. 
Abstracted  In  The  L^^vbysooscope,  Nov.,  1913,  p.  1081. 

10 

Tuberculous  Granuloma  of  Nasal   Septum  with   Lupus  of  External   Nose. 
J.  H.  GuEXTZER,  Trans.  N.  Y.  Acad,  of  .Med.,  March  26,  1913. 
ADStracted  in  Thk  LAitY.Nuo.sroPK.  Oct.,  1813,  p.   1023. 

11 

Septal  Resection  in  Childhood  and  the  Prevention  of  Perforation  and 
Flapping.  Hkkh.m.v.n,  Ztschr.  f.  Laryngol..  Vol.  6,  Heft  2,  1913,  p.  239. 
Heermann  feels  that  resection  in  children,  if  not  too  extensive,  can  be 
successfully  performed  under  local  anesthesia,  and  does  not  Interfere 
with  the  devtlopment  of  the  nose.  Septal  spines  should  be  removed  by 
the  submucous  method  and  not  by   the  saw.  Ed. 

12 

Tumors  of  the  Septum.    R.  H.  Joh.nstox. 

Original  contribution  to  The  L.\rync,os(  ope.  Aug.,   1913.  p.  834. 

14 

Submucous  Resection.  G.  C.  Kneedler,  Pittsburgh  Med.  Jour.,  July,  1913. 
Kneedler  has  replaced  the  cartilage  in  fifty-eight  cases  of  submucous 
resection  without  a  single  loss  of  cartilage  or  complication.  He  removes 
the  cartilage  in  toto  with  a  swivel  knife  and  keeps  it  in  a  normal  salt 
solution  of  100°  until  after  the  operation.  Then  the  cartilage  is  trimmed 
with  a  knife,  made  straight  and  inserted  between  the  mucous  mem 
brane,  and  the  initial  incision  closed  with  a  few  stitches.  The  nos- 
trils are  then  packed.  Ed. 

16 

Malignant  Tumors  of  the  Vomer.  J.  1,\i!Oire.  Her.  }i>^l)<l.  de  Larvngnl., 
Jan.  4,  1913,  p.  1. 
Nasal  and  naso-pharyngeal  tumors  are  very  often  benign. — adenoids 
in  infants  and  fibroma  in  adults.  But  sarcomata  or  epitheliomata  occur 
at  all  ages,  they  develop  on  the  septum,  vomer  and  especially  on  the 
ethmoid.  Laboure  discusses  the  symptoms  and  points  out  four  pro- 
cedures: (1)  anterior  rhinotomy,  (2)  total  mobilization  of  the  nose,  (3) 
operation  through  the  latero-nasal  route  according  to  Moure's  technlc, 
or  (4)   resection  of  the  palate.  Ed. 
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19 

Complications  of  Operation  for  Septal  Correction.  G.    W.    .Mackenzib 

Jour.  A.  J/.  A..  Sept.  27,  I'Ji:'..  p.   1197. 
Mackenzie   discusses   cocaln   and   eplnephrin    poisoning,   air   embollsni. 
Incomplete    and    improper    primary    incision,    adhesions,    old    and    otlier 
fractures,  perforation,  hemorrhage,  paclcing,  Infection,  flattening  of  nose, 
hematomas,   erysipelas  and   empyema.  K". 

20 

Septal  Deviations.     G.  W.  Mackkn/.ik,  Hahnemann  MonthUi,  Jan.,  1913. 
.Mackeiizi;'  considers  the  two  types  of  septal  deviations   (developmental 
and  acquired)    from  the   practitioner's  point  of  view   and   indicates  the 

mrnns  of  rorr<^rtlng  them.  En. 

30 

Reorganization   of  the  Cartilage  of  Septum  After  Submucous   Resection. 
M.  A.  S.s.\.\ioYi.K.\K«>.  Ztschr.  f.  Lari/ngol..  lid.  6,  Heft  1,  1913,  p.  7. 
Abstracte**  in  Tiik  I^.^kvxgikscopk,  June,  1913,  p.  709. 

34 

Nasal  Hemorrhage  Following  Turbinectomy  in  a  Hemophiliac.  L. 
E.MKH.SOX,  Ann.  of  Otol.  .March,  1913,  p.  183. 
To  control  the  hemorrhage  Ffmerson  used  2,000  units  of  diphtheria  an- 
titoxin, then  20  ccm.  of  blood  serum  obtained  from  the  patient's  brother, 
which  was  Injected  three  times  a  day.  Hemorrhage  was  greatly  reduced. 
Then  20  ccm.  of  blood  serum  obtained  from  a  healthy  man  was  injected 
three  times  a  day  for  three  days  and  then  once  dally  for  a  week.  Recov- 
ery. Though  about  a  pint  of  serum,  over  half  from  a  man  not  related, 
was  used,  no  unfavorable  symptoms  developed.  En. 

40 

Prevention  of  Adenoids.    W.  Bk.\I)Y,  .Ved.  Hrv..  .May  21.  1913,  p.  937. 
Abstracted  in  TiiK  L.»KYN0O«tx»rK.  Jan.,  1914,  p.  24. 

45 

Cardiac  Arhythmia  Cured  by  Removal  of  Adenoid  Vegetation. 
lui.NKi  vii.i.K.  Li-  Srapri,  March  2,  1913. 
The  author  discusses  the  reflex  disorders  due  to  nasal  affections  apri>- 
l"is  of  a  rase  In  a  child  of  two  years,  presenting  lardlac  disturbances. 
Immediately  after  adenoid  operation  all  symptoms  were  ameliorated  and 
nffrr   ■  .-,,.,....-   ,f,,,j.   ptitlrcly   disappeared.  En. 

47 

Certain  Dangers  of  Adenoidectomy.      W.  E.  Grovk,  Bull.  Johns  Hopkins 
Ho^p..  April,  1913. 
Abstracted  In  Tiik  I.,.\RT.xcoiMnpK.  Oct.,  1913,  p.  1009. 

62 

Ftemoval  of  Adenoids  and   Mouth  Breathing.     II     M     M' i  i  vnvii\m.    l . . /i. 
of  Pill..  ()<t..  1913,  p.  721. 
In  28  of  the  .')2  cases  the  relief  from  mouth  breathing  was  either  com- 
plete or  greatly   Improved;    in   24   nasal   tnspiratlpn   was   not  improved. 
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In  20  of  the  24  cases  this  was  due  to  anatomic  conditions  in  the  superior 
maxilla.  All  these  cases  presented  bad  coaptation  of  teeth,  mal-devel- 
opment  of  sui>erlor  maxilla,  vomer,  palatine  and  turbinal  bones,  with 
retraction  of  the  mandible.  One  can  determine  beforehand  whether  ade- 
noldectomy  will  afford  relief,  and  where  it  will  not  the  parents  should  b3 
advised  to  supplement  the  operation  by  corrective  orthodontia.         Ed. 

54 

Follicular  Conjunctivitis;  Its  Relation  to  Adenoids.  T.  E.  Oertel,  Oo 
Mrd.  Assn.  Jour.,  Feb.,  1913. 
Oertel  states  that  there  is  a  causal  relation  between  adenoid  hyper- 
trophy of  the  laryngeal  lymphatics  and  so-called  adenoid  hypertrophy  of 
the  lymphatic  follicles  of  the  conjunctiva.  He  states  he  is  able  to  make 
a  diagnosis  of  adenoids  and  probable  hypertrophy  of  the  faucial  tonsils  by 
the  characteristic  granules  of  the  follicular  conjunctivitis.  Operative 
removal  of  the  adenoids  and  hypertrophic  faucial  tonsils  usually  promptly 
causes  the  follicular  conjunctivitis  to  disappear.  En. 

72 

Operations  on  Nose  in  Treatment  of  Headache.  Froese,    Deut.    Med 

Wchnschr.,  May  15,  1913. 
Abstracted  in  The  Laryngoscope,  Dec,  1913,  p.  1135. 

80 

Pathology  and  Treatment  of  Nasal  Reflex  Neurosis  Due  to  Tuberculum 
Septi.     O.  Levinstein,  Ztschr.  f.  Laryngol,  Vol.  6,  Heft  2,  1913,  p.  251. 

In  one  case,  female  of  18  years,  sudden  redness  of  left  eye  and  lacri- 
mation  complained  of  lasting  iive  to  ten  minutes  accompanied  by  tick- 
ling in  nose  and  pain  between  nose  and  eye.  Septal  tubercle  on  left  side 
very  sensitive  and  touching  it  produced  these  symptoms.  Symptoms 
subsided  on  application  of  cocain.  Tubercle  cauterized;  sypi'itfii?  dis- 
appeared. 

Another  case  complained  of  frontal  headaches.  Nose  normal  except  for 
hyperesthesia  of  septal  tubercle.     Cauterization  and  cure. 

Six  other  cases  are  reported,  in  two  of  which  the  septum  was  hyper- 
plastic. Ed. 

82 

Nerve-reflexes  of  Nasal  Origin.  S.  Me.vgoxi,  Arch.  ital.  di  Otol.,  No.  5. 
1913,  p.  376. 
Mengoni  discusses  the  various  causes  and  explanations  of  nasal  re- 
flexes and  rei)orts  two  cases:  In  the  case  of  a  man  of  27,  all  asthmatic 
symptoms  subsided  after  removal  of  a  crista  septi.  In  the  case  of  a 
child  of  13  years,  the  epilepsy  and  motor  aura  disappeared  after  removal 
of  a  hypertrophied  middle  turbinal.  Ed. 

93 

Nasal  Rachitis  and  Its  Relation  to  Bronchial  Asthma.     W.u.b,  Deut.  med. 
Wchnschr.,  Nov.  20,  1913. 
Rachitic  alterations   such   as  deviations   of  the  septum,   formation  of 
spurs,  etc.,  may  cause  bronchial  asthma.     Though  these  conditions  are 
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not  all  of  rachitic  origin,  they  may  engender  the  asthma.     Their  correc- 
tion may  effect  a  cure.     Phosphorus  treatment  is  also  effective.       Eu. 

96 

Special  Group  of  Nasal  Polypi  Originating  Within  the  Accessory  Cavl 
tie*.  UtoiiG  AvKi.ns,  /Isvhr.  f.  LaryngoL,  Ud.  6,  Heft  4,  Ittll!. 
While  In  the  vast  majority  of  cases  the  pathological  relationship  be- 
tween nasal  polypi  and  affection  of  the  accessory  cavities  cannot  be  clin- 
ically ascertained,  the  writer  describes  a  special  kind  of  nasal  polypi 
that  are  always  associated  with  polypi  of  the  sinus.  When,  in  the  ab- 
sence of  suppuration,  there  are  found  in  one  nasal  cavity  solitary  cystic 
polypi  that  are  pendulating  on  their  thin  pedicle  and  show  great  mobil- 
ity while  transillumination  reveals  a  dark  antrum,  polypi  are  also  simul- 
taneously met  with  In  Hlghmore's  cavity.  The  Roentgen  picture  of  both 
cavities  may  not  show  any  difference  whatsoever.  As  they  originate  within 
the  antrum,  the  latter  must  be  opened  and  all  polypi  thoroughly  removed 
The  canine  fossa  Is  usually  sensitive  to  pressure,  in  such  cases  evulsion- 
of  thf  nasal   polypi  Is  not  sufficient.  Or.miAU. 

97 

So-called  Soft  and   Hard   Paplllomata  of  the  Nose.         A.  Bbcegoemann, 
Zttchr.  f.  OhreJih.,  Bd.  69,  Heft  2,  1913,  p.  97. 
In  classifying  paplllomata  the  pathological   anatomical   findings  mu.st 
be  considered.    One  case  of  so-called  soft  papilloma  and  another  of  hard 
papilloma  are  reported.  Ed. 

100 

Report  of  a  Case  of  Nasal  Polypi  Involving  the  Orbit,  Frontal  Sinus  and 
Anterior  Fossa  of  the  Skull.     W.  R.  CHAMSKKLtN. 
Original  contribution  to  Tiii:  Lamynooscopk,  Oct.,  I'JU,  p.  'Js2. 

109 

Two   Unusual  Cases  of   Nasal    Polypi.  C.    \V.    KontKK,    Snuih.    Mr.f 

Jour.,  June,  1913. 
KoUock  reports  the  cases  of  Iwo  .sisters  in  whom,  from  a  di-stuiice  of 
twenty  feet,  the  polypi  could  be  distinctly  seen  projecting  from  the 
noses;  rloser  examination  showed  the  chambers  literally  stuffed. 
Thorough  removal  of  large  masses  under  chloroform  anesthesia;  recus- 
rence  within  month;  Killlan  operation  on  younger  who  was  the  duller 
and  deafer;  opening  showed  that  what  should  have  been  the  frontal  sinus 
was  the  cranial  cavity.  Middle  turbinates  removed;  growths  seems  to 
spring  from  antra  and  ethmoid  cells.  No  recurrence;  hearing  and  men- 
tal condition  greatly  Improved.  Similar  operation  on  other  sister  h'lt 
with  slight  recurrence  of  growths.  Bn. 

116 

Case  of  Large  Choanal  Polyp.       It    F    itii.fMit,  Tr.in^    Phlla.   Laryngol. 
Soc..  .Nov.   18,   1913. 
Abstracted  In  Tiie  T..Anr:»r.o«<ope.  Jan.,  191  : 
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119 

Brief  Pathological   Study  of  Papillomata  with   Reference  to  Their  Exist- 
ence Within  the  Nose.  R.  B.  S(  arlktt. 
Original  contribution  to  The   Lakyxgoscope,  July,  1913,  p.  765. 

121 

A  Case  of  IVIetastatic  Hypernephroma  Within  the  Nasal  Cavity.  E. 
Storath,  Ztsclir.  f.  Ohrenheilk.,  No.  2,  1913. 

A  patient,  58  years  of  age,  was  suffering  from  nasal  obstruction.  The 
right  inferior  turbinate  showed  a  necrotic  tumor  mass  that  was  easily 
bleeding.  As  the  tumor  recurred  after  a  turbinectoray,  Denker's  radical 
eperation  was  performed.  The  repeated  recurrence  of  the  tumor  led  to 
several  radical  operations.  The  patient  finally  died  from  excessive  loss 
ut  blood.  The  histological  diagnosis  at  the  different  operations  was  as 
follows:  granuloma,  carcinoma,  perithelioma,  carcinoma  medullare  and 
■finally  hypernephroma.  The  post-mortem  revealed  an  epinephroma  of 
the  right  kidney  and  .suprarenal  gland  with  metastasis  in  the  lunss. 
glands  and  nose. 

The  writer  arrives  at  the  following  conclusions:  In  a  case  oi  iimiisu 
nasal  tumor  whose  growth,  extension  and  decay  is  suggestive  of  car- 
cinoma, metastasis  of  hypernephroma  must  be  thought  of,  when  pulsa- 
tion and  excessive  spontaneous  hemorrhages  are  present.  The  diagnosis 
must  rely  upon  the  clinical  picture  as  the  histological  examination  is 
frequently  misleading.  A  simultaneous  radical  operation  upon  the  metas- 
tasis and  the  primary  tumor  is  indicated  when  the  diagnosis  is  estab- 
lished at  an  early  stage,  the  general  condition  of  the  patient  is  good  and 
with  all  probability  no  other  metastasis  is  present.  In  all  other  cases 
palliative  treatment  alone  is  indicated.  The  failure  of  the  histological 
examination  may  be  responsible  for  the  supposed  rare  occurrence  of 
metastatic  nasal  hypernephroifla;  many  cases  of  this  kind  may  have 
been  reported  as  nasal  carcinoma.  Glogau. 

127 

Nasopharyngeal  Polypi  in  Young  Persons  Operated  for  Adenoids.  W. 
R.  BCTT,  Pa.  Med.  Jour.,  Aug.,  1913. 
Two  cases  are  reported,  one  in  a  boy  of  16  years,  the  other  in  a  boy 
of  6  years.  In  both  cases  there  was  recurrence  after  removal.  The 
growths  originate  in  the  nose  and  extend  backward  into  pharynx;  they 
partly  resembled  nasal  polypi  but  were  denser  and  more  fibrous.  In 
the  second  case  there  were  also  nervous  symptoms  and  choreic  move- 
ments. Because  of  their  great  tendency  to  bleed  it  is  important  to 
make  a  differential  diagnosis  prior  to  operation.  Ed. 

128 

Fibro-myxoma  of  the  Naso-pharynx.     G.  H.  Co<ks.  Trans.  X.  Y.  Acad,  of 
Med.,  March  26,  1913. 
Abstracted  in  The  Laryngoscope,  Oct.,  1913,  p.  1018. 
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138 

Case  of  Recurring  Fibroma  of  the  Naso-pharnyx.  W.  N.  Robektson, 
Ausfralasian  Med.  Oaz.,  June  7,   l!tl3,  p.  541. 

Boy  of  10  had  hard  tlbronia  presenting  from  under  the  molar  bone  ani 
spreading  Into  the  pterygo-maxUlary  fossa.  Operative  removal.  After 
15  months  large  naso-pharyngeal  fibroma  formed;  resection  of  soft  pal- 
ate, and  growth  removed;  part  of  growth  which  extended  into  the  tissura 
pterygo-maxillarls  also  removed,  by  means  of  traction.    Recovery.      Ed. 

141 

Cancer  of  the  Na«o-pharynx.  T.  J.  Tiivmk  and  J.  S.  Fhaser,  Edin.  Med. 
Jour.,  Jan.,  1913,  p.  54. 
Woman  of  55  years  complained  of  pain  on  left  side  of  neck,  in  left 
ear.  Bloody  mucus  blown  from  nose,  deafness  and  swelling  in  glands 
on  left  side.  Ulcerated  Infiltration  on  posterior  surface  of  the  soft  pal- 
ate.    Examination  of  gland  removed  showed  it  to  be  carcinomatous. 

Ed. 

143 

Lupus  of  Interior  of  Nose.     Ai.bam  .s,  Arih.  /.  Laryngoh,  Bd.  27,  Heft  2, 
I913,  p.  189. 
The  pathogenesis  Is  discussed  apropos  of  several   cases,  and   new  ex- 
planations given  as  to  its  etiology  and  course.  En. 

145 

Primary  Syphilis  of  the   Nose  Treated   with  "606."        M.    Ahtkim,    Boll 
dilU-  Mai.  (IrUOrtiihio.  June,   l!»i;!,   p.   126. 
AhHtracted  In  Tiik  LARV.MioecoPE,  Dec,  1913,  p.  1135. 

147 

Leishmanlosis  (Oriental  Sore)  of  the  Nasal  Mucosa.  I.  it  ItMi-.  .!•>■,,- 
.4.  .1/.  A..  March  22.  1913,  p.  898. 
This  is  the  fifth  case  observed  at  the  Ancon  Hospital.  Almost  the  en- 
tire helix  of  the  ears  and  the  extensor  surfaces  of  both  elbows  were  In 
volved.  i>ower  half  of  nose  swollen  very  much  and  indurated.  Free 
margins  of  alae  nasi  deeply  ulcerated  and  covered  with  hard  crusts. 
On  lower  edge  of  four-to-six-Inch  scar  over  sternum  heavy  crusts.  Button, 
size  of  marble,  on  right  shin;  no  glandular  enlargement.  Smears  from 
septum  showed  many  pus-cells  and  «  moderate  number  of  typical  leish 
maniae  tropicae;  no  acid-fast  organisms  found. 

155 

Traumatic   Anosmias.     ('a.-.ii..\.   Hull,  d'utn-rhtnu-laryngul..  July.    iai3. 

The  first  case  was  one  of  a  woman  who  sustained  Injury  In  an  automo- 
bile accident.  After  that  her  olfactory  senne  was  so  deficient  that  once 
she  was  unable  to  detect  a  strong  smell  of  escaping  gas  and  at  another 
time  the  burning  of  her  dress.     The  second  case  was  similar  to  the  first 

The  third  concerned  a  cook  who.  after  a  fall,  remarked  that  he  bad 
lost  his  sense  of  taste  and  smell  and  constantly  bad  In  his  nose  a  smell 
of  rotten   fruit  or  dead   bodies. 

The  author  discusses  the  pathogenesis;   the  prognosis  Is  always  grave 
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Foreign  Body  in  Naso-pHarynx.    F.  Chavasse,  Arch,  intern,  de  Laryngol., 
Jan.-Feb.,   1913,   p.   153. 
Child  of   5   years    had    mouth-piece   of   trumpet    five   months    In   naso- 
pharyngeal   cavity.     Removal    with    Chatelller's    adenoid    forceps. 

158 

Nose  and   Ear  in  Congenital  Deficiency  of  Sweat  Glands.  J.    Chri.st, 

Ztschr.  f.  Laryngol.,  Bd.  6,  Heft  3,  1913,  p.  391. 
Thus  far  but  five  cases  of  congenital  absence  of  sweat  glands  are  re- 
corded. In  three  of  the  cases  there  were  also  changes  in  the  audcie 
and  In  four  ozena  was  present.  The  author  discusses  the  etiology  ot 
ozena.  He  agrees  with  those  who  hold  that  ozena  is  a  tropho-neurotic 
disturbance  and  that  chiefly  because  of  disturbances  of  inner  secretions 
toxic  substances  collect  which  cause  the  trophic  disturbances.  Ed. 

161 

Fibrinous  Rhinitis.      V.  Dabnev. 
Original  contribution  to  The  L.\ry,ngoscope,  March,  1913,  p.  208. 

162 

Naso-Pharynx  as   a   Cause   of    Disease   In    Other    Parts   of  the    Body.     J. 
Daland,  Trans.  Phila.  Laryngol.   Soc.,  April  15,  1913. 
Abstracted  in  The  LiAky.ngoscope,  Feb.,  1914,  p.  156. 

164 

The  Nose  and  Throat.     E.  Daszigek,  A'.  Y.  Med.  and  Surg.  Jour.,  April 
19,  1913. 
Abstracted  in  The  Laryngoscope,  Nov.,   1913,  p.  1081. 

178 

Bilateral  Choanal  Atresia  In  the  New-born.  A.  Goez,  Ztschr.  f.  Ohrenh  , 
Bd.  68,  Heft  1,  1913,  p.  43. 
The  child  was  very  dyspneic;  at  age  of  4  months  the  thin-walled  bony 
choanal  atresia  was  opened  with  a  Spiess  trephine.  Irregularity  In  sub- 
sequent treatment  again  resulted  In  atresia;  dilations  with  celluloid 
bougies  which  Is  still  regularly  done,  once  a  week,  to  prevent  further 
dyspnea.  En 

184 

Hydrorrhea  Nasalls,  Cured. J.  Guttmax,  Trans.  X.  Y.  Acad,  of  Med.,  Dec. 
17,  1913. 
Abstracted  In  The  Laryngoscope,  Jan.,  1914,  p.  66. 

186 

Etiology  of  Ozena.    G.  Hofer,  Wr.  klin.  Wchnschr.,  June  19,  1913. 

Hofer  describes  the  cocco-bacillus  fetoidus  ozenae,  a  small,  polymor- 
phous bacillus  which  stains  well  with  the  usual  aniline  colors,  is  Gram 
negative,  does  not  liquify  gelatin  or  coagulate  milk,  induces  ammoniacal 
fermentation  of  the  urine;  the  cultures  emit  the  typical  fetid  odor  of 
ozena.  This  bacillus,  he  claims,  may  be  found  in  most  cases  of  ozena  In 
man.     Hofer  urges  further  bacteriological  examination.  En. 
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Primary  Intra-nasal  Syphilis.     N    .\l  \' i  o     '"'"     "'   I  "•i/wjol..  Sow,  19ir{, 
p.  086. 
Case  In  man  of  35  years  who  was  assoclai(.(l   wuh  man  known  to  be 
suffering  from  early  secondary  syphilis.     The  infection  was  probably  con- 
veyed by  the  fingers.  Eu. 

199 

Syphilis  of  the  Note  and  Throat.    II    i"     \i  j-ms    .<■,,. h,     u.,/.  Joui:,  Jan., 
1913. 
Abstracted  In  The  Laryngoscope,  Oct.,  VJi'i,  p.  yss. 

201 

The  Narrow  Note.    U.  E.  Mehckr,  Juur.  Mich.  State  Med.  Soc,  Jan.,  1913, 
p.  18. 
The  author  discusses  the  various  causes,   their  early   prevention  and 
the  later  operative  measures,  especially  in  relation  to  orthodontia.     Ed. 

204 

Case  of  Congenital  Deformity  of  Nose.        Myles,  Trans.    .\.   Y.   Acad,   of 
.\h'd.,  April  2:;,   lUl.!. 
Abstracted  In  The  Labynoobcope,  Nov.,  1913,  p.  1099. 

208 

The   Ozena   Problem.    K    H,   l'\r;i:    '■     ' f,,.),i>,    .....i  ,,i,,-i  ,,.  ...,n.-      r.,„ 

IStl.'i,  p.  8. 
Abstracted  in  The  i-.vKV.M;o.sioi't,  .May,  19n,  p.  JS4. 

210 

Ozena,  a  Contagious  Disease;  Vaccination.  F.  Pkkkz  and  O.  Honcit.  Serf. 
klin.  Wchnschr.,  Ucc.  29,  1913. 
A  very  large  number  of  cases  have  been  followed  up  and  stu.tii  d  l>u>> 
teriologlcnlly  and  have  established  the  matter  of  contagion.  The  cocco- 
bacillus  fetldus  ozenae,  also  called  b'acllluh  Perez,  has  been  shown  approx- 
imately to  be  the  sole  cause  of  ozena.  A  large  number  of  cases  of  ap- 
parent canine  contagion  have  also  been  collected.  Kv. 

211 

Etiology   of    Hypertrophic    Rhinitis.       .1       .V       I'i:aii       /;/      Mnl      Jour      Di-i' , 

Frait  .«iai>s  that  liypi'riiopiiy  or  iiic  nasal  iissui.'  is  caiiscti  by  irritation 
of  abnormal  sc-crctlon.  as  In  sinus  disease.  In  the  presence  of  a  norma! 
septum  and  absence  of  sinus  trouble  the  cause  should  be  sought  in  an 
Irritating  condition  of  the  blood  due  to  auto-intoxication.  When  th? 
septal  disorders  arc  corrected  the  tarblnal  hypertrophy  decreases,  and 
no  further  procedure  Is  necessary.  Therefore  the  author  urges  conserva- 
tism as  to  turbinal  operations.  Ed. 

216 

Nose   as    Source   of    Infection    in    Chorea    and    Acute    Rheumatism.        M 
HrNvToK.  Dcut.  nud.  Wchntrhr ,  May  8.  1913. 
Abstracted  in  The  LAHYSoonropr.  .March,  1914,  p.  1S4 
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Anerobic  Organism  Acsociated  with  Acute  Rhiniti*.  R.  Tcxnicmff,  Jour. 
A.  M.  A.,  June  28,  1913,  p.  2033. 
Tunnicllff  has  isolated  an  organism  found  usually  in  large  numbers 
unassoriated  with  other  germs  in  the  mucoid  discharge  In  every  case  of 
acute  rhinitis  she  has  studied.  It  gradually  disappears  as  the  discharge 
becomes  purulent.  In  cases  of  accompanying  pharyngitis,  tonsillitis  or 
bronchitis,  the  organism  was  also  found  In  the  sputum  and  mucus  of  the 
throat.  It  was  also  seen  in  a  case  of  acute  i)haryngltis  unaccompanied 
by  rhinitis,  (^arbol-gentian  violet  and  carbol-fuchsin  are  the  best  stains. 
The  organisms  seem  generally  mobile  and  vary  in  length  from  5  to  8 
microns'  and  from  %  to  i^  micron  in  width.  They  are  strictly  anerobic 
and  grow  slowly.  The  author  has  observed  them  constantly  in  the  early 
stages  of  eighteen  cases  of  acute  coryza  but  she  is  as  yet  unprepared  to 
say  whether  they  are  the  cause  of  this  affection. 

232 

Nasal  Catarrh.      VV.  Wiljson,  Practitioner,  Oct.,  1913. 

For  acute  coryza  Wilson  recommends  1.  Single  pill  of  morphin  (Vi) 
with  little  capsicum  and  ol.  meth.  pip.  2.  After  two  hours  10  grs.  of 
aspirin.  3,  A  hot  bath.  4.  The  following  morning  a  purgative  dose  of 
magnesium  sulphate.  An  irritant  anti-septic  menthol-salicylic  prepara- 
tion should  be  inserted  well  up  into  each  nostril,  but  without  cocain. 

Ed. 

234 

Atrophic  Rhinitis  In  Its  Historical,  Etiological  and   Histological   Aspects 
J.  Wkigiit. 
Original  contribution  to  Tni;  Larynuoscopk,  June,  1913,  p.  641. 

237 

Electric  Treatment  of  Tuberculosis  of  the  Nose,  Throat  and  Larynx. 
Ai.H.v.MS,  Berl.  klin.  Wchuschr..  Sept.  29,  1913. 
Albanus  discusses  the  methods  and  indications,  and  states  that  this 
therapy  is  the  safest,  that  very  good  results  are  obtained  in  tubercu- 
lous ulcers  in  the  pharynx,  and  that  the  surrounding  areas  of  the 
tuberculosis  ulcer  or  growths  thus  treated  tend  to  hasten  the  healing 
process.  Ed. 

239 

Ether  Anesthesia  in   Nose  and  Throat  Operations.   R.  E.  Appekly  and  S. 

HASTiNHiS,  Lancet.  Sept.  20,  1913. 
A  modification  of  the  junker  apparatus  is  used.     Oxid  of  nitrogen  Is 
used  before  the  ether  is  administered.  Ed. 

244 

Removal  of  Adenoids  by   Direct   Inspection.      J.   C.   BtxK,  Ann.   of  Otol., 
June.  1913,  p.  273. 
A  small  rubber  catheter  is  inserted  through  the  nostrils  and  the  ends 
brought  out  through  the  mouth,  for  control  of  hemorrhage  after  removal 
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of  faiulal  tonsils  and  tor  liirtci  uisiicc  iinu  tj.>  traction  on  the  ends  of 
the  catheter  at  the  time  of  the  adenoid  removal,  by  the  assistant.  When 
there  is  adenoid  growth  around  tube  or  when  the  artery  forceps  are 
applied  to  posterior  naso-pharyngeal  wall  for  excessive  iwst-operattvo 
hemorrhage,  this  method  is  especially  recommended.  Ed. 

246 

Electrolytic  Treatment  of   Rhinophyma.     Bordier,  Presse  med.,  July  12, 

The  author  reports  excellent  results  with  this  treatment.  The  de- 
stroyed tissue  blackens,  shrivels  and  becomes  detached  in  about  two 
weeks.  Two  lobes  of  the  rhinophyma  can  be  removed  at  one  sitting. 
Uurlne  the  ueriod  of  repair,  antiseptic  local  baths  are  employed.  If 
small  elevations  remain  after  the  electrolytic  treatment  they  can  easily 
be  removed  by  diathermy,  a  fine  metallic  electrode  being  used.  Then 
the  nasal  surface  remains  smooth,  thp  cicatricial  tissue  flexible  and  the 
color  normal.  Ed 

258 

Plattic  Cartilage  of  Ala  Nasi.        C.  C^nk.stro.    '  Laryngol.,  Bd.  27. 

Heft  1.  lai.i. 

Canestro  successfully  transplanted  a  piece  of  rib  into  nose  to  relieve 

slnklnu  In  of  tlii>  oartilaKf  of  ala  nasi  dup  to  trauma.  Ed. 

261 

Ca«es  of  Nasal  Deformity  Corrected  by  Transplantation  of  Bone.     W.  W. 
Cabtct,  Trans.  N.  Y.  Acad,  of  Med.,  Oct.  22,  1913. 

ALU,-.,....,!    i.,    y...     !.u!V\(:osri>pr.    I>pr  ,    1013,   p.    1165. 

262 

Operations  for  Correction  of  Oeformlties  of   Nose.  W.   W.  ('\i:iin,  Trans. 
I'hlla.   l-aryngol.   Soc.,  Oct.  21.   19i:'.. 
Abstracti'd   in   Tin    I,'.:  i:in  .   I'.tll.   p,   71. 

267 

Treatment  of    Rhinophyma   by    Radium.        i';  'A     iri:hiti\    Med, 

.May  2.".,  1913. 
Two  of  the  cases  rind  belonged  to  the  glandular  variety  of  rhino- 
phyma in  which  the  glands  arc  voluminous  and  the  other  was  of  the 
elephantlac  variety  in  which  dermic  sclerosis  with  vascular  dilation  pre- 
dominates. All  three  rases  Improved  under  the  Influence  of  radium  which 
was  applied  for  forty-eight  hours,  during  four  nights  of  twelve  hours 
each.  The  applications  were  made  on  the  side  of  the  noso  by  the  Wick- 
ham's  "cross-flre"  method,  four  series  of  radiations  being  given  at  six 
weeks  intervals.  Ki< 

274 

Autogenous  Vaccines  in  the  Treatment  of  Hay-fever.     V.   M.   Km 
Original  contribution  to  Tiir  Uartmkwcopk.  Der.,  1913.  p.  113:' 
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277 

Approach  to  Hypophysis  Through  Anterior  Cranial  Fossa.  C.  H. 
Frazier,  Ann.  of  Surg.,  Feb.,  1913,  p.  145. 
An  osteopla-stlc  flap  Is  reflected  from  the  right  frontal  region  in  thp 
removal  of  the  supra-orbital  ridge  with  a  portion  of  the  roof  of  the  orbU, 
later  to  be  replaced,  and  in  rongeuring  away  what  remains  of  the  roof 
of  the  orbit  down  to  the  optic  foramen.  The  orbital  contents  are  dis- 
placed downwards  and  outwards,  and  the  frontal  lobe  elevated  until  a 
view  of  the  optic  nerve  is  obtained.  Then  a  short  incision  is  made  into 
the  dura  which  lay.s  bare  the  cavity  of  the  sella  turcica.  The  rest  of  the 
operation  depends  on  the  kind  of  lesion  present.  This  method  is  indi- 
cated, according  to  the  author,  in  all  cases  where  the  orifice  of  the  sella 
is  enlarged  and  where  there  is  reason  to  believe  the  tumor  is  encroach- 
ing upon  the  brain.  Ed. 

278 

Tumor   of    Hypophysis    Partially    Removed    by   Transfrontal    Method.     C. 
H.  Frazier  and  J.  H.  Lloyd,  Joia:  A.  M.  A.,  Xov.  1,  1913,  p.  1626. 
The  authors  report  a  case  operated  on  by  this  method  with  excellent 
results.  Ed. 

284 

Indications  for  the  Correction  of  Deviations  of  the  Nasal  Septum  by  the 
Gleason  Operation.    E.  B.  Gleasox. 
Original  contribution  to  The  Laryngoscope,   Dec,   1913,  p.  1129. 

291 

Hiss   Leucocyte   Extract   in   Complications   of   Nasal   and    Aural    Surgery. 
\V.  H.  Haskin. 
Original  contribution  to  The  Laryngoscope,  Oct.,  1913,  p.  972. 

295 

Vaccine  Therapy  of  Ozena.  G.    Hofer    and    K.    Koplek,    Wr.    klm. 

Wchnsclir.,  Oct.  16,  1913. 
Teh  cases  of  ozena  have  been  treated  by  injection  of  Perez's  cocco- 
bacillus  fetidus  ozenae  with  excellent  results  after  about  eight  weeks. 
Even  after  the  first  injection  the  secretion  in  the  nose  and  pharynx  be- 
gins to  clear  up  and  become  fluid,  then  it  and  the  crusts  diminish,  and 
soon  the  crusts  entirely  disappear.  The  fetor  also  disappears.  Eczema 
of  long  standing  gets  well  and  the  dry  pharyngitis  and  the  voice  improve. 

Ed. 

296 

Pre-nasal  Opening  of  the  Sella  Turcica.  Rudolf  Hoffmann.  Ztschr.  f. 
Olii  nih.,  Bd.  69,  Heft  2,  1913. 
Pen  surgery,  while  always  a  totally  dangerous  procedure,  may  at  times 
be  of  highly  suggestive  value.  The  originator  of  an  idea,  a  book  or  any 
other  work  can  always  learn  by  his  critic.  This  article  is  full  of  sugges- 
tions. The  writer,  apparently,  did  not  as  yet  perform  a  per-nasal  ex- 
posure of  the  sella  turcica,  but  he  tells  us  how  he  would  do  it  in  a  given 
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case,  nirsch's  method  of  approaching  the  sphenoidal  cavity  between  the 
submucous  sac  of  the  resected  septum  appeals  most  to  the  writer.  He 
would,  of  course,  change  the  method  radically.  In  order  to  avoid  infec- 
tion and  retention  the  writer  advocates  the  removal  of  the  entire  sac  of 
mucous  lining  whereby  excellent  drainage  of  the  sphenoidal  cavities 
would  be  established  and  tamponade  could  be  avoided.  The  writer,  fur- 
thermore, objects  to  Hlrsch's  incision  of  the  wall  of  the  cyst  and  ex- 
oochleation  of  a  solid  tumor  at  the  sella  turcica.  He  advocates  the  use 
of  the  exploratory  needle.  In  case  of  cyst,  the  latter  would  be  evacuated 
and  thus  decompression  established.  In  case  of  a  solid  tumor,  the  opera- 
tion should  limit  itself  to  the  removal  of  the  adjoining  sphenoidal  walls. 
The  hypojjhysis  may  then  develop  into  the  sphenoidal  cavity  and  the 
pressure  symptoms  will  disappear.  Removal  of  the  hypophyseal  tumor  is 
only  indicated  in  acromegalia,  where  It  bulges  already  into  the  sphenoidal 
cavity.  It  should  then  be  removed  by  means  of  the  galvano-caustic 
snare.  The  writer  recommends  Gushing'."  ^Mi.i^hial  method  to  those  not' 
very  skillful  in  intra-nasal  surgery. 

The  Roentgen  picture  is  considered  b.v  tiic  writer  of  high  diagnostic 
value.  He  succeeded  In  getting  excellent  pictures  of  the  sphenoidal  cav- 
ities by  applying  towards  the  iwsterior  pharyageal  wall  a  plate  that  was 
Ilxated  In  iK>8ltlon  by  means  of  the  teeth.  The  exposure  was  a  vertical 
one.  Glogau. 

298 

Restoration  of  Nose  by  Pendunculated  Flap  of  Skin  from  Over  the  Ster- 
num. E.  Hoi.i..\K.NDKB..  Brrl.  klin.  ^Vchnllchr.,  Jan.  20,  191.3. 
Hollaender  uses  the  Italian  method  and  takes  a  pedunculated  flap  from 
the  chest  over  the  sternum.  The  head  Is  bent  forward  and  immobilized 
but  the  arm  is  not  immobilized.  He  feels  that  the  skin  from  the  chest 
is  better  fitted  for  restoration  of  the  nose  than  that  of  arm  and  there  is 
lesa  danger  of  necrosis.  Ed. 

303 

Efficient  and  Easily  Removable  Nasal  Packing.  E.  F.  Ikgals,  /((.  Med. 
Joiir.,  March,  I!tl,'i,  p.  24y. 
Ingals  uses  a  rubl>er  sponge  fashioned  to  fit  the  nares  (about  2  mm. 
thicker  than  the  extreme  width  of  the  shrunken  nares).  A  strong  linen 
thread  Is  passed  through  the  nares  from  above  downward,  1.5  cm.  back 
ft  the  proximal  end  and  its  ends  tied  In  a  loop  4  cm.  long,  by  which  the 
sponge  may  be  withdrawn.  A  second  thread  Is  tied  through  to  prevent 
tearing  apart  on  removal.  A  strong  thread  may  be  passed  through  the 
sponge  4  cm.  In  front  of  Its  posterior  end  and  fa.stened  to  It  and  then 
carried  forward  through  the  opposite  side  and  united  with  the  first  end 
In  a  loop.  If  this  loop  be  pulled  after  the  packing  is  inserted  the  s|>onge 
will  be  doubled  back  on  itself  and  the  choan^  very  tightly  packed.  A 
few  whiffs  of  chloroform  are  given  when  the  pack  is  removed.  En. 

304 

Succcisful  Treatment  of  Atrophic  Rhinitis  and  Ozena.    I..  Jacobs,  X.  Y. 
.\l>,i.  Jour..  May  31,  191.3. 
Abstracted  In  TlU:   I>ARY\<io«roi'K,  March.  1911,  p.  1R2 
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Simple  Submucoui   Ledge  Operation.    R.   H.   Joiixston. 
Original  contribution  to  Thk  Lakv.nuoscopk,  Sept.,  1913,  p.  928. 

311 

Plattic  Operations  on  the  Nose.  F.  K(kh,  Berl.  klin.  Wchnschr.,  Sept., 
1913;  and  Intern,  metl.  Monatsthr.,  No.  10,  1913. 
Three  cases  are  reported.  One  case,  an  abnormally  large  nose,  was 
diminished  through  a  wedge-shaped  Incision.  In  the  second  there  was  a 
very  pronounced  Indentation  at  the  root  of  the  nose.  In  this  case  perl- 
osteal  bone  transplantation  from  the  tibia  was  i)erformed.  In  the  third 
case  an  entirely  new  nose  had  to  be  formed,  because  of  destruction  due 
to  long-standing  lupus.  Transplantation  from  tibia  to  right  upper  arm 
and  thence  to  nose  according  to  the  Italian  method.  Later  a  septum  was 
formed  by  free  transplantation.  All  operations  were  performed  under 
local  anesthesia.  Ed- 

315 

Rational  Treatment  of  Nasal  Hydrorrhea.  Lkhmoykz,  Press  Med.,  May 
28,  1913. 
Sedentary  life,  over-eating  and  excessive  Intellectual  activity  are  always 
accountable  for  the  arthritic  diathesis.  The  nasal  hydrorrhea  Is  usually 
a  vicarious  syndrome  pointing  to  some  disturbance  In  the  metabolism  of 
the  organic  fluids.  Rational  treatment  should  aim  to  diminish  toxic 
waste  production  and  promote  renal  activity.  Rest  In  bed  and  a  milk  diet 
have  proved  very  beneficial.  As  local  treatment,  hot  air  insufflations  suf- 
fice. Ed. 

317 

Rhinoplasty  with   Finger.     C.  A.  JL\cWn.M.\Ms. 
Abstracted  in  Thk  I^\ky.ngoscope,  May,  1913,  p.  629. 

318 

Modern  Treatment  of  Ozena.     G.  Mahu,  Presse  Med.,  Jan.  4,   1913,  p.  9. 
Abstracted  in  The  Lakyngoscope,  Aug.,  1913,  p.  837. 

320 

Correction  of  Nasal  Deformities.  G.  M.  Marshau..  Jo}ir.  A.  M.  A.,  Jan. 
18,  1913,  and  Pa.  Med.  Jour..  Aug.,  1913. 
Marshall  considers  only  disfiguring  deformities,  most  of  which  arc 
combined  with  serious  nasal  obstruction.  The  operation  described  has 
been  performed  in  thiry-three  cases.  The  technic  is  detailed.  This  pro- 
cedure does  not  restore  lost  bones  but  radically  and  simply  corrects  mis- 
placed ones,  straightens  the  buckled  septum,  gives  free  nasal  breathlns 
and  affords  ample  room  for  further  removal  of  septal  spurs  or  thicken- 
ings If  necessary.  Ed. 

S^21 

Opening  of  the  Lacrimal  Sac  Through  the  Nose.     O.    Mayer,    Mr.    kliit. 
Wchnschr..  Dec.  11,  1913. 
Mayer  has  operated  on  five  cases  by  this  method.     The  technic  Is  dif- 
ficult and   requires   careful   anesthetizing   but   restores   the   physiological 
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tear-Uow,  cures  Infflammatlon  of  the  lacrimal  sac,  d^ies  away  with  a  skin 
Incision  and  with  the  necessity  of  operating  on  the  lacrimal  glands.  Eu. 

324 

Hemorrhage  In  Na«o-Pharynx.  A.  MKVtH,  Hvil.  klin.  Wclm^'n,.,  Dec.  22, 
iai3. 
The  author  reviews  the  various  methods  of  arresting  hemorrhage  in  the 
naao-pharynx  and  points  out  their  defects.  Escat's  tamponade  Is.  In  his 
opinion,  the  only  reliable  one.  It  may  be  left  in  situ  as  long  as  forty- 
eight  hours  If  necessary.  Ed. 

328 

Further    Experience   with    Method    for    Prevention    of   Operation    in    Sub- 
mucous Resection.    R.  M.  Nelsox,  Oa.  Med.  Assn.  Jour.,  July,  1913. 
Nelson  in  this  paper  again  recommends  the  technic  which  he  and  Dr. 
Murray    evolved   and   which   he   has   successfully    tried   out    In   136   sub- 
mucous operations.  Eu. 

331 

"Coaauiln   Kocher-Fonio,"  a  New   Hemostatic.   H.  Obmmuelleb,  ituench. 
meU.   Wchnsrhr.,  No.  51,  1913. 
This  preparation  Is  said  to  prevent  the  hemorrhage  occurring  after  use 
of  cocaln  or  adrenalin  In  rhlnologlcal  surgery.  Eo. 

333 

Technic  and  After-treatment  of  Submucous  Resection  Without  Packing. 

L.   OSTKOM. 

Original  contribution  to  Tat:  Laby.ngoscope,  Sept,  1913,  p.  913. 

338 

New  Treatment  of  Ozena.  O.  Rabasa,  Rev.  esp.  de  Laryngol.,  No.  2,  1913. 
Oxygen  under  pressure  Is  applied  to  the  mucosa  by  means  of  an  es- 
pecially constructed  canula.  The  oxygen  Is  an  antiseptic  as  well  as  a 
cleanser,  since  It  also  removes  the  crusts.  It  acts  as  a  massage  and  re- 
vives the  mucosa.  Ed. 

353 

Treatment  of  Secondary  Hemorrhage  Following  Operations  on  the  Note 
and   Throat.      1'.    S     -^  ■••  ■      ('•••■       !'lii!,i     L.Tryngol.    Soc.    .Niiirch    ix. 
1913. 
Abstracted  In  The  LAUv.Nu(>.siurL,  Uec,  1913,  p.  1174. 

356 

Intranasal  Operations  and  Their  Relation  to  Hearing.        S.   \V.  Thi-bbcr. 
Original  contribution  to  Thk  iMarxooscopr,  Dec,  1913,  p.  1141. 

361 

Paraffin    Nasal    Bridge    Building — Technic    and    Report    of    Case.     E.    \.. 
\.\.yn\yi. 
Original  contribution  to  Tiir  U^RVSoodnope,  Sept.,  1913,  p    HdS 
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366 

Access     to     Lacrimal     Sac     Through     Nose.    J.    M.    Wkst,    Berl.    kiln. 
Wchnschr.,  May  19,   1913;   and  Anh.  f.  Lnrynyoi.,   Bd.  27,  Heft  2-3, 
1913. 
The  nasal  chamber  is  cocainized,  the  inferior  turbinal  opened,  the  as- 
cending  process  of   the   superior  maxillary   and    lacrimal   bone  chiselled 
away  and  the  distend  sac  exposed.     This  estabMshes  ample  communica- 
tion by  the  natural  routes  between  the  eye  and  nose  above  the  inferior 
turbinal  which  is  left  Intact  and  physiological  conditions  are   re-estab- 
lished.    In  90  per  cent  of  his  cases  this  procedure  was  very  effective. 

Ed. 

368 

New  and   Efficient  Treatment  of  Atrophic   Rhinitis.     K.  K.  Whkelock. 
Original  contribution  to  The  Lakyngoscope,  Oct.,  1913,  p.  986. 

374 

Artificial   Nose.     F.  Zixsseh,  Muench.  vied.  Wchnschr.,  Dec.  9,  1913. 

Zinsser  regards  Hennlg's  idea  of  making  an  artificial  nose  from  a  soft 
material  as  a  great  advance  in  this  line.  He  gives  two  Illustrations  "be- 
fore and  after,"  which  confirm  the  excellent  result  obtainable.  A  plaster 
cast  Is  made  over  a  normal  nose  and  melted  gelatin,  tinted  a  flesh  tint, 
is  poured  Into  the  cast.  When  It  has  hardened  It  Is  taken  out  of  the 
cast,  holes  are  made  for  the  nostrils,  and  the  edges  are  softened  with  a 
hot  spatula.  The  artificial  nose  Is  then  fitted  over  the  patient's  deformed 
nose,  and  Is  held  in  place  with  a  little  varnish  or  mucilage.  The  edges 
of  the  prothesls  are  made  to  run  out  Into  a  thin  sheet  all  around,  and  this 
sheet  is  patted  down  on  the  skin  with  a  hot  cloth,  and  a  little  powder 
dusted  on  the  edges.  Being  comparatively  plastic,  the  gelatin  nose  yields 
and  moves  with  the  play  of  the  face,  giving  a  particularly  life-like  look 
to  the  new  nose.  The  patients  soon  learn  to  make  a  new  prothesls  tor 
themselves  as  needed.  The  whole  procedure  Is  extremely  simple,  the 
materials  are  very  inexpensive  and  the  cosmetic  effect  unusually  good. — 
Ex. 

381 

Epithelioma  of  the  Soft  Palate.    B.  Douglas,  Trans.  X.  Y.  Acad,  of  Med., 
1913. 
Abstracted  in  The  Lakykgoscope,  June,  3  913,  p.  717. 

383 

Anatomy  and  Treatment  of  Cleft  Palate.  F.  W.  Goyder,  Brit.  .Jour,  cj 
Surg.,  Vol.  1,  1913,  p.  259. 
When  combined  with  hare-lip,  simultaneous  operation  on  the  lip  and 
palate  Is  inadvisable  on  account  of  the  extra  time  necessary  for  their 
adequate  performance.  Early  preliminary  operation  on  the  lip  is  indi- 
cated. The  whole  cleft  should  be  closed  as  soon  as  it  can  be  done  with- 
out preventing  the  production  of  a  physiologically  useful  hard  and  es- 
pecially soft  palate.  In  a  patient  of  3  years,  a  median  is  usually  pre- 
ferable to  a  fiap  operation.  Under  3  years,  without  a  complete  cleft,  no 
operation  should  be  done  on  the  palate  until,  following  the  preliminary 
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closure  of  the  Up,  the  alveolar  margins  of  the  cleft  have  become  nearlr 
or  completely  in  contact.  As  a  rule  it  is  impossible  to  fashion  a  soft 
palate  sufficiently  long  in  a  patient  over  12  years;  better  results  can  be 
obtained  with  a  modern  type  of  mechanical  appliance.  Under  12  years 
it  is  best  to  close  the  cleft  as  speech  is  much  better.  The  respective 
merits  of  the  Lane  and  Langenbeck  methods  are  discussed.  Ed. 

385 

Cleft  Palate  and  Hare-lip.  S.  L.  McCl-kut,  Pittsburg  Med.  Jour.,  July. 
1913. 
The  case  reported  was  a  unilateral  complete  hare-lip,  cleft  arch  and 
cleft  palate.  A  modified  l.iangenbeck  hare-lip  operation  was  performed 
on  the  Up.  The  third  tooth  was  extracted  from  the  cleft;  the  alveolar 
process  fractured  into  the  right  anterior  naris  with  a  chisel  through 
the  tooth  socket  Then  the  inter-maxillary  bone  was  forced  around  so  as 
to  close  up  the  cleft.  The  free  ends  of  the  process  were  freshened  and 
the  bone  held  together  by  wiring.  Iron  wire  was  used.  No  operation 
was  done  on  the  roof  of  the  mouth  since  the  left  nasal  cavity  was  not 
open  and  there  was  no  palate  floor  on  the  other  side.  Ud. 

391 

Cleft  Palate.  .1.  F.  Oechsxer,  y.  Orleans  Med.  and  Surg.  Jour.,  April, 
ii)i:{. 
Oeschner  feels  that  the  best  time  for  operation  is  before  the  child  be- 
u'lns  to  talk.  He  prefers  the  Langenbeck  operation;  when  one  side  of  the 
I'left  projects  beyond  the  other  they  are  brought  together  with  silver 
wire  suture  after  the  method  proposed  by  Brophy,  resecting  a  portion  of 
the  inter-maxlUary  bone  when  it  projects.  The  author  prefers  doing  th<5 
operation  in  two  stages.  En. 

400 

Enlarged  Tonsils  and  Adenoids  and  Their  Treatment  with  Lymphatic 
Gland  Extract.  11.  T.  Asmiv.  Bnt.  Mr<l.  Jour.,  May  ?,\,  1913,  p.  1159. 
Ashby  holds  that  adenoid  and  tonsillar  hypertrophy  Is  an  attempt  on 
the  part  of  Nature  to  augment  the  lymphoid  tissue  of  the  body  and 
supply  the  deflrlency  existing  In  the  other  lymphoid  tissue.  He  points 
out  the  frequent  recurrence  of  adenoids  If  removed  before  the  age  of  5 
years  and  argues  that  this  Is  a  second  attempt  on  the  part  of  Nature 
to  supply  the  body  with  the  lymphoid  secretion  it  needs  at  this  age. 
Therefore  If  this  lymphatic  gland  extract  be  artlflclally  supplied  the  re- 
sults should  be  satisfactory,  and  they  have  been  In  thirty  cases.    Snoring 

and  noises  In  breathing  have  dlFn---^ '  nnrt  tho  tnnslls  have  decreased 

In  size.  Ed. 

402 

Broncho-pulmonary  Complication*  Following  Adenoldectomy  and  Tonsil- 
lectomy, r.  Bassim.  These  de  I'nrl.'i.  1!M;'.. 
Tho  thiftlH  U  divided  Into  six  chapters:  1.  Complications  of  ade- 
noldectomy and  tonsillectomy  In  general.  2.  Infectious  complications 
of  these  operations.  3.  Broncho-pneumonic  complications.  4.  The  au- 
thor's own  observations.  '..  Pathogi  ■  ■' ■  .f  brnnrho  pnlmonnry  mm- 
pllcatlona.     6.    Prophylactic   measures  I'^n 
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409 

Function  of  the  Tonsils.       A.    Bkamso.n,    A'ofoe    v.    Medet$iny,    March, 
1913. 
Uramson  studies  the  relation  of  the  tonsils  to  the  lymphatic  system 
and  shows  that  the  defensive  function  of  the  tonsil  Is  very  slight.      Eu. 

414 

Tuberculosis  of  the  Pharyngeal  Tonsils  in  Adults.  A.  Bbleggemann. 
Ztschr.  /.  Ohreiih.,  Bd.  G8,  Heft  1,  1913,  p.  29. 
The  author  has  recently  observed  three  cases  of  tuberculosis  of  the 
palatine  tonsils  in  middle-aged  persons  who  appeared  vigorous  and  not 
at  all  tubercular.  Two  were  definitely  primary  lesions;  the  third  second- 
ary to  a  pulmonary  and  laryngeal  affection.  Ed. 

416 

Peculiar  Syphilitic  Lesion  of  Palatal  Tonsil.  Citelli,  Arch.,  intern,  de 
Laryngol.,  July-Aug.,  1913. 
This  lesion  affects  both  tonsils  and  consists  of  a  fungus-like  enlarge- 
ment projecting  beyond  th.e  pillars.  The  surface  of  the  lesion  is  smooth 
and  slightly  rose-colored.  Two  cases  are  reported  in  which  this  man- 
ifestation was  the  only  symptom.    Mercurial  treatment  effected  a  cure. 

Ed. 

417 

Results  in  a  Series  of  Cases  of  Tonsillectomy  Three  or  Four  Years  After 
Operation.  J.  P.  Clark,  Trans.  Am.  L.  Assn.,  1913,  p.  43. 
The  author  holds  that  severe  hemorrhage  after  tonsillectomy  Is  rare. 
Improvement  In  general  health  took  place  after  operation  and  the  op- 
erated children  were  probably  less  susceptible  to  disease.  In  four  cases 
the  uvula  was  accidentally  cut  off  hut  no  bad  syptoms  followed. 
Remnants  of  tonsillar  tissue  cause  no  untoward  symptoms.  The  ordi- 
nary voice  is  unaffected  by  tonsillectomy.  Enlarged  cervical  glands  are 
often  due  to  tonsillar  tissue,  though  carious  teeth  may  cause  cervical 
adenitis.    All  the  author's  cases  were  under  15  years  of  age.  Ed. 

423 

Tonsillitis  Following  Use  of  Staphylococcus  Spray.  C.  M.  D.vvis,  Jour., 
A.  M.  A.,  Aug.  9,  1913,  p.  393. 
The  patient  was  Instructed  to  spray  his  nose  and  throat  three  times 
a  day  with  a  pure  culture  In  sterile  normal  salt  solution.  Symptoms  of 
tonsillitis  on  second  day;  smears  showed  staphylococci;  on  the  next  day 
diphtheria  bacilli  also  found.  Five  days  later  the  diphtheria  bacilli  had 
disappeared  but  there  were  still  numerous  staphylococci  and  some  pneu- 
mococci  and  streptococci  present.  The  tonsillitis  was  much  more  sever*? 
subjectively  than  the  diphtheria.  Ed. 

440 

Plea  for  the   Entire   Removal   of  Enlarged  and    Diseased   Tonsils.     B.   C 
GiLE,  Pa.  Med.  Jour.,  June,  1913. 
Abstracted  in  The  L.vryxgoscope,  Sept.,  1913,  p.  933. 
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443 

Indication  for  the  Relative  Values  of  Tonsillotomy  and  Tonsillectomy. 
J.  L.  GooDALK,  Boston  Med.  and  Hury.  Jour.,  Oct.  2,  1913,  p.  485. 
Goodale  concludes:  (1)  It  has  been  demonstrated  that  complete  re- 
moval of  the  tonsil  is  followed  by  harmful  effects  upon  the  general  sys- 
tem. (2)  Tonsillotomy  involves  less  trauma  than  does  tonsillectomy,  but 
in  the  latter  the  method  of  removal  is  of  primary  Importance,  a  sharp 
dissection  down  to  the  tonsillar  artery,  with  snaring  of  vessels,  giving 
the  least  amount  of  inflammatory  action.  (.!)  Tonsillectomy  shows  a 
larger  percentage  of  septic  complications,  due  both  to  the  greater  trauma 
usually  occasioned  and  also  to  the  large  number  of  septic  conditions  Ik 
which  of  late  years  an  operation  is  undertaken.  (4)  In  tonsillectomy 
cicatricial  occlusion  of  the  lacunar  orifices  is  frequent  and  may  lead  to 
an  intensification  of  the  original  chronic  inflammation.  Tonsillectomy 
in  unskilled  hands  may  be  followed  by  marked  and  injurious  distortion, 
but  with  good  technics  should  have  no  other  alteration  than  an  approxi- 
mation and  occasionally  a  partial  fusion  of  the  pillars.  (5)  Simple  hy- 
perplasia if  obstructive  or  favoring  catarrhal  conditions  and  if  persistent 
may  be  sufficiently  treated  by  a  tonsillotomy,  especially  in  children. 
(fi»  Recurrent  local  Infections,  or  general  infections  having  their  origin 
In  the  ton.sils  require  tonsillectomy  as  soon  as  a  favorable  opportunity  for 
operation  arrives.  Here  tonsillotomy  may  prove  Inadequate.  (7)  The 
systemic  ill-effects  of  chronic  tonsillitis  may  be  Increased  by  a  tonsil- 
lotomy. Complete  removal  is  here  preferable  to  a  partial  one,  although 
mild  cases  of  chronic  inflammation  may  be  sufficiently  relieved  by  ap- 
propriate treatment   without  excision.  E)n. 

444 

Some  Pathological  Reasons  for  the  Removal  of  the  Tonsils.  L.  N. 
Gkosvenor,  Jour.  Lancet,  Dec.  I,  1913. 
Orosvenor  holds  that  the  faucial  tonsils  are  a  frequent  source  of  In- 
fection and  disease  and  that  not  the  large  protruding  tonsils  are  the 
most  dangerous  but  the  small,  submerged  ones, — those  bound  down  by 
old  Inflammatory  adhesions.  He,  therefore,  advocates  tonsillectomy  and 
not  tonsillotomy.  Rn. 

448 

The  Tonsil — A  Vestigial  Respiratory  Organ.  J.  A.  Haoemanx,  Ued. 
«»•'•..  Oct.  2.'..  1913.  p.  7.56. 
Hagemann  offers  the  hypothesis  that  tonsils  are  probably  vestigial  or 
fans  of  respiration,  a  modified  form  of  gills  or  branchiae,  surviving  from 
the  piscine  and  amphibious  periods  of  man's  descent,  but  not  deciduous. 
In  young  children,  especially,  the  tonsil  Is  dotted  with  mouths  of  crypts 
whose  cavities  are  lined  with  epithelium  and  from  this  the  author  de- 
duces the  conclusion  that  this  arrangement  was  to  present  a  greater  sur- 
face to  the  water,  thereby  giving  additional  opportunity  to  absorb  nec- 
pssary  oxygen.  ElB. 
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453 

Presentation  of  a  Tonsillolith.    R.  H.  Huvelle,  Trans.  X.  Y.  Acad,  of  Med, 
Feb.  26,  1913. 
Abstracted  in  Thb  Labyngoscope,  July,  1913,  p.  793. 

455 

Relation  of  Faucial  Tonsils  to  Pulmonary  Tuberculosis.  E.  F.  Inoai.-., 
Jour.  A.  M.  A.,  July  12,  1913. 
In  a  small  proportion  of  cases  the  tonsils  seem  primarily  involved  in 
the  process  of  pulmonary  tuberculosis  but  usually  the  changes  in  these 
glands  are  secondary  and  the  bacilli  are  apparently  absorbed  from  the 
sputum.  Pulmonary  tuberculosis  is  now  considered  a  systemic  infection 
of  aerogenous  origin;  when  the  bacilli  are  taken  up  by  the  lymphatics 
they  are  poured  into  the  general  circulation.  It  is  very  unusual  for  the 
bronchial  glands  to  be  primarily  involved  in  pulmonary  tuberculosis. 

Ed. 

461 

Ratio  of  White  Blood  Corpuscles  in  Tonsils  and  Their  Diapedesis.  M.  N. 
Klatschko,  Dissertation — Koenigsberg,  1913. 
Diapedesis  only  occurs  in  the  presence  of  an  Irritation, — toxic,  in- 
flammatory, or  chemical;  it  is  not  permanent  and  ceases  after  the  acute 
stage  of  the  inflammation  has  disappeared.  From  the  tonsils  there  is  a 
permanent  diapedesis  of  the  lymphocytes.  Diapedesis  of  plasma  cells  is 
not  an  active  but  a  passive  process.  The  surface  of  the  tonsils  is  cov- 
ered with  a  bacterial  flora.  Cocci  and  bacilli  are  also  very  profuse  in  the 
lumen  of  their  cysts.  The  pathogenesis  of  the  micro-organisms  is  di- 
verse; some  are  very  virulent,  while  others  are  avirulent.  EId. 

462 

Acute  Follicular  Tonsillitis.     G.  C.  Ivnkedlek,  Pittsburg  Med.  Jour.,  Oct, 
1918. 
Kneedler  briefly  describes  the  course  of  acute  follicular  tonsillitis  and 
details  the  differentiating  points  betwen  it  and  diphtheria.     He  also  in- 
dicates the  therapy.  Ed. 

466 

Pharyngeal  Tonsils.      B.   D.   LaFokce.   loica  State  Med.   Soc.  Jour.,   May, 
1913. 
LaForce  discusses  the  diagnostic  signs,  the  clinical  history,  the  technic 
of  operation,  and  its  possible  complications.  Ed. 

472 

Syphilitic   Lesion   of  the   Tonsil   and   Soft   Palate.     F.   0.   Lewis,   Trans. 
Phila.  Laryngol.  Soc,  Nov.  18,  1913. 
Abstracted  in  The  Lakyngoscope,  Jan.,  1914,  p.  79. 

474 

The  Offending  Tonsil.    \V.  C.  Lyle.  G<i.  Med.  Assn.  .Tour..  July,  1913. 

Lyle  refutes  the  statements  made  by  Mackenzie  in  his  paper  on  the 
"Massacre  of  the  tonsil."  ^"^ 
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475 

Massacre  of  the  Tonsil.    J.  .\.  .M.\tKE.NZii:,  Prog.  med.  Beige,  Feb.  1.  1913; 
and  Arch.  ital.  di  Laringol.,  April  7,  1913. 
Abstracted  in  T">    I,m;vngo8Cope,  April,  1913,  p.  435. 

484 

Papillomatous  Intra-cryptic  Lesions  of  the  Tonsil.    P.  Nadal,  Rev.  Jiehd. 
(U-  Laryii'jul.,  .March  22,  1913,  p.  341. 
In  man  of  32  years,  tonsil  removed  for  simple  liyperirophy;   histologic 
examination  revealed  papillomatous  changes  in  the  crypts.  Kd. 

486 

Enucleation  of  Tonsils  and  Removal  of  Adenoids  Under  Gas  Anesthesia. 
J.  F.  O'.Maixey,  Brit.  Med.  Jour.,  April  5,  1913,  p.  699. 

A>""""'"'1    In   Tftk   I,\ryv<:os(<(pk,   fk-f      I'n'!    ..    1007. 

497 

Report  of  a  Case  of  Phlegmon   Starting  as  a   Peritonsillar  Abscess  and 
Extending    Downward   as    Far  as   the   Second    Ring   of   the   Trachea. 
Geo.  L.  Ri(  iiAKi>iS. 
Uriginal  contribution  to  Thk  Larv.nooscope,  Aug.,  1913,  p.  835. 

498 

Complications   of  the   Operations   for    Removal    of   Tonsils.    C.   W.   Ricil- 

ARDSOX. 

Original  contribution  to  Tue  L.vbynooscope,  June,  1913,  p.  667. 

505 

Typhoid  Bacilli  on  the  Tonsils.  F.  and  L.  Schijetz,  Deut.  med.  Wchn$chr., 
.March  ti.  1913. 
Seventy-one  tests  were  made  of  thirty-seven  patients,  of  whom  23  had 

unmistat-r-i'i-   iv,,hnf<i    )„it   In    i"-   )..""■■..'.•  i'!    "■..   typhoid   bacilli   be 

isolated  Ed. 

508 

Results  of  Tonsillectomy  Under  Local  Anesthesia.         B.    Dc    F.    Sheeoy, 
rhuagn  Mrd,  Recorder,  July,  1913. 
Sheedy  examined  100  patients  who  bad  tonsillectomy  performed  three 
to  ten  months  previously  and  found  the  following  variety  of  deformltlfs: 

1.  The  pillars  on  both  sides  had  disappeared  with  the  soft  palate  tighten'^d 
to  such  an  extent  that  the  opening  at  the  naso-pharynx  was  narrowed. 

2.  The  pillnr.1  on  both  sides  had  grown  together.  3.  The  anterior  pil- 
lar bad  wholly  disappeared  with  a  large  amount  of  cloatrlclal  tissue  de- 
posited on  the  posterior  pillar.  He  then  describes  his  method  of  over- 
coming these  difllculties:  he  has  used  it  for  two  y^-"-^  •\,\f\  has  found  it 
entirely  satisfactory  in  90  per  cent  of  the  cages.  En. 
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511 

Anomalous  Internal  Carotid  Artery  and  Its  Clinical  Significance  in  Opera- 
tions on  the  Tonsils.  I'.  G.  Skili.erx,  Jour.  A.  M.  A.,  Jan.  18,  1913, 
p.  172. 
The  author  describes  a  specimen  of  anomalous  sigmoid  tortuosity  of  the 
cervical  portion  of  the  internal  carotid  artery  found  in  the  Anatomical 
Laboratory  of  the  University  of  l^ennsylvania.  The  artery  over-reached 
from  its  normal  position  of  about  2..")  cm.  behind  and  to  the  outer  side 
of  the  left  tonsil  over  toward  the  organ.  He  quotes  others  who  have 
noticed  this  anomaly  and  says  that  the  practical  point  it  teaches  is  to 
"stop,  looli  and  listen"  before  operating  on  any  part  of  the  pharynx,  since 
this  anomaly  may  be  present  in  any  given  ca.se.  If  It  Is  present,  "pre- 
liminary ligature  of  the  internal  carotid  of  the  upper  border  of  the  thy- 
roid cartilage  should  be  made.  If  doubt  arises  as  to  whether  the  anom- 
alous artery  Is  the  ascending  pharyngeal  or  the  internal  carotid,  the  com- 
mon carotid  artery  should  be  occluded  in  the  same  situation  with  a  Matas 
metal  clip.  If  the  artery  be  discovered  and  damaged  during  an  opera- 
tion, control  of  the  situation  may  be  effected  by  compressing  the  common 
carotid  artery  against  Chassaignao's  tubercle  (the  prominent  anterior 
tubercle  of  the  transverse  process  of  the  sixth  cervical  vertebra),  and 
ligation  then  performed." 

522 

Necessity  for  Removing  Tonsil  in  Treating  Tuberculous  Lymph-nodes  in 
Neck.  E.  Tr.\ut.h.\nx.  Muench.  mcd.  M'chuschr.,  April  22,  1913. 
In  girl  of  11  with  healthy  lungs  and  good  teeth,  large  tubercular  ab- 
scess in  glands  of  left  side  of  neck  opened.  A  fistula  remained.  I.ater 
deep-seated  caseous  glands  removed,  and  on  following  day  apparently 
healthy  left  tonsil  which  on  mlrroscoi)ic  examination  showed  typical  epl- 
thelold  tubercle  cells  with  giant  cells.  The  tonsil  was  the  primary  focus 
of  Infection  and  the  author  urges  the  complete  removal  of  the  correspond- 
ing tonsil  in  cases  of  tuberculosis  of  the  neck  glands  to  avoid  constant 
dissemination  of  the  primary  turbercular  focus  to  new  glands  through  the 
lymph  passages.  En. 

523 

Anginal  Tablets  in  Tonsillitis.  F.  Vkskly.  I'anopis  rfskurli  iPkanr.  Xo.  10, 
1913. 
In  two  cases  of  tonsillitis,  one  in  a  girl  of  8  years,  and  the  other  in  a 
boy  of  11  years;  the  use  of  anginal  tablets  resulted  in  a  cure  within  two 
days.  "  En. 

535 

Malignant  Disease  of  Tongue  and   Mouth.       R.    Abbe.    Mt'd.    n>-r  _    March 
15,  1913,  p.  461. 
Abstracted   In  The   L.^ryxgoscope.   Dec,   1913,   p.   113S 

536 

Curability  of  Cancer  of  the  Tongue.        P.    B.vudet,   Gaz.   ties  Hop.,  Aug., 
1913. 
According  to  the  author,  the  average  duration  of  life  in  cancer  of  the 
tongue  Is  fourteen  months,  while  with  operation  it  is  from  twenty  to 
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thirty  months,  with  a  possibility  of  complete  cure.  The  author  recom- 
mends the  following  procedures:  1.  Cancer  of  the  tip  or  anterior  third 
of  the  margin,  limited  to  the  tongue,  Whitehead's  operation,  preceded 
by  the  glandular  removal.  2.  Middle  third  of  margin,  without  involve- 
ment of  ginglvo-lingual  fold  or  floor  of  mouth.  Whitehead's  operation. 
.1.  Posterior  third,  not  Involving  floor  of  mouth.  Whitehead's  operation. 
4.  Where  the  whole  tongue  Is  Involved  but  not  the  floor  of  the  mouth,  he 
insists  on  the  Importance  of  preserving  the  mylohyoids.  5.  Where  the 
floor  of  the  mouth  is  Involved,  the  growth  should  either  not  be  touched 
or  should  be  removed  In  one  block  with  the  tongue,  floor  of  mouth,  and 
contents  of  both  submaxillary  and  carotid  regions,  by  Kocher's  supra- 
hyoid route.  Any  part  of  the  jaw  to  which  the  growth  is  adherent  should 
l>e  removed.  6.  In  cancer  of  the  base  of  the  tongue  spreading  to  pillars 
of  fauces,  tonsil,  epiglottis  or  the  pharyngeal  walls  he  advises  against 
operation.  7.  In  Inoperable  growths  the  author  quotes  with  approval  the.- 
advice  of  Kuester  to  perfonu  ligature  of  the  external  carotids,  and  states 
that  while  the  growth  is  retarded  but  little,  there  Is  less  tendency  to 
hemorrhage,  and  the  fetid  secretion  Is  Improved.  Ed. 

539 

Co-existence  of  Syphilis  and  Cancer  of  the  Tongue.  ('iiiioii^n    and 

DiRAKVX,  Ann.  dcs  Hal.  rcn.,  >fo.  5,  191:!. 
The  authors  report  a  case  in  a  man,  aged  44  years,  in  whom  tertiary 
lesions  evolved  during  the  existence  of  a  mhllgnant  growth  of  the  tongue. 
Several  Injections  of  neosalvarsan  were  given  but  they  seemed  to  stlni- 
,,in...  .h,.  ,i.,,-,,i,,,,.,,r.,,.  nf  the  lingual  oanc-     iv-,fh  rosnltrd.  Kn. 

548 

Affections  of  the  Tongue.  F.  Hknke,  Ztuhr.  /.  Laryngnl,  Bd.  6,  Heft  I, 
1913,  p.  19. 

I'nse  I:  Woman,  aged  60  years.  Primary  tuberculosis  of  the 
tongue.  Formerly  always  healthy;  no  history  of  lues  or  of  tuberculosis; 
internal  organs  sound;  Wassermann  negative.  On  tip  of  tongue,  next  to 
median  line  embedded  nodule,  the  size  of  a  bean.  Microscopic  examina- 
tion  revealed   tuberculosis. 

Ca»f  i:  Child  with  primary  lues  of  tongue.  Papules  also  on  right  ton- 
sil En. 

552 

Carcinoma    of   the    Tongue    Following    Epidemolysis    Bullosa    (Dystrophic 
Form).      Ki.Ai xvrn.  Arrh.  /.  Orrmninl..  Hd.  116.  Hrft   1.  191?.. 
Abstracted  In  Tut:  LAHTxoourori:.  Oct..  191.1.  p.  981. 

554 

Case  of  Flbro-angioma  of  the  Tongue.    D.  Mac  Farlan. 
Hrlglnal  contribution  to  Tiir  I^artwcohoipe,  Feb.,  1913.  p.  131. 

555 

Actinomycosii   of  the   Tongue   Cured    by   Radium.      M  i,  .,.,/,. 

NO    I  I.  i!ii:;. 
Woman  of  .'i6  years  had.  just  posterior  to  tip  of  tonnii<>.  hard   srowth, 
%Hf  ot  cherry  which  protruded  mucosa  of  upper  and  lower  surface  of  the 
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tongue.  Lnder  local  anesthesia,  Incision  which  lelleved  1  ccm.  of  yellow 
pus  containing  many  actinomycosis  glands.  Tatuponment.  After  three 
days  no  reduction  of  infiltration.  Then  for  three  consecutive  days  use 
of  Roentgen  rays  which  resulted  in  disappearance  of  growth,  closure  of 
wound  with  only  slight  infiltration  of  edges.  Kd. 

562 

Periodical  Soreness  of  the  Tongue  and  Gums.  H.  Steb.x,  Arch,  of  Diag , 
Oct.,  1913. 
Stern  holds  that  periodical  soreness  of  the  tongue,  gums  and  palate  is 
the  most  reliable  of  the  early  symptoms  of  pernicious  anemia.  In  two 
cases  of  true  pernicious  anemia  and  in  one  still  under  observation,  this 
symptom  was  found.  En. 

571 

Morphology  of  Blood  In  Epidemic  Parotitis.  J.  H.  Bakacii,  Arch,  of 
Int.  Med.,  Dec.,  1913. 
As  soon  as  the  disease  has  manifested  itself,  even  before  the  develop- 
ment of  the  parotitis,  leukopenia  is  present;  when  the  parotitis  is  fully 
developed  the  leukopenia  is  marked,  the  polynuclears  are  decreased  and 
the  mononuclears  increased.  The  eosinophiles  are  scarcely  apparent 
during  the  process  of  the  disease.  Ed. 

581 

Two  Pathognomonic  Symptoms  of  Pharyngeal  Paresthesia.  R.  Botev, 
Arch,  intern,  de  Laryngol.,  May-June,  1913,  p.  7S0. 
If  the  affection  be  organic,  painting  the  hypo-pharynx  with  cocain 
lessens  the  symptoms;  if  it  be  nervous,  this  heightens  them.  In 
paresthesia  pressure  on  the  anterior  wall  of  the  larynx  increases  the 
discomfit  but  does  not  produce  symptoms  in  organic  affection.  Then 
also   in   nervous   affections    the    reflex   excitability    is    decreased.     Ed. 

592 

Differentiation  of  Phlegmonous  Angina  and  Diphtheria.  G.  Charlier. 
Hygiea,  June,  1913. 
Charlier  reports  on  110  cases  of  phlegmonous  angina  and  points  out 
the  danger  of  mistaking  diphtheria  for  ordinary  tonsillitis  or  quinsy, 
and  incising.  Five  fatal  cases  are  recorded  in  which  this  was  done. 
History  of  preceding  attacks  of  peritonsillitis,  age  of  patients,  of  known 
contact  with  diphtheria  aid  in  differentiating.  Tenderness  of  swollen 
parts  of  throat  is  early  present  in  peritonsillitis  but  not  in  diphtheria. 

Ed. 

593 

Relative    Frequency   of   Cranio-pharyngeal    Canal    in    Infants   and    Young 

People.     CiTELLi.  Ann.  des  Mai.  dc  VOreiUe.  Xo.  4,   1913,  p.  33S. 

This  is  only  a  preliminary  report  in  which  the  author  tries  to  show 

that  there  is  a  direct  circulatory  connection  between  the  hypophysis  and 

that  part  of  the  base  of  the  skull  -which  covers  the  naso-pharynx.En. 
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595 

Vincent's  Angina.     U.  II.  Cocks. 
Original   contribution   to  Thk  Labyxooscope,   Sept.,   1913,  p.   929. 

617 

Primary  Pharyngeal  Sporotrichosia.  H.  Gougesiot  and  P.  Quelliex, 
Paris  ilvd..  Aug.  U,  1913. 
This  case  Is  the  first  one  reported  of  primary  pharyngeal  sporotri- 
chosis without  cutaneous  lesions.  A  woman  o(  51  showed  extensive  ul- 
ceration of  the  pharynx  and  general  emaciation.  After  unsuccessful 
treatment  for  syphilis  and  tuberculosis  mycotic  disease  was  suspected. 
Fotassiura  iodid  internally  and  locally  resulted  in  speedy  cure.  The 
organism  responsible  for  the  disturbance  was  found  to  be  the  sporotri- 
chum  Beurmanni.  Ed. 

640 

Prevention  of  Mouth-breathing.   W.  W.  Jahes,  Clin.  Jour.,  Nov.  5,  I9l3. 

The  apparatus  (a  wire  frame  over  which  sheet-rubber  is  stretched)  Is 
placed  inside  the  lips  and  cheeks  restiilg  on  outer  surface  of  the  teeth 
and  gum.s.  When  It  is  In  position  mouth-breathing  is  entirely  impos- 
sible. The  ,ipparatus  can  be  quickly  removed  and  there  Is  no  danger  of 
swallowing  It.  Ed. 

642 

Membranous   Sore   Throat.     S.   A.   Kki.i.i.k,   Juui  .-Luncit,   Oct.    lo,    1913. 

Keller  briefly  discusses  septic  sore  throat,  and  describes  Its  clinical 
symptoms  and  its  differentiation  from  syphilitic  and  tubercular  In- 
fections, from  phar>Tigo-myco8i8,  malignant  disease  and  herpes.  He 
states  that  sore  throats  characterized   by   the  presence  of  a  membrane 

have   a   varied    etiology    and    shoii'M    i 'nsstfifd    from    a   bacteriologlc 

standpoint.  En. 

650 

Abnormal  Sensations  in  the  Pharynx.  T.  B.  Lavton,  Practitioner,  Oct., 
1913. 
Foreign  bodies  or  small  local  lesions,  with  or  without  general  lower- 
ing of  the  body-resistance  may  cause  these  sensations.  Each  case  calls 
for  Individual  therapy  and  should  be  carefully  handled  or  they  may 
lead  to  serious  disease.  Ed. 

651 

Eczema     of     the    Buccal     Commissure     a     Manifestation      of      Syphilis. 
LAZZAHRAfiA,  Ooc.  mcd.  del  Sur,  April,  1913. 
Lazzarraga  calls  attention  to  the  observations  of  Flndiay  and   Fergu- 
son and  reports  two  of  his  own  rases.  In  which  the  Wassermann  was 
negative,  so  that  the  localization  was  pathognomonic.  Ko. 

659 

Differential  Diagnosis  Between  Vincent's  Angina  and  Primary  Syphilitic 
Lesions  of  the  Tonsil.    R.  Lot. 
Orlgln.-il  nintrlbutlon   to  Tllr  L\BY«0O«C0PK.  .lune.  191::. 
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662 

Unusual  Polypoid  Tumor  of  Pharynx.  I. n  i:\rii    and   i       -.-      / 

Med.  de  Bordeaux,  .Jan.  12,  1913. 
Red,  smooth   tumor  which   presented   from   the  depths  of   the   ijharynx 
when  the  patient  retched  or  choked.     Jt  was  suspended  on  the  right  aide 
of  pharyngeal  wall  from  a  long,  thin  peduncle.     Removal  according  u, 
Moure  s  technic.  Ed. 

669 

Atresia  of  the   Pharynx;   Operation;    Polypoid   Degeneration   of   IVIucosa: 
Recovery  With  Good  Function.      John  E.   Mackenty,   Trans.    .V.    V. 
Acad,  of  Med.,  1913. 
Abstracted  In  The  Labyngoscope,  June,  1913,  p.  713. 

703 

Fatal  Hemorrhage  from  the  Throat.  J.  D.  Roi.lksto.v,  Brit.  Jour.  Chil- 
dren's Dis.,  Feb.,  1913. 
Child  said  to  be  suffering  from  diphtheria  admitted  to  hospital.  .\o 
history  of  bleeding  in  family.  Healthy  previous  to  attack  of  measles  five 
weeks  ago.  Husky  voice,  sore  throat,  with  croupy  cough,  neck  glands 
swollen.  On  fifth  day  sudden  cough  with  profuse  gush  of  blood.  Marked 
cyanosis  and  death  within  five  minutes.  Successive  cultures  from  nose 
and  throat  did  not  reveal  diphtheria  bacilli,  only  cocci.  Autopsy:  ab- 
scess cavities  in  both  tonsils;  ulceration  of  uvula,  soft  palate,  epiglottis, 
t'renum  epiglottiditis,  vallecula  and  ary-epiglottidean  folds.  Deep  ulcera- 
tion of  laryngo-pharynx  and  superficial  ulcers  above  right  vocal  cord. 

Ed. 

732 

Tissue  Necrosis  and  Arterial  Hemorrhage  Due  to  Erosion  Following  Use 

of  Old  Novocain  Solution  in  Infiltration  Anesthesia.  Vos  Gaza,  Deut. 

med.  Wchnschr.,  No.  16,  1913,  p.  746. 

Injection  of  2  per  cent  solution  of  novocain,  several  weeks  old,  prior 

to  removing  teeth.     Sever  edema  of  face  and  tissue  necrosis.     Necrotic 

portion  of  gum  fell  away,  pronounced  hemorrhage  from  major  palatine 

artery  on  two  occasions,  maxillary  necrosis  and  palatal  perforation  into 

nasal  cavity  which  healed  only  after  removal  of  a  small  sequestrum.   The 

author  feels  that  bacteria  of  some  sort  must  have  grown  profusely  in  the 

solution  and  their  toxins  produced  the  tissue  necrosis.    He  warns  against 

the  use  of  old  solutions.  En. 

735 

Hydatid  of  Submaxillary  Gland.  H.  F.  B.  Walker,  Brit.  med.  Jour.,  Jan. 
18,  1913. 
For  last  six  years  slowly  growing,  pedunculated  tumor  posterior  to  left 
ramus  of  the  maxilla  in  girl.  The  growth  was  mobile,  fluctuating,  and 
arched  into  mouth.  The  bone  was  not  involved.  Upon  operation  it  was 
found  to  be  located  in  submaxillary  gland;  a  piece  of  normal  gland  tissue 
was  attached  to  the  removed  tumor.  The  cyst  contained  79  ccm.  of  clear 
fluid,  sconces,  secondary  cyst.  For  several  days  there  was  a  saliva  se- 
cretion from  the  wound.     Recovery.      .  Ed. 
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740 

Case  of  Diffuse  Lympho-sarcoma  of  the  Pharynx.        J.    Wii.hki.m,.  Orvoai 
hctilap,  No.  2i,  mi. 
Tumor   the   size   of   a   small   apple   which   caused   dysphagia.     Crlcho- 
tracheotom.v.     I^angenbecli's  periodic  maxillary  resection  under  local  an- 
esthesia. Ed. 

741 

Lingual  and  Oral  Mucous  Membrane  Disturbance*  in  Pernicious  Anemia. 
F.  WiSK,  Jour.  Cut.  Uts.,  Feb.,  iai3. 
Very  often  the  earliest  sign  of  a  pernicious  anemia  is  a  stomatitis  and 
glossitis;  this  lends  weight  to  the  theory  that  the  disease  may  be  due  to 
oral  sepsis.  The  tharacterlstic  feature  of  the  stomatitis  is  its  periodic- 
ity, it  resists  local  treatment  and  appears  and  disappears  without  appar- 
ent cause.  Ed. 

755 

Simple  and  Satisfactory  Method  for  Removing  Adenoids  and  Tonsils. 
W.  W.  C.\KTKK,  .Mill,  lire,  May  31,  1913,  p.  986. 
The  author  uses  a  spiral  tenaculum  to  engage  the  tonsil  and  pull  it  to- 
ward the  median  line;  with  a  separator  he  cuts  through  the  plica  and 
mucous  membrane  along  the  margin  of  the  pillars.  The  tonsil  is  pried 
out  from  its  bed,  using  the  separator  as  a  lever.  An  Eve's  snare  com- 
pletes the  removal.  With  one  sweep  of  a  Gottstein  curette,  adenoids  are 
removed  and  the  naso-pharynx  wiped  out  by  gauze  wrapped  around  the 
finger.  Ed. 

757 

Treatment   of   Vincent's   Angina.    T    f'iii!ii\.  Hrr!.  llifi.  Wrhiixrhr..  April  T, 
191.'!. 

Abstracted    In   Tut    I.vui  >.,..^.  ..ii  .  iiii.,    l:<i.,.   i>.   .• ,  \ 

758 

Sluder    Method    of   Tonsillectomy.    A.    .M.   Corwi.n.    III.   Med.   Jour..   Jan., 
191.'!.  p.  48. 
Abstracted   In   The   LAHVN<i(>«<i>i'F.,   Dec,  1913,   p.   1138. 

759 

Tonsillectomy  by  the  Sluder  Method.  A.  M.  Cokwi.v,  Jour.  .1.  M.  .-!.. 
Sept.  27,  191,'!,  p.  1243. 
In  this  paper  the  author  refutes  Dr.  Freer's  objections  to  the  Sluder 
operation.  Corwin  feels  that  this  oi)eratlon  Is  app1l<'ahle  In  all  except 
very  rare  rases  where  Incomplete  measures  or  Inflammatory  processes 
have  left  the  parts  found  In  a  network  of  rigid  scars  with  little  tonsil 
tissue  present.  The  author  prefers  gas  and  oxygen  anesthesia.  Scv 
eral   points  of  technic  are  emphasized.  Kd. 

767 

Eight    Years    of    Chloroform    Anesthesia    In    Nose    and    Throat    Surije-y 
C'll.VRI.K.S    I'.    Gkavmkn. 

Hrlglnal  contribution  to  Tin    L.xiir.xoosropt:.  .Ian.,   Ifll.T.  \>.  '".I. 
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776 

Practically  Bloodless  Tonsillectomy.    H.  B.  Hitz,  Wis.  Med.  Jour.,  Nov., 
iui:j. 
Hitz     strongly  advocates  radical  tonsiiiar  removal,  in  a  liospital,  and 
states  that  75  per  cent  of  his  operations  were  practically  bloodless  b>" 
cause  of  the  technic,  which  he  details.  Ed. 

780 

Pedunculated  Transplantation  of  Facial  Vein  for  Stenson's  Duct.  J.  Ji.v.v  . 
Wr.  klin.  Rundschau,  No.  6,  1913. 
Pendunculated  transplantation  is  preferred  to  the  free  because  it  in- 
sures greater  vitality  to  the  transplanted  vessel.     In  Jianu  case  the  re- 
sults have  been  satisfactory  for  two  years.  Ed. 

786 

Tonsillectomy  witii  the  Aurelius-Rethi   Expressor.      A.  Lengtel,  Arch  f. 
iMnjnyol.,  Bd.  27,  Heft  2,  1913.  p.  349. 
By  this  method  injury  to  the  palatine  arch  is  avoided,  hemorrhage  does 
not  take  place,  and  the  operation  is  quiclcer.  Ed. 

788 

Radio-active   Substances   in   Treatment   of    Morbid    Conditions    In    Mouth 
and  Teeth.     M.  Levy,  Deut.  vied.  Wchnschr.,  June  5,  1913. 
Abstracted   in   The    L.vkv.ngoscope,   Jan.,    1914.   p.   24. 

792 

Simplified  Technic  for  the   Removal  of  the   Faucial   Tonsils.   L.  F.  Lo.vii. 
Original  contribution  to  The  Lary.ngoscope,  Aug.,   1913,  p.  838. 

796 

Technical    Remarkts   on    Tonsillectomy.  H.   JLvbschik,  Monaischr.  /. 

Ohrenh.,  Heft  1,  1913,  p.  80. 
Abstracted   in   The   Lart.nooscope,   June,   1913,   p.   682. 

814 

Local  Treatment  of  Vincent's  Angina  with  Salvarsan.     J.  D.  Rolleston, 
Practitioner,  Dec,  1913. 
Rolleston    reports   one   case    of   Vincent's   angina   successfully    treated 
with  local  application  of  salvarsan  and  states  that  this  therapy  is  sim- 
ple, safe  and  sure.  Ed. 

829 

Unusual  Bullet  Wound  of  Frontal  Sinus.  K.  Biji-klev,  Jour.  A.  M.  A., 
Aug.  9,  1913,  p.  413. 
Girl  of  18  years  was  shot  while  examining  an  old  pistol.  Exploration 
under  ether  anesthesia  showed  the  point  of  entrance  through  the  an- 
terior wall  of  the  frontal  sinus.  In  the  posterior  wall  there  was  a 
similar  but  somewhat  larger  opening,  irregular  with  comminuted  edges. 
Numerous  hairs  were  wedged  in  the  broken  fragments.  In  the  center 
of  this  posterior  opening  on  the  uninjured  dura  mater  was  found  a 
flattened   lead   bullet  of  about  .32   caliber.     This  was   removed   together 
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with  all  loose  bone-fragmenta  and  hair,  the  wound  partially  closed,  and 
a  loose  gauze  drain  inserted.  Recovery.  The  interest  in  this  case  lies 
in  the  fact  that  both  bony  walls  of  the  frontal  sinus  were  completely 
penetrated  without  injury  to  the  dura.  The  good  results  were  due  to 
the   prompt   exploration.  En. 

835 

Two  Cases  of  Frontal  Sinu«ltls  With  Bone  Complicatlona.  W.  S.  Keib. 
Lancet,  March  8,  1913. 

L'osc  1:  Ulrl  of  19  years.  Because  of  the  pain  the  left  frontal  sinus 
was  opened  and  drained.  No  pus  was  found.  After  one  week  sinus  re- 
opened because  of  acute  pain  and  fever.  Slight  osteomyelitis,  which  soon 
disappeared. 

Vase  d:  Man  of  42  years.  Chronic  frontal  sinusitis.  At  operation, 
erosion  of  anterior  wall  and  floor  of  sinus  discovered.  Bacillus  pyocyaneus 
was  only  micro-organism  found  in  pus.  En. 

836 

Sinusitis    Frontalis    Acuta    and     Iridocyklitis    Acuta;     Remarks    on    the 
Recognition  of  Rhinogenous   Eye  Affections.  E.  Kellner,  Monatschr. 
f.  Ohrentt.,  Heft  2,   1913,  p.   237. 
Abstracted  in  The  Lary.scoscope,  July,  1913,  p.  786. 

839 

Chronic   Frontal    Sinusitis  with   External    Rupture.    F.  O.   Lewis,  Trans. 
Phila.  Laryngol.  Soc,  Nov.  IS,  1913. 
Abstracted  In  Tue  LARTrrooscopE,  Jan.,  1914,  p.   80. 

848 

Suppuration  of  the  Frontal  Sinuses.  K.  Vo.v  Lang,  Beitr.  z.  klin.  Chir., 
Vol.  84,  No.  1.  1913. 
Frontal  sinus  suppurations  originate  in  the  nose,  frequently  as  the 
result  of  coryza  or  influenza,  rarely  of  neighboring  Byphilitic  or  tuber- 
cular processes  or  trauma.  The  author  discusses  the  course  of  the  di- 
sease and   its   diagnosis  and   treatment.  Ed. 

850 

Cancer  of  Frontal  Sinus.    K.  Wisotzko.  I)cut.  Zttchr.  /.  Chir.,  Sept.,  1913. 

Carcinoma  of  the  maxillary  sinus  is  frequent  but  that  of  the  frontal 
very  rare.  The  author's  case  was  a  man  of  54  years.  At  autopsy  a  large 
portion  ot  the  dural  surface  was  found  Involved  and  the  falx  major  had 
cancerous  Infiltrations.  It  was  a  case  of  primary  frontal  carcinoma;  the 
Hrst  symptom  was  the  anterior  and  downward  displacement  of  the  frontal 
wall  and  pronounced  swelling  of  the  eyelid. 

In  such  cases  ooeratlve  treatment  has  not  been,  thus  far,  successful. 

Kii 

856 

Specimens  Showing  Probable  Etiological  Relation  of  Sphenoidal  Sinuses 
to  Some  Cases  of  Tic  Douloureaux.      Wii.mam  H.  Hakkim,  Trans.  N. 
Y.  Acad,  of  Med..  1913, 
Abstracted   In   The  LART:fooscopt,  June,  1918,  p.  710. 
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857 

Foreign   Body   (Instrument)   in  the  Sphenoid   Sinus.        I.   M.   Hkli.lk. 
Original  contribution  to  Tilt:   L.MtY.\(iOsioi't,  May,  1913,  p.  618. 

869 

Ethmoid   Abscess   Caused   by  the   Bacillus   Fusiformis   of   Plaut-Vlncent 
F.  H.  BiiAMir. 
Original  contribution  to  The  Laryngoscope,  Dec,  1913,  p.  1136. 

870 

Sarcoma  of  the  Ethmoid.       P.   Dbtay,   These  de   Monipelller,   1913. 

After  discussing  the  anatomy  of  the  ethmoid  and  the  etiology  of 
ethmoidal  sarcoma  the  author  reports  four  cases,  one  In  a  child  12  yeara 
(round-celled  sarcoma);  two  cases  of  fibro-sarcoma  in  patients  of  3J 
and  f)6  years  respectively;  and  the  fourth  patient,  19  years  old,  had  an 
orblto-nasal  sarcoma  of  ethmoid  origin  with  optic  atrophy.  Three  were 
operated  by  Mouret  and  the  fourth  by  Riche.  Ed. 

871 

Diseased  Conditions  of  Ethmoidal   Region.         F.    Embkrv,    Trans.    Phila. 
l>aryngol.   Soc,   March   18,  1913. 
Abstracted    in   Thk    Laky-n-goscope,    Dec,    1913,   p.    1172. 

872 

Osteoma   of  the   Ethmoid    Operated   According   to    Moure's    Method.       E 

EscAT   AND   J.    BoxzoMs,    Rev.    hebd.    de    Laryngol.,    March    1,    1913, 

p.    241. 

About  125  of  these  cases  are  reported  in  the  literature.     In  this  case 

the  patient,  25  years  old,  complained  chiefly  of  plugging  up  of  the  nose 

and  headaches.    An  osteoma  was  removed  after  two  trials   (by  Moure  a 

method) ;   the  first  trial  failed  because  the  instruments  were  not  strong 

enough.  Ed. 

873 

Closed  Empyema  of  Ethmoid  Labyrinth   Unrecognized  for  Several  Years 
Due  to  Closure  of  Anterior  Nares.       W.   FREUoKXTitAL,   Trans.   X.    Y. 
Acad,  of  Med.,  March  26,  1913. 
Abstracted  in  The  Laryngoscope.  Oct.,  1913,  p.   1020. 

881 
Applied   Anatomy  and    Intra-nasal    Surgery   of  the    Ethmoidal    Labyrinth 

H.     P.     MOSHER. 

Original    contribution    to   The    Laryngoscope,    Sept.,    1913,   p.    881. 

898 

Endothelioma  of  the  Maxillary  Sinus.        A.   Caminati.  Oaz.   degli   Osped. 
March,  1913. 
Clinical    and    histological    study    of   a    case   observed    in    a    boy    of    14 
years.    Histologically  the  tumor  proved  to  be  an  anglo-endothelioma. 

En 
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899 

stone  In  Antrum  of  Highmore.  N.  B.  Carson,  Interstate  Med.  /our., 
March,  1913,  p.  242. 
Patient,  man,  aged  67  years.  Symptoms:  thickening  of  cheelc,  ezoph- 
thalmus  of  left  eye,  downward  arching  of  hard  palate.  Operation  re- 
vealed tumor  in  antrum;  the  anterior  wall  of  the  antrum  was  destroyed. 
Just  over  the  alveolar  border  there  was  a  hard,  Irregularly  formed  stone 
<>bout  the  size  of  the  terminal  phalanx  of  the  little  finger.  The  whole 
superior  maxilla  and  the  eye  removed.  Stone  filled  with  light  yellow, 
hard,  granular  mass  mostly  composed  of  calcium  phosphate.  The  tu- 
mor was  a  pavcment-ceir  carcinoma.  Ed. 

903 

Method   of  Closing  a   Sinus   Between  the   Antrum  of   Highmore  and   the 
M«uth.     L.   W.   Dean,  Jour.  A.  M.  A.,  Nov.   1,   1913,  p.   1613. 
The   method   recommended  by   Dean   has  proved   successful   in  95   per 
cent  of  his  cases.  Eo. 

909 

Case  of  Sarcoma  of  the   Antrum.      B.    DofOLASS,  Trans.   X.   Y.   Acad,  of 
Med.,  1913. 
Abstracted    in   The   Labynqoscopf..   June,   1913,   p.   717. 

914 

Treatment  of  Chronic   Suppuration  of  Antrum   of   Highmore   With    New 
instrument.     E.  B.  Gleason,  Pa.  Med.  Jour.,  April,  1913,  and  Month- 
ly Cyclop.,  July,  1913. 
Abstracted  in  The  Lart.'<go8cope,  Dec,  1913,  p.  1172. 

915 

Diagnostic  and  Therapeutic  Value  of  Needle  Puncture  of  the  Maxillary 
Sinus.  H.  M.  GODDARD,  Pa.  Med.  Jour.,  April,  1913. 
After  discussing  the  technlc.  value  and  untoward  results,  Goddard  con- 
cludes: (1)  that  exploratory  needle  puncture  beneath  the  Inferior  tur- 
binate Is  by  far  the  best  means  of  diagnosing  antral  empyema;  (2)  that 
It  is  a  valuable  therapeutic  measure  In  all  cases  of  acute  suppuration  and 
In  many  cases  of  chronic  suppuration;  and  (4)  that  It  is  practically  safe 
and  should  be  used  in  every  rase  of  suspected  sinus  disease.  Eu. 

927 

The  Intra-nasal  Opening  of  the  Maxillary  Cavity.  Oswald  Levinstein, 
/jt»chr.  f.  haryngol,  Hd.  6.  Heft  3.  1913. 
The  writer's  method  is  a  combination  of  the  best  technics  in  vogue. 
By  submucous  elevation  he  separates  the  nasal  l)ony  wall  of  the  antrum 
from  Its  inuco-perlostpum;  the  latter  Is  then  incised  and  pushed  towards 
the  septum.  The  medial  wall  of  the  antrum  Is  then  removed  special  care 
being  taken  not  to  leave  a  separating  ridge  between  the  antrum  and  the 
floor  of  the  nose.  The  maxillary  cavity  can  then  be  thoroughly  inspected 
and  probed.  If  curetting  of  the  mucous  lining  of  the  antrum  seems  to 
l>e  Indlrnted.  radical  operation  through  the  canine  fossa  must  be  resorted 
to.    The  method  described  is  a  conservative  one,  both  as  regards  the  an- 
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trum  and  the  nasal  structures.  (While  it  is  already  apparent  that  this 
method  is  too  conservative  when  radical  treatment  of  the  antrum  Is  In- 
dicated, further  experience  with  it  will  have  to  prove  whether  It  Is  not 
too  radical  in  those  cases  that  may  be  cured  by  a  real  conservative 
method. — Ref. )  Glouau. 

938 

Unusual  Case  of  Osteoma  of  the  Superior  Maxilla.     M.    D.   Richik. 
Original  contribution   to  The  Laryngoscope,  Feb.,  1913,  p.   112. 

976 

Some  Remote  Effects  of  Chronic  Sinus  Suppuration.      R.  C.  Lyxch,  New 

Orleans  Med.  and  tSurg.  Jour.,  July,  1913. 
Abstracted  In  The  Laky.n'goscope,  Nov.,  1913,  p.  1077. 

980 

Ophthalmological  Diagnosis  of  Diseases  of  Accessory  Sinuses,  Especially 
of  Posterior.  U  Mkykr,  Med.  KUnik,  Xo.  1,  1913. 
The  author  discusses  the  relation  between  the  accessory  sinuses  and 
the  porus  opticus.  He  holds  that  enlargement  of  the  blind-spot  is  an 
earlier  and  more  valuable  diagnostic  symptom  of  accessory  sinus  affec- 
tion than  central  scotoma.  Ed. 

987 

Inflammatory   Affections   of    Nasal    Accessory   Sinuses    in    Children.       S. 
Oppe.xheimek,  Ardi.  of  Ped.,  Jan.,   1913,  p.   1. 
Abstracted  in  The  Lary.ngoscope,   June,   1913,  p.   678. 

991 

Sinus  Involvement  in  Nasal  Conditions.  F.  G.  Reynolds,  N.  W.  Med., 
June,  1913. 
Reynolds  points  out  the  large  number  of  cases  of  nasal  affections  in 
which  the  sinuses  are  Involved  as  shown  by  post-mortem  findings.  Rey- 
nolds further  points  out  the  relation  between  sinal,  ocular,  respiratory, 
car  and  general  systemic  disorders.  Diagnosis  and  treatment  are  dis- 
cussed and  five  cases  reported.  Ed. 

995 

Spirochete  Associated  with   Infections  of  Accessory  Sinuses.     R.   Tun'NI- 
ci.iKF,  Jour.  A.  M.  A.,  June  7,  1913. 
This  spirochete  may  be  colored  with  phenlc  gentian  violet.     In  four 
cases  it  was  found  In  connection  with  sinus  disease;  in  the  fifth,  with  se- 
vere acute  rhinitis.    Its  significance  has  not  been  determined.  Ed. 

996 

Hyperplastic  Inflammation  of  the  Mucosa  of  the  Accessory  Sinuses. 
Uffexokde,  Med.  Klinik,  No.  9,  1913. 
The  author  reports  a  case  in  which  he  had  to  perform  a  radical  opera- 
tion because  of  the  frequent  recurrence  of  polypi  removed  endo-nasally. 
The  results  of  the  operation,  even  from  a  cosmetic  point  of  view,  were 
excellent.  Ed. 
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1003 

Modern  History  of  Accessory   Nasal   Sinus   Disease.        J.    Wbiout. 
Original  contribution  to  The  Labyngoscope,  Feb.,  1913,  p.  81. 

1004 

Endo-craniat  Complications  Following  Chronic  Accessory  Sinus  Suppura- 
tion. \V.  ZtMAN.N,  Ztschr.  f.  Laryngol.,  Bd.  6.  Heft  4,  1913,  p.  545. 
.Man  of  ^7  years  suffered  for  ten  years  with  catarrli  and  occluded  nares. 
l.Ately  severe  frontal  lieadaclies,  fever,  apathy  and  fistulous  bursting  of 
pus  into  upper  eyelid.  Killlan  operation  on  left  side.  Cleansing  of  frontal 
and  anterior  ethmoid  cells.  Nevertheless  temperature  rose  and  stupor 
Increased.  Radical  operation  of  right  frontal  sinus.  Mucosa  thickened 
and  polypoid;  small  j>ortion  of  anterior  wall  of  frontal  sinus  rough  and 
of  yellow-grey  color.  Left  facial  paralysis;  paralysis  of  left  hypoglossus 
and  left  side  of  body.  Death.  Autopsy:  Necrosis  of  roof  of  orbit  and 
ethmoid;  meningitis;  on  upper  surface  of  right  anterior  frontal  pole  cor- 
tical abscess;  in  back  of  these  in  the  region  of  the  frontal  fold,  two  com- 
miinlcatlne  abscesses  with  smooth  pronounced  abscess  membrane. 

Ed. 

1012 

Treatment  of  Nasal   Sinus  Suppuration  by   Ionization.    J.  C.  G.  MacNab, 
Jour,   rif  lyitri/n'iol..   Dec,   11* Ki,  p.  C'42. 
Mac.N'ab  reports  a  number  of  absolute  cures  by  ionization  in  the  most 
unpromising  cases  and   describes   the   various   technics   In   the  different 
cases.  Ed. 

1018 

Value  of  Roentgen  Ray  as  Diagnostic  Aid  in  Diseases  of  Accessory 
Nasal  Cavities.  R.  H.  Parker,  /.  State  Med.  Soc,  Sept.,  1913. 
Parker  lIlustraleB  the  paper  wltli  three  radiograms,  one  showing  nor- 
mal sinuses,  one  empyema  of  the  right  antrum  and  the  third  empyema 
of  the  right  frontal  and  maxillary  sinus,  and  urges  the  use  of  the  x-ray 
as  a  supplement  to  other  diagnostic  measures.  Ed. 

1020 

New  Method  of  Preparing  Microscopic  Specimens  of  Sinuses  of  Face,  Es- 
pecially in  Infancy.        (.".    A.    T<>KKliiiANt.    Arrli.    int'-ni.    tie   Laryngol., 
March-April.  191:1.  p.  464. 
The  stages  of  the  process  are  as  follows:      1.  Fixation  and  hardening 
In  formalin;  for  the  skull  of  a  child  of  10  years,  for  Instance,  for  from 
four  to  six  days.     2.  Washing  for  one  day  under  running  water.     3.   De- 
calclilcatlon  In  a  :>  \yer  cent  nitric  acid  solution,  for  twenty  to  sixty  days. 
4.  Again  washing  under  running  water  for  one  day.    5.  Washing  in  solu- 
tion of  5  per  cent  alum  for  from  one  to  two  days.    6.  Embedding  In  gel- 
atin.    7.  Cooling.     X.  Hardening  for  five  to  ten  days  in  10  per  cent  for- 
malin. Ed. 

1022 

Edema  of  the  Glottis.     G.   K.  Coi.lihj,  .V.  Y.  Med.  Jour..  May   :i,    191  ,'t. 
Abstracted    In   Tiir.    Laryxooacopb,   Aug.,  1913,   p.    824. 
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1029 

Primary  Carcinoma  of  the  Epiglottis.  E.  >UyEB,  Arch.  /.  Laryngol.,  Bd. 
27,  Heft  3,  1913,  p.  588. 

Mayer  reviews  the  cases  cited  in  the  literature  and  shows  how  very 
rare  primary  carcinoma  of  the  epiglottis  Is,  especially  when  limited 
to  that  part  of  the  larynx.  Up  to  the  present  time  the  treatment  has 
consisted  of  surgical  intervention  or  the  use  of  radium  and  the  x-ray. 
Two  cases  are  reported: 

Vase  1:  Diagnosis,  probable  malignant  disease  of  the  epiglottis.  Sub- 
sequent history. — primary  epithelioma  of  the  larynx;  metastasis,  larjm- 
gectomy ;   death. 

Vase  2:  Man,  aged  64.  Slight  dtflftculty  in  swallowing,  especially  cold 
liquids.  General  condition  good;  edema  of  uvula,  numerous  small  white 
spots  on  tongue  and  inner  surface  of  cheek;  larynx  normal.  Diagnosis, 
leukoplakia  buccalis.  No  history  of  lues.  Temporary  improvement  after 
treatment,  but  after  seven  months,  dysphagia,  naso-phar>'ngeal  catarrh, 
and  white  patches.  After  three  weeks  deep  ulceration  surrounded  by 
thickened  mass  on  laryngeal  surface  of  epiglottis  which  pathological 
examination  proved  to  be  cylindrical-c^elled  carcimona.  Wassermann 
strongly  positive.  Patient  anesthetized,  suspension  laryngoscope  placed 
in  position  and  epiglottis  removed.  Excessive  bleeding  on  following 
day  checked  by  sprays  of  peroxld  of  hydrogen  and  Ice.  Before  patient 
left   hospital  salvarsan   also  administered.     Cure.  Ed. 

1030 

Large  Cyst  of  the  Epiglottis.  H.  Moultox. 
Original  contribution  to  The  Laryngoscope,  Dec,  1913,  p.  1139. 

1033 

Two  Cases  of  Subglottic  Tumor.  R.  H.  Woods,  Dublin  Med.  Jour.,  June, 
1913;  and  Jour,  of  Laryngol,  Oct.,  1913. 

Cose  1 :  Boy  of  11  years  with  granulation  mass  on  right  tracheal  wall 
just  over  the  bifurcation.  The  growth  was  removed  bronchoscopically, 
in  three  sittings.  The  glands  at  the  bifurcations  were  enlarged  but  grad- 
ually decreased  in  size.  No  definite  diagnosis  could  be  made  by  micro- 
scopic diagnosis. 

Vase  H:  Man  of  40  years  with  tumor  under  the  cords  apparently  fill- 
ing lumen  of  trachea.  Removal  by  external  method  which  showed  It  to 
present  from  the  posterior  surface  of  the  cricoid  cartilage.  Diagnosis, 
carcinoma.  Ed. 

1034 

Lesions  of  a  Special  Interest  for  the  Localization  of  Aphasic  Disorders. 
La  S.  Archambault,  Albany  Med.  Atui..  March,  1913,  p.  125. 
Arehambault  describes  two  cases  clinical  and  pathologically  and  con- 
cludes: (1)  that  a  lesion  of  the  third  left  frontal  convolution  in  a  right- 
handed  person  does  not  necessarily  cause  motor  aphasia;  and  (2)  that  a 
lesion  of  the  left  lenticular  region  In  a  right-handed  individual  is  suf- 
ficient to  produce  a  marked  permanent  motor  aphasia.  Ed. 
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1038 

standardization    of    Vocal    Training   from   the   Teacher-t   Standpoint.     H. 
Bbow.n. 
Original  contribution  to  The  Laky.ngoscope,  Jan.,  1913,  p.  21. 

1039 

stuttering  and  lt«  Treatment.     F.  A.  Brvast,  Med.  Rec,  Oct  4,  1913. 
Abstracted  In  The  Labysooscope,  Nov..  1913,  p.  1096. 

1043 

Caute*  of  Intermittency  In  Stuttering.     Chekvi.n,  Hemainc  med..  May  2S. 

I'ji::,  p.  2r.a. 

Chervln  says  that  the  frequent  disappearance  of  the  stuttering  for  days 
or  weeks  is  emotional  in  origin  and  treatment  should  be  directed  toward 
training  the  patient  to  resist  and  conquer  tendencies  to  emotional  pertur- 
bations. ^''• 

1044 

cinematography    of    the    Vocal    Cords    and    Their    Laryngeal    Annexes. 
CHEVKOTo.\  and  Vles.  Bull  Med.,  April  5,  1913. 
As  the  results  of  experiments  made  by  the  authors  In  the  laboratory  of 
Prof.  Franck.  a  technlc  has  been  developed  by  which  films  of  laryngeal 
Images  can  be  obtained.  ^''• 

1045 

Disturbances    in     Phonation    and     Articulation     in     Atrophin     Poisoning. 

J.  CisLEB,  Sbornik  lek.,  Nos.  1-2,  1913;  and  Ztschr.  f.  LaryngoX.,  Bd. 

6,  Heft  3,  1913. 
Clsler  ascertained  with  the  laryngoscope  that  such  disturbances  existed 
in  a  dog  poisoned  with  atrophin.  Ed. 

1046 

Congenital   Duplication  of  Vocal  Cords.    S.  Citelli,  BoU.  delle  Ual.  dtir 
Orecchio,  Sept.,  1913;  and  Arch.  /.  Laryngol,  Bd.  27,  Heft  3,  1913. 
Citelli  claims  priority  for  the  recognition  of  this  condition.     He  states 
that  slight  forms  are  to  be  found  in  55  per  cent  of  normal  human  larynges. 

Kd. 

1061 

Speech  reading,  a  Guide  for  Self-instruction.  S.  Puller,  Volta  Rev.,  SepL, 
1913,  p.  253. 
In  this  article  the  author  presents  a  plan  by  which  one  partially  or 
wholly  deaf  may  intelligently  study  his  own  mouth  either  with  or  with- 
out the  guidance  of  a  teacher  and  thus  acquire  the  ability  to  read  the 
lips  of  others.  The  article  Is  profusely  Illustrated.  Ed. 

1069 

Result  of  18  Year*  of  Research  Work  on  Voice  Production  and  Analysis. 
W.  HAi.r/xK  and  F.  S.  .Mi-<Krv. 
Original  contribution  to  The  L\RTsr,o«ropr,  Jan..  1913,  p.  5. 
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1071 

Need  of  a  Standard  in  Voice  Production.  W.  J.  Hk.nukhsu.v. 
Original  contribution  to  Thk  lyAKYNooscopK,  Jan.,  1913,  p.  1. 

1072 

Unilateral  Affection  of  the  Vocal  Cord.  P.  Hetmanx,  Arch,  intern,  de 
Laryngol.,  Jan.-Feb.,  ll»i:i,  p.  29. 
Heymann  points  out  that  monochordltis  may  be  of  catarrhal  origin  and 
that  a  diagnosis  can  only  be  made  after  very  careful  examination  and 
observation.  Great  caution  must  be  exercised  since  this  condition  may 
be  cancerous,  luetic  or  tubercular.  Ed. 

1080 

Report  of  a  Case  of  Aphthongia.   F.  V.  L^vuke.m. 
Original  contribution  to  The  Labvnooscope,  Jan.,  1913,  p.  59. 

1083 

Defects  of  Speech;    Stammering;    Dyslalia.    G.  Hudson-Makuen. 
Original  contribution  to  The  Lauyxgoscope,  March,  1913,  p.  227. 

1086 

Correction  of  Impediments  of  Speech  in  Our  Public  Schools.  H.  F. 
McBeath,  Jour.  A.  J/.  A.,  Xov.  1,  1913,  p.  1610. 
McBeath  severely  criticises  the  indifference  with  which  stammering  Is 
regarded.  It  can  easily  be  corrected  in  the  public  schools.  Treatment 
consists  in  perfecting  in  the  order  named  the  acts  of  respiration,  phona- 
tlon  and  articulation.  Eu. 

1089 

Vocal  Art  Science  from  the  Standpoint  of  Use  and  Abuse  of  the  Voice. 
F.  E.  Miller. 
Original  contribution  to  The  Lakyxgoscope,  Jan.,  1913,  p.  29. 

1092 

Human  and  Animal  Voice  in  Their  Relation  to  the  Anatomical  Structure 
of  the  Larynx.      J.  Xemai,  Arch.  f.  Laryngol,  Bd.  27,   Heft  3,  1913; 
and  Orvosi  Hetilap,  No.  21,  1913. 
The  glottis  of  animals  can  never  be  entirely  closed;   there  Is  always  a 
hiatus  Intervocalls  glottis  present.     These  anatomical  conditions  account 
tor  the  circumstance  that  the  animal  voice  is  never  truly  musical.  Ani- 
mals usually  also  keep  their  mouths  open  while  vocalizing.     The  fact  that 
the  hiatus  intervocalls  is  absent  and  the  glottis  can  be  entirely  closed  ac- 
counts for  the  musical  possibilities  of  the  human  voice.  Ed. 

1113 

Whisper  and  Conversational  Voice  in  Their  Relation  to  Each  Other.  J. 
Veis,  Arch.  f.  Ohrenh.,  Bd.  90,  Heft  3,  1913,  p.  200. 
The  following  conclusions  are  reached:  1.  The  test  of  hearing  by 
means  of  the  conversational  form  in  comparison  with  the  parallel  test 
In  a  whisper  is  Important  in  cases  of  marked  Impairment  of  hearing 
(whisper  less  than  1  cm.).  In  reference  to  diagnosis,  therapy  and  prog- 
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nosis;  a  test  with  the  whispered  voice  alone  gives  no  adequate  determina- 
tion of  the  actual  hearing  power.  2.  In  cases  of  otosclerosis  and  in  many 
cases  of  past  sui)puratlve  Inflammation  of  the  middle-ear  the  conversa- 
tion tone  was  heard  at  a  not  much  greater  distance  than  the  whisper, 
while  in  cases  of  labyrinthine  deafness  and  In  the  exudative  process  of 
middle-ear  affection  the  conversational  tone  was  heard  much  better  than 
the  whisper.  3.  In  this  latter  case  there  Is  more  promise  of  Improvement 
In  the  general  hearing  under  treatment.  4.  Improvement  In  hearing 
after  middle-ear  inflation  is  usually  In  regard  to  conversational  tone, 
that  for  whisper  being  only  slightly  or  not  at  all  Improved.  Ed. 

1118 

Vibrations  of  the  Vocal  Cords.    F.  Wethlo,  Utimme,  Aug.,  1913,  p.  329. 

This  Is  a  technical  and  mechanical  study  of  the  vibration  of  the  cords 
with  a  description  of  a  new  apparatus  for  this  study.  Ed. 

1122 

Edema  of  Larynx  and  the  Micro-biologic  Relations.  L.  Bar,  Rev.  hebd.  de 
Luryngol,  Aug.  9,  1913;  and  Ann.  des  Mai.  de  VOreille,  No.  7,  V913. 
Two  cases  are  reported  whose  symptoms  simulated  erysipelatous  laryn- 
gitis— Initial  chill,  series  of  slight  chills,  submaxillary  adenopathy  with 
localized  pain,  febrile  conditions  with  sudden  defervescence,  oscillations 
In  teniperaturo.  and  attacks  of  edematous  inflammations.  Bacteriological 
examination  showed  pneumococcl,  staphylococci,  streptococci,  and  splral- 
lo    \n'i«"i><i''  >ru.ihiwN  W.T..  f>f  innr..  tlu>rapeutlc  avail  than  use  of  serum. 

Ed. 

1124 

Diagnosis  and  Treatment  of  Syphilitic  Laryngitis.  J.  C.  Beck,  Jour.  A. 
M.  A.,  Sept.  27,  1913. 
The  various  types  are  enumerated  .mii  u.  scribed,  and  their  relative  fre- 
quency discussed.  Salvarsan  Is  succes.tful  In  the  early  treatment.  Since 
this  form  of  laryngitis  Is  no»  usually  painful,  local  treatment,  as  resection 
of  chancre,  calomel  or  lodol  InsufHations,  mild  solutions  of  silver  nitrate, 
etc.,  may  be  employed.  Tracheotomy,  incisions  of  bands,  resection  of 
clcatrlre<t  with  dl'at.ntlon  and.  in  cases  of  severe  perichondritis  causing 
obstruction,  laryngostomy  may  be  Indicated.  Ed. 

1137 

Report  of  Case  of  Ulceration  of  Larynx.  .1.  H.  Brtan,  Ann.  of  Olol, 
Sept.,  1913,  p.  811. 
Man,  aged  42  years,  had  attack  of  typhoid  and  was  apparently  con- 
valescing when  he  was  thought  to  take  cold  and  developed  a  slight 
laryngitis,  and  author  was  called.  tiaryngoscopic  examination  showed 
extensive  swelling  of  right  ventricular  band  which  overlapped  and  par- 
tially obscured  the  corresponding  true  vocal  cord;  deep  ulceration  on 
under-surface  of  the  ventricular  band  extending  to  free  margin  of  true 
cord.  Both  arytenoid  cartilages  were  markedly  swollen  and  posteriorly 
were  bathed  In  a  thin,  grayish  secretion.  Left  vocal  cord  moved  some- 
what on  Inspiration,  leaving  a  narrowed  glottis.  Tracheotomy  advised; 
later    in    day    eniergency    tracheotomy    performed    but    patient    died.     At 
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autopsy  both  arytenoid  cartilages  were  seen  completely  detached  and 
lying  loose  in  their  capsules.  This  case  shows  the  need  of  making  a 
regular  and  systematic  examination  of  the  upper  air  passages,  espe- 
cially of  larynx,  in  all  cases  of  typhoid.  Ed. 

1141 

Recognition  of  Early  Changes  in  the  Larynx  In  Tuberculosis. W.  E.  Ca8- 
srxHERRY,  Jour.  A.  M.  A.,  Nov.  15,  1913,  p.  1789. 
One  of  the  earliest  and  most  distinctive  of  the  initial  tubercular  changes 
in  the  larynx  and  one  which  may  proceed  by  years  any  more  active  devel- 
opment is  the  mammillated  hyperplasia  commencing  at  or  near  the  sub- 
glottic portion  of  the  base  of  the  vocal  process  and  gradually  marked  by 
a  furrow  in  the  vocal  angle.    At  this  stage  the  prognosis  Is  still  hopeful. 

Ed. 
1143 
Congenital  Laryngeal  Stridor.      C.\stellini,  Frat.  oto-rino-laringoiatrica. 
Bd.  13,  Xo.  9,  1913. 
This  affection,  which   is  also  known  as  respiratory  spasm  or  chronic 
glottic  spasm  In  children,  manifests  Itself  by  a  peculiar  Inspiratory  and 
expiratory  noise  similar  to  snoring.     It  Is  continual  and  is  accompanied 
by  a  slight  inspiratory  sinking  in  of  the  basis  of  the  thorax.    The  author 
used  bronchoscopy  under  narcosis  on  such  children  and  found  malforma- 
tions of  the  larynx,  clefts  of  glottis,  malformations  of  epiglottis  or  other 
anatomical   changes.     Castelllnl   discusses  the  pathologenesis.   diagnosis, 
prognosis  and  therapy  of  these  cases.  Ed. 

1144 

Epithelioma  of  Larynx.    T.  R.  Chambers,  Trans.  N.  Y.  Acad,  of  Med.,  Oct. 
22,  1913. 
Abstracted  in  The  Liart.\goscopk,  Dec.,  1913,  p.  1162. 

1147 

Epidermolysis  Bullosa  Hereditaria  of  the  Mucosa.  R.  A.  Coffix,  Trans. 
Am.  L.  Assn.,  1913,  p.  277. 
Coffin  reviews  the  literature  of  this  disease  and  reports  a  case  in  a 
man  of  37  years.  The  prognosis  Is  favorable  as  far  as  life  is  con- 
cerned but  the  prospect  of  cure  is  practically  impossible  at  the  present 
time,  although  one  or  two  cases  have  disappeared  later  in  life.  Arsenic 
has  been  the  most  successful  remedv  applied.  The  differential  diagnosis 
is  discussed.  H^d. 

1148 

Early  Laryngology  in  Philadelphia.     J.  Solis-Cohen,  Trans.  Phlla.  Larya- 
gol.  Soc,  Nov.  18,  1913. 
Abstracted  In  The  Larvxgoscope.  Jan.,  1914,  p.  80. 

1149 

Pharyngo-laryngeal    Psychopathy.         F.     T.    Collet.    Ann.    des    MaJ.    dc 
VOreilc.  Xo.  7,  1913. 
Collet  describes  a  case  of  nervous  aphonia   In   a  choreic   boy  of  11; 
one  of  difficult  deglutition   in  a  neurasthenic  woman   of  50;   a  nervous 
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cough  in  a  boy  of  17  who  afterward  developed  melancholia;  paralysis 
of  the  palate  in  a  neuropathic  elderly  woman,  and  a  case  of  extreme 
dyspnea  in  a  physician  of  50  who  passed  into  a  condition  of  manic- 
depressive  insanity.  Collet  emphasizes  the  necessity  of  extremely  careful 
examination  in  such  cases  to  exclude  organic  disease. — Ex. 

1152 

Laryngectomy  for  Cancer.     G.  W.  Chile,  Ann.  of  Surg.,  Aug.,  1913. 
Abstracted  in  Tut  L.kryxgoscope,  Dec.,  1913,  p.  1184. 

1154 

Comminuted  Fracture  of  the  Larynx.  D.  B.  Delavan,  Med.  Rec,  Nov.  22, 
1913,  p.  927. 
Delavan  records  this  case  of  a  man  who  made  a  living  principally  >iy 
the  exhibition  of  his  throat  at  various  medical  schools.  He  had  been 
hanged  by  &  band  of  outlaws  but  struggled  so  desperately  that  he  broke 
the  rope,  not,  however,  without  causing  a  multiple  fracture  of  his  larynx. 
His  loud  sterterous  breathing  again  attracted  the  bandits  who  returned 
and  stabl>ed  him  in  the  abdomen,  across  the  face,  over  the  forehead  and 
straight  across  the  throat  between  the  thyroid  and  cricoid  cartilages, 
dividing  the  crico-thyroid  membrane.  He  lay  exposed  until  next  morning 
when  he  was  found  severely  frost-bitten.     He  recovered.  Ed. 

1156 

End-result*  of  Two  Cases  of  Laryngeal  Carcinomata  on  Whom  an  Early 
External,  Conservative  Operation  Was  Performed.  Della  Vedova  and 
L.  Castku.a.m,  Ztachr.  f.  Larynyol.,  Bd.  6,  Heft  1,  1913,  p.  65. 
Cate  I :    Man  of  48  years.    Hoarseness  and  cough  for  last  eight  months. 
Epithelioma  of  left  vocal  cord  was  revealed  laryngoscopically  and  veri- 
fied   mlcroeropically.      I.aryngo-flssure,    removal    of   diseased    vocal    cord, 
pnd  tracheotomy  under  local  anesthesia.    Recovery  after  four  years.  Voice 
satisfactory  dup  to   formation  of  a  ronnt'ctivp-liasue  band  at  the  site   Df 
former  vocal  cord. 

Cate  -:  Man  of  t;ii  ycar.s;  hoarseness  since  one  year.  Tumor  of  right 
▼ocal  cord  which  histological  examination  proved  to  be  epithelioma. 
I^aryngo-flssure  and  removal  of  cord  under  local  anesthesia.    Recovery. 

Ed. 

1158 

Diagnosis  and  Treatment  of  Laryngeal  Tuberculosis.    F.  L.  Den.ms,  Jour. 
A.  M.  A..  Sept.  27,  1913.  p.   1219. 
Dennis  concludes  as  follows:  1.  Sufferers  from  tuberculosis  should  have 
their  throats  examined   early  and  often,  and   porsiatont   vigorous   treat- 
ment should  be  instituted  at  the  beginning  of  the  trouble  in  the.  larynx. 

2.  Proper  attention  to  the  general  condition  is  one  of  prime  importance. 

3.  Surgical  intervention  in  appropriate  cnses  offers  by  far  the  best  pros- 
pefts  of  perman»'iit  rrlii^f  i.nri  not  Infrt'fin'Mitly  is  of  mii'b  v.i,,..  as  a 
palliative  measure  f^O. 
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1163 

Histology  of  the  Larynx.   Kspinosa,  Inaugural  Ulsaertatlon,  Bern,  1913. 

By  his  elaborate  study  Esplnosa  explains  disturbance  of  the  voice,  secre- 
tion and  respiration  due  to  laryngeal  causes.  Ed. 

1167 

Larynx  of  Mammals.    V.  Fkukuvv.m.d,  ilonatachr.  f.  Ohrenh.,  Heft  2,  1913, 
p.   149. 
In   a   previously   published   paper   by   Albrecht    a    description    of    the 
larynges  of  tlie  tapir,  rhinoceros  and  elephant  was  omitted.  This  descrip- 
tion is  supplied  by  Fruehwald  In  his  illustrated  article.  Ed. 

1170 

Paralysis   of   the    Recurrent    Nerve    Due   to    Circulatory    Lesions.     J.   W. 
Gi.EiTSMA.NN,  Arch,  intern,  de  Laryngoh,  Jan.-Feb.,  1913,  and  Ued.  Rec,. 
Feb.  22,  1913. 
Abstracted  in  The  Laby.vgoscope,  Dec,  1913,  p.  1145. 

1171 

1.  Tumor  of  the  Larynx.    2.  Falsetto  Voice.  U.  Gl.o<iAU,  Trans.  \.  Y.  Acad. 
of  Med.,  1913. 
Abstracted  in  The  Laryngoscope,  July,  1913,  p.  787. 

1173 

Roentgenization  for  Non-malignant  Laryngeal  Vegetations.  A.  L.  Gray, 
Med.  Rev.,  March,  1913,  p.  88. 
Four  cases  are  reported  in  which  great  improvement  resulted.  In  two 
cases  the  growths  were  single,  one  involving  the  anterior  portion  of  the 
right  ventricle  and  right  vocal  cord,  and  the  other,  the  middle  of  the 
right  cord.  In  the  other  two  cases  the  growths  were  multiple,  one  in- 
volving both  cords  and  extending  to  the  epiglottis  and  trachea;  the  other 
was  multiple  on  the  right  cord.  Ed. 

1179 

Cases  Exhibiting  Laryngeal  Crises.    C.  E.  Ide. 

Original  contribution  to  The  Laryngoscope,  Sept.,  1913,  p.  936. 

1182 

Case  of  Acute  Dyspnea  in  a  Child  4  Months  Old.  C.    J.    Imperatobi. 

Trans.  N.  Y.  Acad,  of  .Med..  May  28.  1913. 
Abstracted  in  The  Laryngoscope,  Dec..  1913,  p.  1153. 

1189 

Chronic  Stenosis  of  Larynx  and  Trachea — Report  of  a  Case.    C.  A.  Leavy. 
Original  contribution  to  The  LAHYXdixscoPE,  Aug.,  1913,  p.  841. 

1191 

Development    and     Extension    of    the     Limits    of    Laryngology.      G.    A. 
Leland. 
Original  contribution  to  The  Larygoscope,  Dec,  1913,  p.  1121. 
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1192 

Laryngeal  Tuberculosis.  R.  Levy,  Jour.  A.  M.  A..,  May  17,  1913,  p.  1518. 
Levy  discusses  the  frequency,  early  symptoms,  diagnosis  and  treatment. 
He  advocates  rest  of  vcKal  cords  in  conjunction  with  rest  and  general 
hygienic  measure,  the  use  of  the  galvano-cautery,  injection  or  section  of 
the  superior  laryngeal  nerve,  and  the  use  of  tuberculin.  He  also  urges 
the  securing  of  proper  nasal  respiration.  Ed. 

1194 

Fibroma  of  the  Larynx.     F.  O.  L»:wis,  Trans.  Phlla.  Laryngol.  See,  Nov. 
18,  1913. 
Abstracted  in  Tut  L.\ry.noo8copk.  Jan.,  1914,  p.  79. 

1200 

Differential  Diagnosis  and  Treatment  of  Chronic  Larynrgitls.  E.  Mayer, 
Jour.  A.  Jd.  A.,  Sept.  27,  1913,  p.  121o. 
As  etiological  factors  .Mayer  mentions  obstructive  conditions  of  the 
nose,  chronic  catarrhal  conditions  of  the  naso-pharynx  which  may  extend 
to  the  larynx,  and  elongated  uvula  or  its  papillomatous  tip.  Hypertrophiea 
lingual  tonsils,  follicular  pharyngitis,  pressure  in  auditory  canal,  consti- 
tutional digestive  and  cardiac  disturbances,  pressure  of  new  growths  or 
enlarged  glands,  dusty  occupations  and  exposure  to  gases,  alcohol,  tobacco, 
sudden  changes  in  temperature,  improper  use  of  voice,  etc.,  are  also  fac- 
tors detailed.    Treatment  .-ind  rli.iirnostic  methods  are  discussed.  Ed. 

1201 

The  Semon  Lectures  at  the  University  of  London.  P.  McBride,  Jour,  of 
Lnri/ngol.,  April,  1913. 
In  the  first  lecture  .McBride  confined  himself  to  personal  details  and 
gave  historical  and  biographical  data;  In  the  second  McBride  discussed 
the  significance  of  Semon's  contributions  to  literature.  These  lectures 
were  delivered  In  honor  of  Sir  Felix  and  In  recognition  of  his  position  In 
laryngology.  Ed. 

1202 

Laryngeal  Papilloma  In  a  Child.      J.  McCoy,  Trans.  N.  Y.  Acad,  of  Med., 
.March  26,  1913. 
Abstracted  In  Tm-    I,\kvn(;i>s<(>pk,  Oct  ,   lOKt.  p.   1027. 

1206 

Hemorrhage  In  Endo-laryngeal  Interventions.  Mkkmod,  Arch,  intern,  (le 
l.nryntj'it..  May-.lune,  1913;  and  Arch.  fjen.  ile  Mrd..  Aug..  1913,  p.  677. 
Hemophilia,  arteriosclerosis,  menstruation,  and  acute  inflammatory  con 
ditlons  are  contra-lndlcalive  to  operation.  Simple  growths  bleed  little, 
tuberculous  growths  bleed  more  than  do  the  cancerous.  The  cold  snare 
!■;  less  dangerous  than  the  cutting  forceps  or  curettes.  If  the  ralvano 
cautery  be  used  too  roughly  or  at  Uw  Intense  a  temp<'rature,  severe  hem- 
orrhage may  result.  Merniod  diiK-UKses  In  detail  the  methods  of  treat 
ment-heat  and  cold,  styptics,  direct  or  indirect  compression,  forci-pres- 
sure,  Kt'iii-rnl  nienfiiiri'R  imd  Hiin-'lnil  inciiHiires  as  tracheotomy  or  thyrot- 
oiu  > .  Eo. 
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1218 

Angioma   of  the    Larynx,  Especially    Its    Relation   to   Clironic   Laryngitis. 
JoH.N'  Phillips,  Am.  Jour.  Dis.  ol  Children,  Feb.,  1913. 
Abstracted  In  The  LAByjiooscoPE,  Oct.,  1913,  p.  971. 

1222 

Fracture  of   Larynx  Through   Blow   From    Hoof  of   Horse.      Pbinceteao, 

Jour.  de  Mea.  dc  Bordeaux,  Aug.  10,  1913. 
Case  of  man  who  was  kicked  In  the  right  lateral  region  of  his  neck 
by  a  horse.  The  iron  left  Its  mark  on  the  horizontal  portion  of  the  in- 
ferior maxilla  and  on  the  right  side  of  the  laryngotracheal  tube.  Slight 
vomiting  of  blood,  syncope,  dyspnea  and  Intense  wheezing,  in  view  of 
the  absence  of  hemorrhage,  displacement  of  the  fragments,  hematic  edema 
of  the  cords  or  sub-glottlc  displacement,  laryngectomy  following  suture 
of  the  cartilaginous  fragments  was  not  performed.  The  patient  recovered 
though  he  still  has  a  slight  hoarseness  which  is  agitated  by  a  slight  grat- 
ing of  the  left  arytenoid.  Ed. 

1225 

New  Method  of  Examining  Larynx  and  Trachea  Roentgenographlcally. 
A.  Rethi,  Ztschr.  f.  Laryngol,  Bd.  6,  Heft  1,  1913,  p.  27. 
A  film  is  placed  directly  behind  the  larynx  in  the  hypo-pharynx  and 
the  exposure  is  made  backwards.  The  film  must  be  cut  the  right  size 
and  packed  properly;  the  pharynx  and  hypo-pharynx  must  be  properly 
anesthetized.  In  the  skiagram  the  body  of  the  hyoid  bone,  the  body  of 
the  thyroid,  the  false  and  true  cords,  the  sinus  and  occasionally  the 
glottis  are  discernible.  Recurrent  paralysis,  stenosis,  malignant  disease, 
etc.,  can  be  determined  in  this  way.  Ed. 

1227 

Angioma  of  the   Larynx.  H.  O.  Run,  Avi.  Jour.  Children's  Dis.,  Feb.,  1913. 
Child  of  9  months.     Following  measles,  hoarseness,   croupous  cough, 
dysphagia,  inspiratory  stridor  and  finally  pneumonia.     Death.     Autopsy 
revealed  laryngeal  angioma.  Ed. 

1230 

Case    of    Hodgkins    Disease    With    Pressure    Symptoms    on    Larynx    and 
Esophagus.     \Vm.  A.   Scruto.n,  Trans.   X.   Y.  Acad,  of  Med.,  Jan.  22, 
1913. 
Abstracted  in  The  L.\ryngoscope,  June,  1913,  p.  715. 

1235 

Grippal  Laryngeal  Stenosis  Cured  by  Fibrolysis.  N.  Thibebge,  Xew- Or- 
leans Med.  and  Surg.  Jour.,  Sept.,  1913,  p.  225. 
A  child  of  2V^  years  gradually  developed  cyanosis,  due  to  exposure, 
necessitating  tracheotomy.  The  culture  showed  only  grip;  160,000  units 
were  administered  without  benefit  but  with  little  anaphylaxis.  The  in- 
ability to  dispense  with  the  tube  due  to  ankylosis  of  the  aryteno-cricoid 
joint  was  relieved  by  injecting  fibrolysin.  Scheppegrell. 


I 
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1238 

Case  of  Laryngeal  Growth.     S.  \V.  Thibbeb,  Trans.  X.  Y.  Acad,  of  Med., 
March  26,  1913. 
Abstracted  In  The  Laky.ngoscope,  Oct,  1913,  p.  1022. 

1243 

study  of  Innocent  Growths  of  the  Larynx  Illustrated  With  Eight  Cases. 
J.  W.  Wouii. 
Original  contribution  to  Thk  Laby.ngoscope,  March,  1913,  p.  161. 

1247 

Celluloid  Doll  In  Left  Bronchus.      Balt.\b  Cobtes,  Rev.  cspan.  de  Larin- 
got.,  .lan.-Feb.,   1913. 
By  means  of  Briitnlngs"  tubes  the  author  successfully  removed  a  cel- 
luloid  doll   which  had   been   in   the  left  bronchus  for  two  months. 

Ed. 

1258 

Almost  Total  Section  of  Trachea  In  a  General  Paralytic.  Ch.\.lier  .\nd 
BovET,  Lvon  Med.,  April  27,  1913. 
The  trachea  was  almost  entirely  cut  through;  the  large  vessels,  how- 
I  vir,  were  not  injured.  Severe  hemorrhage  from  thyroid  which  was  also 
Injured.  Cnly  the  perichondrium  was  sewed  together;  the  skin  wound 
was  left  open  to  avoid  emphysema.  Ed. 

1260 

Broncholith,  Bronchial  Calculus  or  Lung  Stone.  W.  F.  Chappell,  Trans. 
Am.  L.  Assn.,  1913,  p.  253. 
Woman,  aged  52,  complained  of  throat  trouble  for  some  time  but  not 
serioi.s  until  she  was  suddenly  seized  with  an  attack  of  wheezing  ac- 
companied by  spaAnodic  attacks  of  coughing.  Intense  tickling  in  her 
throat  and  slight  expectoration.  A  few  days  later,  severe  coughing  fit 
and  email  calcarlous  mass  expelled;  tickling  relieved  but  wheezing  con- 
tinued. After  another  few  days  large  calcarlous  piece  expectorated  dur- 
ing coughing  spell  which  relieved  all  the  symptoms.  After  few  months 
another  calculus  was  coughed  up  which  Joins  with  former  and  forma  a 
round  piece,  the  size  of  a  nickel.  Chemically  It  consists  of  phosphate  of 
lime.  En. 

1262 

Removal  of  a  Foreign  Body  from  the  Inferior  Secondary  Left  Bronchus 
('HKVAi,.  See.  clln.  des   Hop.  de  Brux..  April   19,   1913. 
Child  of  5  years  aspirated  a  shoe-button;  attempted  extraction  through 
the  tracheotomy  wound.     X-ray  showed   the  foreign  body  in   the  sixt!- 

'•■'•    '"• "•■'    ■•■-■■■       ■' -.1    hy    Inwrr   hronrti       n    ■        n   .    :. 


1264 

Intra-tracheal  Insufflation  Anesthesia  'N    \mi  \V.  M.  Bootiibt, 

Ann.  of  Sura.,  .'an  .   19ir! 
Abstr.i(t<(i    In    TiiK    l.\in  vig. 
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1269 

Emergency  Tracheotomy.     A.   Uk.vkik,  Med.  Klinik,  Jan.  5,  1913. 
Abstracted  In  The  Labv.nooscope,  Aug.,   1913,  p.   866. 

1287 

Primary  Carcinomata  of  the  Air  Passagei.  1'.    Heymass,    Zt$chr.    f. 

l.arynyol.,  Bd.  6.  Heft  5,  1913,  p.  735. 
Because  of  the  slow  growth  an  erroneous  diagnosis  of  bronchial 
asthma  was  at  first  made.  Tracheoscopy  revealed  tumor  on  anterior 
tracheal  wall  to  the  right  of  its  union  with  right  bronchus.  By  the 
direct  method  a  specimen  was  excised,  examined  microscopically  and 
found  to  be  carcinoma.  By  Gluck's  method  the  whole  trachea  was  re- 
moved and  prosthesis  performed  after  fourteen  days,  consisting  of  in- 
serting an  elastic  drainage  tube  which  was  fastened  around  the  neck. 
The  man  (aged  26  years)  is  at  work.  Ed. 

1307 

Tracheal  Obstruction  Due  to  Thymus.  H.  L.  Lyxah,  Arch,  of  Ped.,  Sept., 
1913. 
In  the  case  of  this  boy,  aged  3'/^  years,  the  dyspnea  was  relieved  by 
Intubation  but  returned  after  removal  of  the  tube  and  mother  refused 
to  permit  surgical  intervention  or  re-intubatlon.  It  Is  interesting  to 
note  that  this  child  received  two  injections  of  antitoxic  sera  without 
anaphylaxis,  and  that,  though  asthmatic  since  birth,  the  child  had  never 
had  convulsions.  Ed. 

1309 

Tracheal  Obstruction  Due  to  Thymus  Enlargement.     Joii.v  E.  Mackestt, 
Trans.  N.  Y.  Acad,  of  Med.,  Jan.  22,  1913. 
Abstracted  in  The  Laky.xgoscoi'e,  June,  1913,  p.  712. 

1310 

Difficult  Decanulement  Due  to  Curvature  of  Tracheal  Wall.  M.  M.\ssixi, 
Jahrb.  f.  Kinderh.,  Bd.  76,  1913,  p.  402. 
Boy  of  11^  years  with  valve  stenoses  of  the  trachea.  Intubation  with- 
out results;  finally  Schmieden's  bougie  canula  employed  with  success. 
The  administration  of  diphtheria  serum  often  makes  it  possible  to  re- 
move the  canula  after  twenty-four  hours  and  thus  prevent  stenosis. 

Ed. 

1342 

Unusual  Case  of  Leech  in  the  Trachea.  A.  Zogr.\fides,  Monatschr.  f. 
onrenh.:  Heft  1,  1913,  p.  65. 
Patient  was  a  hunter.  40  years  old.  Diagnosis  of  laryngeal  tuberculosis 
was  made  because  of  the  dyspnea,  attacks  of  coughing,  bloody  expectora- 
tion, and  dysphagia.  A  leech  was  discovered  in  the  larynx  but  it  fell  into 
the  trachea  upon  attempted  removal.  It  was  finally  removed  by  tracheo- 
scopy. Ed 
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1346 

Early  Diagnosit  of  Cancer  of  the  Esophagus.    A.  B.<88leb,  Jour.  A.  M.  A, 
April  26,  1913.  p.  1283. 
Abstracted  In  The  Labt.nooscope,  Sept.,  1913,  p.  957. 

1350 

Open  Safety-pin  in  Esophagus  of  Baby  Three  Months  Old.  T.  L.  Black- 
BLR.v,  Med.  Jour.  South  Africa,  Sept.,  1913,  p.  46. 
No  disturbance  in  digestive  or  respiratory  organs.  Radiograph  showed 
open  pin  In  esophagus  point  up.  toward  the  middle  of  sternum.  After 
eight  days  pin  pushed  to  pylorus  and  two  days  later  stomach  opened 
and  pin  removed;  suture  of  wall  of  stomach;   rapid  recovery.  Ed. 

1354 

Foreign  Bodies  in  the  Esophagus.  C.  O.  Coaklet.  Trans.  Am.  L.  A»sn, 
1913,  p.  248. 
Boy  of  16  years  swallowed  a  piece  of  the  plate,  while  eating  soup. 
X-ray  showed  foreign  body  In  larj-nx;  temperature  of  patient  105'^  F.: 
rapid  pulse  and  suspicious  pneumonic  areas  In  right  lung.  Esophago- 
Bcoplc  removal;  death  after  fourteen  hours  from  acute  septic  pneumonia. 
The  other  case  reported  Is  that  of  a  child  who  swallowed  a  coin,  the 
size  of  a  quarter  which  remained  In  the  esophagus  for  five  days  with- 
out even  Interfering  with  deglutition.    Recovery.  Eto. 

1359 

Congenital  Occlusions  of  the  Esophagus  and  Lesser  Bowel.  G.  H.  Edino- 
Tox,  Glasgow  Med.  Jour.,  Juiy-Aug.,  1913. 
Abstracted  in  The  LARVNooscorr.  Jan.,  1914,  p.  51. 

1375 

Removal  of   Foreign   Bodies  from   Upper   End  of  the   Esophagus.     R.   H. 
JonN.sTox. 
Original  contribution  to  Thr  I.,arynooacope,  July,  1913,  p.  761. 

1390 

Foreign  Body   (Set  of  Teeth)  Tolerated  in  the  Esophagus  Without  Much 
Reaction  for  27  Days.     ('..  LirnAiLT,  Rev.  hebd.  de  Laryngol.,  April  5, 
1913,  p.  401. 
Abstracted  In  The  Labynooscope,  Aug.,  1913,  p.  818. 

1391 

Esophageal  Tuberculosis,  a  Critical  Review.      I..  U.  Ukkarp. 
OrlKlnnl   contribution   to   Tiir    I.AiivMioscopE,   May,   1913,   p.   561. 

1396 

Some  Interesting  Esophageal  Cases.     W.   P.   Ml(.i.8PAUaH. 
Original  contribution  to  The  LART.^oo«^oPE.  Sept,  1913,  p.  938. 
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1403 

Spasm*  of  Etophagu*.  J.  O.  Rauasa,  Arch,  intern,  de  Laryngol.,  March- 
April,  lai;'.,  p.  430. 
Girl  of  16  years  complained  of  gastric  disorder.  Examination  showed 
spasm  of  both  upper  and  lower  end  of  esophagus.  The  author  found  that 
a  sub-cutaneous  morphin  Injection  prior  to  the  eeophagoscopy  was  very 
valuable.  Eo. 

1426 

Removal   of   Foreign   Body   from    Esophagus.     Removal    of   Foreign   Sub- 
stance from  Both  Bronchi.    S.  Ya.nkalek,  Trans.  N.  Y.  Acad,  of  iled., 
Jan.  22,  1913. 
Abstract  In  Tiik  Lahyncioscope,  July,  1913,  p.  790. 

1428 

Clinical   Results  of  Nasal  Treatment  in  Asthma.       \V.   J.  Abbott,   Cleve- 
land Med.  Jour.,  March,   1913. 
Abstracted  iu  Thk  L.auy.ngoscope,  Sept.,  1913,  p.  957. 

1444 

Anaphylaxis  and  Asthma.  J.  ^LvTTHE^vs,  Med.  liec,  Sept.  20,  1913,  p.  512. 
In  9U  per  cent  of  the  cases  treated  within  the  last  four  years,  Matthews 
states  that  the  principal  lesion  was  in  the  upper  air  tract  Chronic  sup- 
puration or  retention  of  mucoid  secretions  In.  the  nose  or  accessory 
sinuses  occurred  in  the  majority  of  the  cases.  Each  case  requires  in- 
dividual therapeutic  measures  and,  according  to  the  author,  permanent 
cure  is  doubtful,  for  susceptibility  remains  throughout  life  and  thj  symp- 
toms re-occur  whenever  there  is  production  and  re-absorptlon  of  the  spe- 
cilic  antigen  to  which  the  individual  is  sensitive.  Eu. 

1455 

Bronchoscopy  and   Esophagoscopy.    A.  E.  BUI.80X,  Ind.  State  Med.  Aitn. 
Jour.,  April,   1913. 
Abstracted  in  The  Laryngoscope,  Sept.,  1913,  p.  954. 

1459 

Foreign   Body   in   Right  Bronchus;    Lower   Bronchoscopy;    Successful   Ex 
traction.     G.  H.  Cocks,  Med.  Record,  July  5,  1913. 
Abstracted  In  The  Laryngoscope,  Oct,  1913,  p.  1031. 

1462 

Personal  Observations  with  Suspension    Laryngoscopy.  W.  Frkcdesthai., 
Med  Rec,  Feb.  22,  1913. 
Abstracted  in  The  Laryngoscope,  Jan.,  1914,  p.  54. 

1467 

Two  Fatalities  In  Bronchoscopic  Removal  of  Foreign  Bodies. V.  Hi.nsbebo, 

•/Aschr.  f.  Ohrenh.,  Bd.  68,  Heft  2-3,  1913,   p.   ISO. 

Case  1:     Woman  of  36  years  swallowed  plum-pit;   suffocating  attacks. 

X-iay  examination  did  not  reveal  foreign  body.     Bronchoscopy  showed  pit 

In  the  main  bronchus.     In  removing  It  with  a  claw-forceps.  It  slipped  at 
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the  epiglottis;  dyspnea  and  cyanosis.  Bronchoscopy  revealed  pit  In  left 
upper  lobe  of  the  bronchus  and  main  bronchus.  Very  difficult  breathing. 
Ueath  on  next  day.  At  autopsy  the  right  lung  was  found  to  be  very  much 
contracted;  In  the  right  upper  lobe  bronchus  the  pit  was  found,  firmly 
embedded.  To  guard  against  the  danger  of  the  foreign  body  escaping  at 
the  epiglottis  the  author  recommends  the  Bruenings'  bronchial  protector. 

fate  J?:  Boy  of  14  swallowed  collar  button.  Roentgen  plate  showed 
button  In  the  left  lung  behind  the  sixth  rib  near  the  vertebral  column. 
Bronchoscopy  showed  It  embedded  In  granulation  tissue  wholly  occlud- 
ing lumen  of  bronchus,  various  methods  of  removal  failed.  During  an 
attempt  to  remove  it  with  blunt-pointed  tenaculum  severe  hemorrhage 
resulted.     Death.  Ed. 

1470 
Foreign  Body  in  Larynx  and  Trachea  Removed  by  the  Aid  of  the  Suspen- 
sion Laryngotcope.    S.  Iglaueb. 

Original  contribution   to  The  Labtxooscoti  1'J13,  p.   706. 

1471 

Suspension  Laryngoscopy  With  Report  of  Cases.    S.  Iglaueb. 
Original  contributioa  to  Thk   Laky.vuoscope,  June,  1913,  p.  683. 

1474 

Recent    Progress    of    Endoscopic    Methods    as    Applied    to    the    Larynx. 
Trachea,   Bronchi,   Esophagus  and   Stomach.       C.    Jackson. 
Original   contribution   to  Thk   Labt-ngoscope,  July,  1913,  p.   721. 

1475 

Recent  Cases  of  Esophagoscopy,  Bronchoscopy  and  Laryngoscopy.  R.  H. 
JoMN.STO.N,  Am.  Jour,  of  Surg.,  July,  1913. 
The  first  case,  a  little  girl,  had  swallowed  a  penny;  the  second,  man 
of  39  years,  was  a  case  of  stricture  at  the  upper  end  of  the  esophagus 
which  was  gradually  dilated  with  graduated  olive  points;  the  third,  a 
boy  of  7,  swallowed  a  grain  of  corn  which  lodged  in  the  right  bronchus 
and  was  removed  by  bronchoscopy;  the  fourth,  a  boy  of  2,  asplratod  a 
water-melon  seed  which  was  removed  with  tracheoscope;  in  the  fifth  case 
a  papilloma  was  removed  from  the  left  vocal  cord  by  the  indirect  (mir- 
ror) method  from  a  man  of  30  years,  and  later  a  large  tumor  mass  from 
the  right  false  cord.  Ki. 

1476 

Probable  Tumor  of  the  Lung  Diagnosed  by  Upp«r  Bronchoscopy.     K.   H 
**T0X. 

il  contribution  to  Tin    i.Miv.Nciosion  i;»l3,  p.  iir>. 

1478 

Some  Original  Endoscopic  Methods.       R.    il.    Jornstox. 
Original  contribution   to  Trtr   I,»bvn'"»«">">-    \>i>-    i'h*    •,    r,07 

1485 

New  Principle   in   Esophagoscopy  and   Oastroscopy.     H     l.i  inn. 

"/  Hwrcr..  Jan..  1913. 
Abstracted  In  The  I^ARTXRostopK,  May,  1913,  p.  n9\. 
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1187 

Removal  of  a   Dime  from  the   Larynx  After   Eighteen   Montht  by   Direct 
Laryngoscopy.     J.  K.   .\UtKK.NTV,  Trans.  N.  Y.   Acad,  ol   .\Ied.,   .March 
26,  1913. 
Abstracted  In  The  Lakyxooscope,  Oct.,  1913,  p.  1025. 

1488 

Removal  of  a  Stick-pin  from  Bronchus.  J.  S.  .M.vc.me,  Jour.-Lancet,  Aug. 
15,  1913. 
The  pin  was  localized  by  the  x-ray  and  stereoscope  and  removed  by 
means  of  the  bronchoscope.  The  chief  difBculty  was  to  enter  the  point  of 
the  pin  Into  the  lumen  of  the  bronchoscope,  but  It  was  eventually  ex- 
tracted by  means  of  a  long  KilUan-Llttle  alligator-jaw  forceps.  The  only 
disturbance  tho  i>iTi  had  caused  was  an  occasional  coughing  fit.         Eu. 

1504 

Tracheo-bronchoscopy  for  the  Removal  of  Foreign  Body.  J.  R.  KouEit.'s. 
Mich.  State  McU.  .S'oc.  Jour.,  April,  1913. 
Girl  of  15  swallowed  two-inch  belt  pin.  At  first  mild  paroxysm  of 
coughing  but  later  no  dyspnea  and  very  slight  dysphagia.  Radiographic 
plates  revealed  Indefinite  location.  Tracheoscopy;  tube  passed  into  both 
bronchi  but  pin  not  found.  A  week  later  tracheoscopy  again  performed 
and  pin  located  in  depth  of  bronchus  and  removed.     Xo  ill-effects. 

Ed. 

1506 

Pin  Imbedded  in  Bronchus  Removed  by  Inferior  Bronchoscopy.     -  •< 

and  VKi.NAiin,  Lyon  Med.,  April  13,  1913. 
The  point  was  Imbedded  in  the  bronchial  mucosa;   the  glass  head  was 
not  visible.     The  point  was  freed  and   the  pin  extracted.     The   authors 
mention  how  little  danger  there  is  in  careful  tracheotomy  without  anes 
t.'3esia  and  how  much  easier  such  a  procedure  makes  all  subsequent  work. 

Ed. 

1510 

The  Extended  Application  of  Killian's  Suspension  Laryngoscopy.  A. 
SEiFtraT,  Ztschr.  f.  Lari/ngol.,  Vol.  6,  Xo.  4,  1913. 
By  means  of  a  special  distension  speculum  the  writer  removed  foreign 
bodies  from  the  hypo-pharynx  and  esophagus.  He  also  succeeded  in 
performing  bronchoscopy  and  esophagoscopy  and  In  removing  foreign 
bodies,  from  the  trachea  while  the  patient's  head  was  suspended  by 
Killian's  instrument.  The  writer  had  suspension  laryngoscopy  performed 
on   himself   and   considers   it   a   very   pleasant    procedure.  (:,,„>.■ 

1511 

Safety-pin   Removed  from   Larynx  of  Child  by  Direct   Laryngoscopy.     H. 
Smith.  A*,  y.  Med.  Jour..  Aug.  16,  1913. 
Abstracted  In  The  L.kky.n-goscope.  Xov.,  1913,  p.  1097. 

1514 

Direct   Laryngoscopy,  Trachei-bronchoscopy  and    Esophagoscopy.       A.  L. 
TiKXER  AND  J.  S.  Fr.\sek.  Ediii.  Mcd.  Jour.,  Jan.-Feb.,  1913,  p.  6. 
Abstracted  In  The  Lartxooscope.  July,  1913,  p.  760. 
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1519 

Surgical  Treatment  of  Laryngeal  Tuberculosis.  N.  Aknoi.usun.  Anlt.  1. 
Liiryngul.,  Bd.  27,  Hefl  1.  1913. 
Thirty-four  cases  are  reported.  The  immediate  results  were  usually 
good,  but  did  not  remain  so,  permanently.  Arnoldson  discusses  minutely 
Indications  and  contra-indlcatlcns  In  the  various  affections  in  the- various 
paru  of  the  larynx.  In  forty-two  cases  of  amputation  of  the  epiglottis 
Improvement  was  marked  so  that  this  procedure  Is  advocated  in  cases 
where  the  dysphagia  Is  due  to  epiglottic  disease.  Ed. 

1520 

Galvano-plastic  Treatment  of  Tuberculosis  of  the  Larynx.     1..   1!ah,  Arcli. 
intiru.  ill-  I.iiiiiii;ii/l..  Sept.-Oct.,  1913,  p.  ;',Sii. 
.Mermods    method    is    highly    recommended.     Bar,    however,    mentions 
certain  (ontra-indiiations— nervousness  of  patient,  laryngeal  stenosis,  etc. 

Km. 

1527 

Best  Method  of  Removing  Larynx.      R.   !'  /'.    Hal.  de  Laryngol.. 

July  15,  1»13,  p.  111. 
Ahstracted  in  TiiK  I.AKYSoosfoi'K,  .Marcli,   I'll,  p.  218. 

1530 

Case  of  Complete  Laryngectomy  Under  Cocain  Anesthesia.     F.   D.   Boyd, 
Tex.  atatc  Jo<i-     ■■•    "■'/..   May,   1913. 
A  solution  of  0.''  ■    cent  cocain  was  used.     The  patient  was  in- 

structed to  raise  bis  fortHnger  when  there  was  the  slightest  pain  and 
then   more  cocain  was  Injected.     Hajek's  technlc  was  employed.       Ku. 

1535 

Removal  of  Singer's  Nodes  by  Orthoscopic  Method,  lii  v-.  I.a  Policlin . 
April  1,  lai.!. 
The  epiglottis  was  painted  with  a  cocain  solution  and  the  superior 
laryngeal  nerve  anesthetized  with  Injection  of  novocain  and  alcohol. 
However,  chloroform  had  also  to  be  used  since  the  patient  could  not  tol- 
erate the  Introducti  '«'  (Hill's).     Result  excellent.  Kd. 

1536 

Experimental  Surgery  of  the  Trachea       re.,  ml.  ili  Otol., 

.Ian.   l!»i:i,   and   Anli.    f.    Larvnyol..   Bd.   27,   Heft   2,    1913. 
Caldf-ra   rteTiiiiriiii:it.ii    In    .mm  riim  rit«     on     animals     that   transverse 
trmhral   woiii":  ifcctlon   be  avoided  and   if  the 

margins  of  ttir'  wound  ii<-  i.-irinuiy  adjusted.  An  isolated  piece  of 
trachea  Joins  Itself  to  the  upi>er  and  lower  stump  with  the  help  of  con- 
nective   ttsttiie   and    this   also    happeti  when    the   piece    has   been 

t}<oIatcd    an    Idiie   :m    two   d.-iVK  Kti 

1566 

Calcium  Bromid  In  the  Treatment  of  Laryngo-spasm  and  Tetany. 
B.  OmrNFKi.orB,  Thernp.  Monatxch.,  June,  1913. 
After  a  two  years'  experience  wlA  calcium  hromtd,  the  author  recom- 
mends it.  feellnjf  that  It  Ix  a  more  rapid  narcotic  than  other  bromid  aalts. 
The  spa«ms  usually  dlsap|>eAred  In  a  few  days  when  2.0  g  a  day  were 
administered.  Kn. 
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1567 

Tracheo-bronchlal  Injection  In  Asthma  Treatment.  Gbleswald,  liueticti. 
Med.  Wchnschr.,  So.  20,  1913,  p.  1377. 
With  the  laryngeal  syrlage  1  ccm.  of  a  1:10,000  solution  of  Buprarenin 
(adrenalin)  Is  Injected  through  the  glottis  Into  the  trachea.  One  In- 
jection .auflSces  to  abort  an  attack  of  Idiopathic  bronchial  asthma  and 
prevent  recurrence  for  months.  This  method  has  not,  however,  proved 
successful  In  retlex  asthma  or  in  hay-fever.  En. 

1571 

Surgical  Treatment  of  Post-diphtheritic  Tracheal  Stenosis.  Haokmakn, 
Med.  Elinik,  No.  38,  1913. 
Stenosis  simply  due  to  diphtheria  has  not  been  observed;  It  Is  either 
consequent  to  trachectomy  or,  as  in  the  present  cases,  to  intubation. 
The  tubes  remained  in  situ  for  three  weeks;  decubital  ulcers,  cartila- 
ginous necrosis  and  Anally  stricture.  Operative  treatment  of  stenoses 
with  post-operative  dilatation  with  bougies.  The  children  wore  cannulae 
during  this  time.  One  case  recovered,  another  can  only  go  for  three 
weeks  without  the  cannula  because  of  recurring  stenosis,  and  in  the 
third  the  treatment  was  unsuccessful.  Ed. 

1575 

Endobronchial  Treatment  of  Bronchitis  and  Asthma. IfonaMcftr.  /.  Ohmih 
Heft  1,  1913. 

In  our  country,  Horn  (San  Francisco),  and  Freudenthal  (New  iorKj, 
are  the  only  ones  that  published  observations  on  the  bronchoscopic  treat- 
ment of  asthma.  European  literature  on  the  subject  is  quite  extensive  and 
authors  like  Plenlazek,  H.  von  Schroetter,  .Xowotny,  A.  Galebsky,  Ephralm, 
Sobernheim  and  others  apparently  obtained  good  results  by  this  method. 

The  writers  of  this  article  treated  30  cases  of  asthma  and  bronchitis. 
The  ages  of  the  patients  varied  from  14  to  68  years  and  the  disease  was 
almost  in  every  case  of  several  years  standing.  In  28  cases  the  broncho- 
scopic tube  was  introduced  and  the  medicine  applied  by  means  of  Bruen- 
Ing's  spray.  Only  in  two  instances  Ephraim's  flexible  spray  was  resorted 
to.  The  medicaments  used  were  mostly  Ephraim's  mixture  (20  eg.  novo- 
cain, 1  g.  1  per  cent  adrenalin  and  0/9  per  cent  salt  solution);  in  some 
instances  Schleich's  solution  with  adrenalin  or  3  per  cent  cocain-adrenalln 
solution.    The  treatments  were  repeated  eight  to  ten  times  in  every  case. 

Of  the  three  cases  of  bronchitis,  one  was  cured,  one  improved  and  the 
third  one  remained  unchanged. 

Of  the  27  cases  of  bronchial  asthma,  6  were  cured,  11  improved  and  12 
not  Influenced  at  all  by  the  endo-bronchial  treatment.  Local  inspection  In 
the  cases  of  bronchitis  revealed  a  strongly  injected,  dark-red  swollen  and 
bulging  mucous  lining.  The  lumen  of  the  bronchi  was  contracted  and  dis- 
appeared almost  at  expiration  and  coughing.  In  bronchial  asthma  the 
trachea  and  main  bronchi  were  apparently  normal.  The  writers  therefore 
presume  that  the  underlying  pathologic  changes  are  probably  located  with- 
in the  smaller  bronchi  that  are  hidden  from  view. 

The  contested  question  whether  the  injected  medicine  or  the  mechani- 
cal action  of  the  bronchoscope  was  responsible  for  the  therapeutic  effect. 
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was  anally  decided  by  the  writers.  In  two  control  cases  they  Injected 
once  sterile  water  and  the  other  time  no  medicine  at  all.  In  both  In- 
stances the  treatment  was  followed  by  the  same  symptoms  of  relief. 
The  mechanic  and  expectorant  action  of  the  bronchoscoplc  tube  is,  after 
the  opinion  of  the  writers,  the  main  therapeutic  agent  The  injected 
medicine  is  only  of  minor  imporunce;  it  influences  by  its  anemic  action 
the  vasomoter  changes  of  the  mucosa  and  quiets  by  its  anesthetic  ef- 
fects the  terminal  filaments  of  the  vagus.  Thus  both  secretion  and  mus- 
cular spasm  become  attenuated.  Qlogau. 

1580 

Epiglottic  Suture;  Its  Value  In  Indirect  Laryngoscopy.  C.  Hobsford, 
Bnt.  Med.  Jour.,  May  3,  1913,  p.  928. 
For  facilitating  intra-laryngeal  operations  this  procedure  should  be  used 
whenever  the  epiglottis  hinders  a  delicate  intra-laryngeal  manipulation 
It  may  also  be  used  in  the  diagnosis  if  other  methods  of  lifting  the  epi- 
glottis have  failed.  En 

1582 

Laryngotomy  and  Plastic  Operation  for  Formation  of  Adventitious  Vocal 
Cords.    C.  J.ktKSOx,  Trans.  N.  Y.  Acad,  of  Med.,  May  28,  1913. 
Abstracted  In  Tmk  I,AiiYNr,osropE.  Dec,  li)13,  p.  1154. 

1583 

Technic  of  Insertion  of  Intratracheal  Insufflation  Tubes.  C.  Jackson, 
aura.  Uynccol.  and  Obttclr.,  Vol.  17,  1913,  p.  507. 
Jackson  summarizes  the  following  points  to  be  observed:  1.  The  patient 
should  be  fully  under  the  anesthetic  by  the  open  method  so  as  to  get 
full  relaxation  of  the  muscles  of  the  neck.  2.  The  patient's  head  must 
be  in  full  extension,  with  the  vertex  firmly  pushed  down  towards  the 
fef  t  of  the  patient,  so  as  to  throw  the  neck  upward  and  bring  the  occiput 
down  as  close  as  possible  boneath  the  cervical  vertebrae.  3.  No  gag 
should  be  used  nor  necessary.  4.  The  epiglottis  must  be  identified  before 
it  is  passed  and  the  speculum  passed  sufficiently  below  its  tip  to  prevent 
the  latter  from  slipping.  5.  Too  deep  Insertion  must  he  avoided,  for  then 
the  speculum  goes  posterior  to  the  cricoid  and  the  cricoid  Is  lifted  ex- 
posing the  mouth  of  the  esophagus.  This  is  bewildering  until  sufficient 
education  ennti'-     ••-       -  — -• -r  to  recognize  the  landmarks.  Kn. 

1584 

Tracheotomy  With   Lantern  Slide   Demonstrations.      C.    Jaokson',    Trans. 
Phila.  Ijiryngol.  Soc.,  Sept.  23,  1913. 
Abstracted   in  Tiir.  LA«Y.xr.o«forr.   Jan.,  1914,  p.  71. 

1594 

Modification  in  Technic  of  Laryngectomy.  Lazamlaoa,  Arch,  de  Rinol., 
Nov..Dec..  1913,  p.  342. 
Tracheotomy  is  first  performed.  After  the  larynx  has  been  Isolated  the 
trachea  Is  incised  at  the  first  ring  and  the  tracheal  stump  wrapped  In  a 
piec«  of  gauze.  The  larynx  Is  cut  from  below  upward  and  the  tracheal 
walla  sewed  up.  This  method  haa  been  Introduced  by  Mackenzie  and  la 
similar  to  that  of  Rueda.  Ed. 
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1598 

Treatment  of  Chronic  Stenosis  of  Larynx  and  Trachea.  H.    1,.    1,^  n  mi 

Boston  Med.  and  Hurg.  Jour.,  May  22,  1913. 
Abstracted  In  Thk  bAKysoostoPK,  Oct.,  1913,  p.   Iu33. 

1603 

Treatment  of  Laryngeal  Tuberculosis.      M.   Me.meb,  Zlschr.  /.   Laryngol. 
Vol.  6,  Heft  2,  1913;   and  Prnsiero  ilvd.,  Feb.  2,  1913. 
The  silence  cure  dates  back  to  1838  and  was  introduced  by  Colombat 
Tracheotomy   in   the  treatment  of   laryngeal   tuberculosis   was   first  de- 
scribed by  Carmichael  in  Dublin  Medical  Journal,  1833.  Ed. 

1609 

Alcohol  Injections  Into  Superior  Laryngeal  Nerve  in  Tuberculous  Laryn- 
gitis. W.  .MiTHOKFKK,  0.  Statu  Med.  Jour.,  July,  1913,  p.  315. 
The  presence  of  a  i)ainful  sjKJt  at  a  point  where  the  internal  branch 
of  the  superior  laryngeal  nerve  pierces  the  thyro-hyoid  membrane  is  a 
positive  indication.  A  needle,  not  too  sharp,  is  inserted  H^  cm.  over  the 
painful  spot.  The  needle  Is  then  turned  upward  and  outward  toward  thy 
ear  and  15  to  20  drops  of  80  per  cent  warm  alcohol  are  injected.  This 
therapy  is  valuable  in  the  aryteno-eplglottic  type  of  tuberculosis.        En. 

1610 

Surgical   Treatment  of   Laryngeal   Stenosis   Following    Double   Recurrent 
Paralysis.     J.    Moli.nik,    /,■     i, :<■„>:,      \\,,y     ^■n■\■    a„d    /.'- r     h->"!     '>•■ 
Laryngol..  Sept.  13,  19i:i. 
Molinie  has  performed  his  opciatioii  on  (  aQavcrs  aud  on  one  case  in  the 
living.     The  purixise  of  this  technic  is  to  diminish  the  antero-posterlor 
and  increase  the  transverse  diameter  of  the  larynx.     The  thyroid  carti- 
lage is  exposed  and  split  in  the  median  line  and  an  incision  made  into 
each  thyroid  plate  parallel  to  the  median  line  about  .5  mm.  from  it    In 
the  one  case  reported,  only  partial  relief  was  obtained  but  the  author  re- 
gards the  procedure  as  harmless  and  capable  of  producing  the  desired 
results.  Ed. 

1613 

Radium  in  Treatment  of  Cicatrical  Stenosis  of  Esophagus.  F.  Xeimaxx. 
W  r.  klin.  M'chnschr.,  Xov.  20,  1913. 
Neumann  reviews  the  previous  methods  of  treating  cicatricial  stenosis 
of  the  esophagus,  discusses  their  respective  advantages  and  then  dis- 
courses on  the  use  of  radium  from  w'hich  he  feels  permanent  cure  will 
result  Ed. 

162S 

New  Method  of  Treating  the  Dysphagia  of  Laryngeal  Tuberculosis.  A 
S.\UPIGUET,  Rev.  hebd.  de  Laryngol.,  Sept.  27,  1913,  p.  377. 
The  mucosa  and  perichondrium  covering  the  arytenoids  are  removed 
at  intervals  of  about  two  days  and  glycerin  and  insufflation  of  orthoform 
applied  to  resulting  wounds.  This  procedure  is  continued  until  the  en- 
tire mucosa  and  perichondrial  covering  of  the  arytenoid  region  is  con- 
verted into  scar  tissue.  Several  cases  are  reported  In  which  the  dys- 
phagia was  overcome,  and  the  respiration  and  general  condition  of  the 
patient  improved.  Ed. 
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1637 

Advantages      of      Supplementing      Laryngectomy      With      Gastrostomy. 
F.  ToKKK,  y.ntrlbl.  f.  Chtr.,  Dec.  27,  1^13. 
Abstracted  In  Tiik  h-vRVxiiOStopE,  Jan.,  1914,  p.  69. 

1646 

Note  on  a  Circumscribed  Epidemic  of  Diphtheria.      H     M    Am.fr,  Boston 
Mcil.  and  surij.  Jour.,  Feb.  6,  1913. 
Adler  reporu  a  circumscribed  epidemic  of  diphtheria  with  an   Inter- 
>stlnK  accompanying  illustration  supporting  his  claim  that  extension  of 
the  disease  was  by  contact.  Bkrry   (Mosheb). 

1658 

Diphtheria    Bacilli    in    Secretions   of    Nose    and    Throat    in    Infants   With 
Nutritional  Disturbances.        K      Cdniiahi.      Ui/'O'Ti     Mi'tt,    Wchnachr., 
March  11,  1913. 
Abstracted   In   Tut:   I.  \i;^  ^.  ■-.  ..ii .   .1... 

1660 

Changes  in   Hypophysis  in  Diphtheria.  <!     Crectzfeldt    .\M'    K     K.u  ii 

iinhous  Arch..  Vol.  223,  No.  1,  1913. 
In  seven  cases  of  death  from  cardiac  involvement  In  diphtheria  pro- 
found changes  in  the  pars  intermedia  of  the  hypophysis  were  found 
Diphtheria  bacilli  injected  into  guinea-pigs  also  produced  these  changes 
The  author,  therefore,  recommends  a  combined  eplnephrtn-hyi>ophysis 
I'Mract  therapy  in  diphtheritic  cardiac  Involvement.  Bo. 

1672 

Sore  Throat  and  Diphtheria.         H      1     ('...i  nsrrix.    .V     .r     Med.   Jour..   Feb., 

(ioldxtviii  discii».''i's  tlif  iiaiiirt-.  fimi'iB.i.  .-(>  iiiiitouiiiitin>u>   and  treatment 
of   tonsillitis   vs.    the   symplomntology    and    treatment    of   diphtheria. 

Ed. 

1674 

Diagnosis  and  Treatment  of  Diphtheria.  .1  B.  Orf.knk,  Boston  Med.  and 
Sur'j.  Jour..  June,  19,  1913. 
(ireene  feels  that  serums  should  be  used  In  the  presence  of  symptoms 
of  diphtheria  even  If  the  examination  proves  negative.  He  thlnk.s 
larger  doses  than  those  usually  recommended  should  be  given.  Intuba- 
tion Is  always  preferable  to  tracheotomy.     Carrleni  must  be  isolated. 

Ei>. 

1699 

bymptoms  and  Diagnosis  of  Diphtheria.    I.   J.  Mk>vii  : 
fill//  Kurg.  Jour.,  July. 
AlMtlnirird  In  Tin    I. mo  \Iiircti.   1911.  ip    r.M 

1712 

Remarks  on  and   Result*  of  Twenty  Cases  of  Laryngeal   Diphtheria   Re- 
quiring Tracheotomy,      C.  E.  HfRcn.i,. 
original  contribution  to  Tick  I.AaT:<(cio»«<<»rB,  Aug^  1913,  p.  849. 
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Herpea  With  Diphtheria.      F.   Reiche,   ilcd.   Klinik,   Aug.   31,    1913. 

In  336  (6,96  per  cent)  of  4,830  cases  of  diphtheria  herpes  was  ob- 
served. The  eruption  was  more  frequent  In  the  older  patients  and 
usually  appeared  on  the  third  day  of  the  Illness.  Ed. 

1727 

Chronic  Diphtheritic  Infection  of  Lungs.  A.   Schmidt,  Muencn.   mea. 

Wchnschr.,  Jan.  ",  1913. 
Schmidt  gives  the  case-history  of  a  woman  of  62  years  whose  sputum 
constantly  contained  pure  cultures  of  diphtheria  bacilli  while  the  ton- 
sils remained  free.  The  Infection  was  of  perhaps  ten  years'  duration. 
Animal  tests  showed  the  bacilli  to  be  of  the  avirulent  type.  Apparently 
no  one  In  the  family  was  Infected.  Ed. 

1741 

Diphtheria  of  Stomach  and  Diphtheria  Onychia.  F.  E.  Tylecote,  Bnt. 
Jour.  Children's  DU.,  May,  1913. 
Boy  of  3  years,  first  seen  on  fifth  day  with  very  severe  attack  of 
diphtheria.  Temperature  subnormal  and  appearance  very  toxic;  false 
membrane  covering  posterior  pnaryngeal  wall,  tonsils,  uvula  and  almost 
whole  of  soft  palate  and  extending  forward  on  hard  palate  almost  to 
teeth.  Antitoxin  administered.  Death  on  tenth  day.  Autopsy.  Unusual 
findings,  but  stomach  mucosa  covered  with  typical  diphtheritic  membrane. 
The  author  regards  it  as  a  typical  case  of  diphtherial  gastritis.  E^. 

1767 

Depressor  Substance  in  Serum  of  Blood  of  Patients  With  Exophthalmic 
Goiter.     J.   M.   BL.\cKFORn   .\n[)   A.   H.   Sanford,  Am.  Jour.   .Mnl.   ^r,., 
Dec,  1913,  p.  796. 
The  authors  used  serum  from  twenty-eight  exophthalmic  goiter  cases, 
and  also  serums  from  normal  individuals,  from  patients  having  goiters 
without   apparent   intoxication,   and   from   patients   with    an   apparently 
long-standing  intoxication  presumably  due  to  adenomata  of  the  thyroid, 
but  only  the  serums  of  patients  with  active  symptoms  of  exophthalmic 
goiter  and  with  markedly  hyperplastic   glands,   microscopically   demon- 
strated,   produced    in    the    injected    dogs    definite    symptoms    of    cardio- 
vascular depression.  Ed. 

1840 

Abderhalden's  Test  in  Disease  of  the  Thyroid.  A.    E.    Lampe   and   R 

F*l-cns.  Miienrh.  mrd.  M'rhnschr..  Sept.  30,  1913. 
The  authors  used  this  test  in  sixty  cases  in  which  the  thyroid  was  ab- 
normal and  found  that  the  serum  from  exophthalmic  goiter  patients 
induced  a  constant  positive  reaction  with  tissue  from  the  thyroid  of 
patients  with  exophthalmic  goiter.  The  serum  of  the  myxedematous  as 
well  as  that  from  endemic  goiter  cases  likewise  disintegrated  ordinary  thv- 
rold  tissues.  The  ferments  elaborated  in  their  conditions  are  apparently 
very  specific.  En 
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1862 

Thyroid  in  Preflnancy.  J.  W.  Mabkoe  and  L.  A.  WiNO,  BuU.  Lyini/tn 
Hosp.  of  City  of  .Y.  1'.,  June,  1913. 
Of  the  1,000  cases  observed  550  were  prlmlparae  and  450  multiparae; 
of  the  97  cases  of  enlarged  thyroid  found,  64  were  prlml-  and  33  multi- 
parae. In  seven  priml-  and  one  multiparae  family  histories  of  goiter 
were  present;  In  six  there  was  history  of  menstrual  disturbance.  Brief 
details  of  98  cases  are  given.  Ed. 

1891 

Pole  Ligation  for  Hyperthyroidism.        Peabsox,   Dublin  Jour.  Med.   Set., 
July,  1913. 
Abstracted  In  Thk  L.vkv.nooscopk.  .Ian..  1914,  p.  44. 

1930 

Laryngo-tracheal  Manifestation*  of  Thyroid  Disease.       0.   J.   Stki.n. 
Original  contribution  to  The  I^abyngoscope,  .March,  1913,  p.  176. 

1937 

Goiter  from  the  Standpoint  of  the  Specialist.       M.   B.   Tinkek. 
Original  contribution  to  Tiik  I>art5oo8cope.  Aug.,  1913,  p.  854. 

1950 

Ligation  of  Superior  Thyroid  for  Goiter.  I.  \Vats(i\,  O.  Dorn.  Jour,  of 
.Mf'l.  and  Surn..  March,  1913. 
Liocal  anesthesia  should  be  used  whenever  possible.  The  patient  should 
rest  In  bed  several  days  prior  to  the  ligatioa;  one  hour  before  the  oper- 
ation morphln  or  morphin  and  hyoscin  is  given  to  prevent  psychic  shock 
and  quiet  the  patient.  The  author  states  that  simple  and  conservative 
operations  are  Increasing,  for  they  always  lessen  the  symptoms,  even  if 
they  do  not  effect  a  cure.  En. 

1957 

Pathology  of  Simple  and  Exophthalmic  Goiter.  I.  I!  Wii-nN,  i;.,/  i;ic., 
Aug.  .30,  1913. 
Proper  detailed  pathological  study  permits  of  a  correct  diuKiiusis  in 
95  per  cent  of  the  cases,  of  the  stage  of  the  dls«>ase  in  80  per  cent,  and 
of  Its  severity  In  75  per  cent.  Non-toxic  goiter  can  thus,  too,  be  diag- 
nosticated in  75  per  cent  of  the  cases.  The  clinical  toxic  non-exoph- 
tbalmlc  type  >•  the  most  dlfflcult  to  diagnosticate.  Our  knowledge  of 
these  rases   is  still   too  tncompl*''  '  oncluslons  about   the 

details  of  pathology.  Eo. 

1968 

Staphylococcus-spray  Treatment  of  Diphtheria  Carriers.       AM 
Jour.   A.   il.  A.,  June   14,   1913,   p.   1876. 
The   following   conclusions  are   stated:     1.    No    patient    who    has   had 
diphtheria  should   be  released   from  riuarantlne   until   nt   least   two  con- 
secutive negative  cultures  are  obtained  from  both  nofl<>  and  throat,  and 
from  ear  If  symptoms  are  present     Some  other  local  application  tiesldes 
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the  antitoxin  Is  necpBsary  to  rid  the  throat  and  nasal  passages  of  the 
diphtheria  bacilli.  2.  In  fifteen  of  sixteen  cases  the  staphylocixxus-apraj^ 
effectively, cleared  the  throat  of  these  bacilli  after  other  methods  failed, 
without   harmful  effects  resulting  from   the   use  of  the  spray.  Ed 

1972 

Internal  Treatment  of  Exophthalmic  Goiter.  \V.  H.  BtXKEu,  Deut.  med. 
Wchnsclir..  Sept.  11,  1913. 
A  few  months  of  conservative  treatment  with  rest,  tonics  and  specific 
measures  should  be  tried  before  operation  is  undertaken.  Becker  tried 
this  Internal  treatment  in  several  Interesting  cases  and  found,  upon 
re-examining  them  after  seven  years,  that  they  were  permanently  bene- 
fited and  In  good  health.  Ed. 

1979 

Roentgen  Rays  in  the  Treatment  of  Goiter.  .M.  Bi.itstkix,  Prakt.  Arzt.. 
No.  7,  1913. 
While  the  author  used  the  roentgen  rays  effectively  in  four  cases  of 
goiter,  a  fifth  case,  thai  In  a  woman  of  44  years,  showed  even  after  the 
first  treatment  peculiar  symptoms,  such  as  fever,  headache,  debility  and 
quickening  of  pulse-rate.  Ed. 

2000 

New  Anti-diphtheritic.      Fkki mi,  JJtiit.   mvd.    \\  ihnschr.,   Nov.  27,   1913. 

This  new  remedy  which  is  not  to  supplant  but  merely  to  reinforce  the 
serum  is  said  to  be  a  i)owerful  bactericide  and  to  prove  itself  especially 
effective  in  cases  of  bacteria  carriers.  Ed. 

2005 

Thyroid  Medication  in  Children.  M.  B.  Gordo.n",  .Y.  Y.  Med.  Jour.,  April 
26,  1913. 
All  the  cases  showed  some  improvement — increase  in  weight,  greater 
mentality,  etc.  Untoward  effects,  such  as  progressive  diarrhea,  in- 
creased salivation  or  perspiration,  tachycardia,  irritability  of  tpmner. 
or  skin  changes  as  appear  in  myxedema,  occurred  In  some  cases 

i-:ii. 

2024 

Surgical  Aspects  of  Goiter.      Uktiax   M.ves,  Kew  Orleans  Med.  and  Surg. 
Jour.,  July,  1913. 
Abstracted  in  Thk  L,artxgo.scoi>k.  Nov.,  1913.  p.  1077. 

2056 

Treatment  of  Diphtheritic  Stenosis  of  the  Larynx.  N.    T.    Tspexskv. 

Pedintria,  Vol.  4,  No.  6.  1913. 
The  author  reports  on  2,760  cases;  in  1.436  intubation  or  tracheotomy 
was  indicated;  .5.09  patients  died.  In  infants  under  one  year,  the  mortal- 
ity is  the  highest  and  in  such  patients  intubation  Is  to  be  preferred; 
37.4  per  cent  recovered  after  intubation  and  only  4.2  per  cent  after 
tracheotomy.  In  children  over  two  years  gangrene  never  resulted  from 
the  Intubation.  Ed 
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2059 

Technic  for  Bacteriologic   Diagnosis  of  Diphtheria.    G.  Waoxer,  Muench. 
iHC'l.  Wihntf lir.,  March  4,  1913. 
Tbe  Conradi-Trofh  tellurlde  plates  are  an  Improvement  over  the  Loeffler 
because  of  the  greater  ease  with  which  the  diphtheria  colonies  are  found. 
They  need  not.  however,  be  used  in  conjunction  with  the  IxifBer  serum. 

Ed. 

2060 

Treatment  of   Diphtheria   and    Diphtheria   Carriers.        S.    G.    Wilson,    -V. 
Orleans  .Wed.  and   smg.  Jour.,  Sept.,    1913. 
Abstracted  In  The  Lartnoobcope.  Feb.,  1914,  p.  148. 

2063 

Cirsoid  Aneurysm  of  the  Auricle.      lU:i.r,i>ri.   l/o.sitni.  May.,  Feb.,  1913. 

l.,arge  cirsoid  aneurysm  of  the  auricl"  In  boy  of  11  years;;  not  painful 
but  feels  hot.  The  auricle  is  covered  with  blulBu  protuberances;  syn- 
chronous pulsations  with  those  of  radi^il  uiilsp.  Comprfsslon  of  the  cari- 
tld  does  not  diminish  size  of  tumor  Ko. 

2064 

Multiple  Papilloma  of  Both  External  Auditory  Canals.  Bi.f.yi..  Xtschr.  f. 
niinnh..  Hd.  i',x.  Hfft  2::.  litl.-;,  1).  176. 
In  factory  worker  of  24  years  deafness  of  long  standing,  itching  in  ear, 
and  sehsation  of  small  swellings  in  canal.  Examination  showed  small 
wart-like  excrescences  oo<-upylng  the  right  anterior  wall  of  tbe  cartilag- 
inous portion  of  the  canal  and  scattered  along  the  left  border.  Canal 
llllfd  with  fetid  yt'ilowl.sh-whltp  secretion:  drum  membrane  negative. 
Removal  of  small  growths  (lii);  trichlorld  acid  applied;  no  recurrence. 
Mlcrosioiili-.illv  till'  liininrK  Hhowi'd  a  similarity  to  laryngeal  papillomata. 

Ed. 

2067 

Congenital  Malformation  of  the  External  Ear,  Upper  Lip  and  Palate.  I, 
(',\.'iTr.i,i..\M,  I'nit.nlnriiin-laringtMitrira.  .March.  liM?.,  p.  62. 
Child  of  6  years  with  slight  congenital  cleft  In  upper  lip.  The  Inner 
upper  InclHor  tooth  had  not  cut  through  and  the  other  teeth  were  ir- 
regular. Also  cleft  in  bard  and  soft  palate;  partial  ankyloblepharon  with 
complete  absence  of  cilia.  Atypical  clefts  of  both  ear  lobules,  congenital 
aural  flstula  and  defe<-t  of  tbe  cauda  beltcis  and  of  the  upper  part  of 
anthellx,  and  a  pronounce<l  projection  of  antbelix.  Tbe  author  discusses 
the  mechanism  of  these  Hr>omall<')i  nnd  their  probable  etiology.  En. 

2069 

Peculiar  Case  of  Multiple   Papillomata  of  Auditory   Meatus.    iV   Citm.m, 

.Ann.  dri  Mai.  <l>-  V  Orrillr.  No.   10.   ]»t.1.  p.  297. 

The  new  dlseare  of  the  auditory  meatus  deserlbed  by  rifelU  Is  char- 
nctrrlzed  by:  (1)  the  presence  of  numerous  paplllomntn  implanted 
throughout  tbe  canal;  (2)  a  purulent,  foul-smelling  discbarge  due  to 
maceration   of  detiquamnted   epithelium    with   fermentation   of  stagnant 
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fluid  among  tbe  excrescences;  and  frequently  by  (3)  deafness.  The 
paptllomata  are  pointed:  they  may  originate  in  canal  and  thence  invade 
the  tympanum  or  in  the  meatus  and  be  continually  irritated  by  the  dis- 
charge from  a  pre-existing  chronic  otitis  media.  Tbe  prognosia  is  good 
and  the  surgical  treatment  relatively  easy.  Ed. 

2070 

Traumatic  Atresia  of  tiie  External  Auditory  Meatus  of  the  Left  Ear  With 
Mastoid  Complications.    Eiinst  D.\.N'ziueit. 
Original  contribution  to  The  U*byngo8cope,  Sept.,  1913,  p.  948. 

2072 

Orthygroma  Nephritlcum,  a  Hitherto  Undescribed  Disease  of  the  Ear 
Lobe.  O.  GI.OGAU,  Jour.  A.  M.  A.,  Jan.  11,  1913,  p.  123. 
This  name  is  applied  by  the  author  to  a  case  of  bilateral  elongation  of 
the  ear  lobe  due  to  edema  following  acute  nephritis.  The  patient  ob- 
jected to  removal  of  a  piece  for  examination,  but  Glogau  feels  that  there 
is  an  analogy  between  this  condition  and  othematoma.  Eo. 

2074 

Removal  of  Fibro-myxoma  Which  Occluded  Auditory  Canal;  Hemophilia. 
Jl.  D.  Lkderxian,  Ann.  of  Otol.,  June,  1913. 

The  growth  appeared  in  a  female,  30  years  of  age.  Previous  history 
of  chronic  aural  suppuration,  with  large  growth  removed  from  same  left 
ear  ten  or  more  years  ago,  when  bleeding  was  checked  only  after  con- 
siderable difllculty. 

Present  examination  revealed  a  growth  filling  the  external  auditory 
meatus,  with  the  free  end  projecting.  Foul-smelling  secretion  bathed  the 
foreign  tissue.  No  other  inflammatory  symptoms  were  found.  As  the 
previous  history  showed  the  lack  of  fibrin  ferment,  calcium  lactate  was 
given  for  four  days  before  attempting  the  removal  of  the  growth. 

The  fibrous  polyp  was  removed  without  difficulty  with  the  aural  snare 
under  local  anesthesia.  For  a  few  minutes  after  the  operation  there  was 
but  little  bleeding.  In  about  ten  minutes  some  oozing  of  blood  was  seen 
which  was  not  controlled  by  adenalin  soaked  gauze  or  pressure.  Other 
remedies  were  employed  locally  without  success,  until  10  com.  of  Mul- 
fcrd's  horse-serum  were  injected  into  the  arm,  and  though  the  needle- 
puncture  bled  for  a  few  minutes  the  oozing  from  the  ear  ceased  in 
twenty  minutes.  The  next  day  on  attempting  to  cleanse  the  ear  at  the 
Polyclinic  Hospital,  where  the  patient  was  sent  for  observation,  bleeding 
reappeared  but  was  checked  by  packing.  Forty-eight  hours  after  the  in- 
jection large  hemorrhagic  urticaria  appeared  over  the  right  thigh  and 
arm  which  lasted  a  week  causing  considerable  annoyance  because  of  in- 
tense itching,  (anaphylaxis).  Good  results  followed  the  removal  of  the 
growth.  A.  A. 

2076 

Furunculosis   of  the    External    Auditory   Canal.  Oliver    A.    I>OTHRor, 

Boston  Med.  and  Surg.  Jour.,  Oct.  30,  1913.  p.  645. 
The  author  discusses  furunculosis  of  the  external  auditory  meatus  and 
recommends   the   constant   sterilizing   of  the   escaping  pus   and   of  the 
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canal  wall  by  the  use  of  alcohol,  or  alcohol  with  boric  acid.  He  inserts 
a  wick  of  cotton  or  gauze  nearly  to  the  drum  and  UlUng  the  lumen. 
This  he  saturates  with  Uie  alcoliol  solution,  and  gives  some  to  the  pa- 
tient instructing  him  to  Iteep  the  wick  wet.  This  wick  is  daily  changed 
by  the  physician.  The  treatment  is  continued  (or  a  time  after  apparent 
cure,  to  ensure  against  reinfection.  UtKuv   (Moshicb). 

2090 

Disease*  of  the  Middle  Ear  and  Mastoid  Cells  Based  upon  a  Study  of  454 
Autopsies  and  2232  Cases  of  Diphtheria,  Scarlet  Fever  and  Measles. 
C.  B.  C.  BoRDE-N,  Huston  iled.  and  Hurg.  Jour.,  Feb.  13,  1913. 

Because  of  the  remarkably  extensive  experience  and  material  Borden 
cites  from,  this  paper  becomes  an  authoritative  utterance.  From  this 
series  of  2232  cases,  11  per  cent  of  the  scarlet  fever  cases  showed  aural 
complications,  28  per  cent  of  the  measles  cases,  and  only  2.9  per  cent  of 
the  diphtheria  cases.  On  the  other  band,  of  the  cases  with  fatal  termina- 
tion, 32  per  cent  of  the  diphtheria  cases  had  aural  complications,  94  per 
cent  of  the  scarlet  fever  cases,  aad  100  per  cent  of  the  measles  cases; 
but  contrary  to  expectation  the  order  is  reversed  when  we  consider  these 
aural  complications  as  involving  the  mastoid: — 31  per  cent  of  the  fatal 
diphtheria  cases  showed  mastoid  involvement,  26  per  cent  of  the  scarlet 
(ever  cases,  and  but  14  per  cent  of  the  measles  cases.  Of  the  59  fatal 
cases  having  mastoiditis,  33  of  them  were  bilateral.  There  were,  strange- 
ly, but  one  infected  Jugular  vein,  (our  cases  ot  septic  meningitis,  and  not 
a  single  brain  abscess. 

The  aural  discharge  in  scarlet  fever  and  measles  was  described  as  yel- 
low, white,  or  creamy  pus;  that  In  diphtheria  as  small  In  amount,  thick, 
tenacious,  gummy,  gelatinous,  or  seml-sotld.  The  bacteriological  reports 
showed  the  usual  ^reat  variety  ot  Infecting  organisms,  rarely  in  pure  cul- 
ture.   The  nasal  sinuses  were  rather  frequently  Involved. 

"In  measles,  middle  ear  and  mastoid  symptoms  occur  during  the 
height  of  the  active  process,  and  adults  are  particularly  liable  to  mas- 
toiditis. In  scarlet  fever,  middle  ear  involvement  comes  at  any  tim»> 
during  the  course  of  the  disease,  and  Is  by  no  means  limited  to  thf  ac- 
tive stage.  Adults  are  not  especially  liable  to  mastoiditis  In  scarlet  fever. 
In  diphtheria,  otltU  media  or  mastoiditis  are  not  a«  active  as  in  scarlet 

fever  or  nieasle.s.   iiiiei    the  c1ii>;:n(>Mls    U   far  more  diffli'iilt    tn  m.iU,.   fnr    ilijs 

reMon." 

Particularly  dllliiiiit  m  ii  lo  dumnose  iliese  beKliiiilUK  iiiustoia  mjiuII 
tlons  In  young  children  and  e8i»HiaIly  when  under  two  years  of  age. 
The  classical  symptoms  may  be  all  or  nearly  all  absent,  and  only  autopsy 
tell  the  attendant  of  the  feared  complication.  The  autopsy  records  plain- 
ly demonstrate  that  pus  may  be  present  in  the  middle  ear  or  mastoid 
without  swelling  of  the  drum  membrane  or  edema  over  the  mastoid. 
Newer  methods  of  diagnosis  mimt  be  resorted  to.  but  have  not  as  yet 
proved  entirely  adequate  to  the  need.  Of  these,  it  la  doubtful  whether 
the  x-ray  can  prove  of  real  and  practical  service.  The  Mosber  transil- 
lumination method  seems  to  offer  the  best  possibilities,  but  Its  use  calls 
for  greater  Intimacy  and  e(!lclency  in  the  hands  of  the  examiner  than  has 
as  yet  been  developed. 
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filtering  from  the  sLU-llnilteU  Infectious  diseases,  ii  ...  i,a,.  ,  >..,  ^wii- 
tined  in  the  aural  cavity  or  mastoid,  a  matter  of  a  few  liours  makes  a 
material  difference,  as  free  drainage  alone  permits  the  escape  of  pus  and 
a  (•onse<iuent  non-ab8or|)tion  of  the  Injurious  toxins  which  may  weigh 
down  the  balance  In  favor  of  a  fatal  termination.  Hence,  when  the  diag- 
nosis is  made,  prompt  and  if  necessary  frequently  repeated  remedial 
measures  are  indicated.  Remedies  that  will  hide  symptoms,  such  as  ice 
bags,  are  distinctly  conlra-lndlcaled.  Over-conservatism  will  Jeopardize 
the  life  of  the  patient.  Experience  shows  that  very  sick  cases  bear  ether 
anesthesia  If  such  is  indicated,  better  than  would  be  expected  and  far 
better  than  the  toxins  whiih  the  confined  pus  is  emptying  hito  '>••■  ^-s 
teni. 

The  author  adds  an  interesting  theory,  that  in  these  cases  the  middle 
ear  and  neighboring  cavities  may  well  be  the  primary  focus  from  which 
Infection  spreads  into  the  system.  The  tonsil  has  been  commonly  consid- 
ered a  frequent  offender  on  this  score,  and  the  author  suggesu  that 
the  anatomical  relationships  of  the  middle-ear  cavities  are  so  nearly 
analagous  in  their  lymph  supply,  as  to  favor  the  thought  that  many  In- 
fections are  primarily  In  the  middle  ear  following  a  "cold,"  and  spread 
from  there  direct  to  the  lymph  and  blood  stream  and  so  over  the  sys- 
tem. BKRRy    (>["='"■■' 

2093 

Blue  Tympanic  Membrane.  Cankpkle.  Arch.  itai.  di  OtoJ.,  Jan.,  1913,  p.  1. 
Case  1:  Girl  of  15  with  symptoms  of  an  acute  right-sided  middle-ear 
inflammation.  Otoscopy  showed  blue  color  of  tympanic  membrane  in  pos- 
terior half  while  the  anterior  quadrant  presented  a  grayish  color.  This 
blueness  disappeared  after  spontaneous  perforation  of  the  drum  mem- 
brane and  was  replaced  by  red  color,  but  later  the  blueness  again  ap- 
peared. 

Case  2:  Boy  of  16  years  who  had  symptoms  of  stenosis  of  the  Eustach- 
ian tube.  The  anterior  half  of  the  right  membrane  was  reddish  and  on 
the  margin  between  the  anterior  and  posterior  quadrant  there  were  two 
blue  patches. 

As  causes  Canepele  mentions:  (1 )  Forward  arching  of  the  jugular  bulb; 
(2)  extravasation  of  blood  into  tympanum;  (3)  presence  of  hyphomy- 
cetes;  (4)  presence  of  gelatinous  exudate  in  the  tympanum;  (5)  vari- 
cose veins  In  tympanic  membrane.  Ed. 

2094 

Topography  of  the  Tympanic  Cavity.  C.^vax.\ugh.  Ann.  of  Otol,  Sept., 
1S13,  p.  699. 
The  topographical  anatomy  of  the  tympanic  cavity  Is  exhaustively 
described;  a  resume  of  the  development  of  the  temporal  bone  is  given. 
This  is  followed  by  detailed  description  of  measurements  of  the  various 
diameters  of  the  tympanic  cavity,  anomalies  in  size  and  shape  and  the 
relationship  of  adjacent  vital  structures.  Dehiscences  in  the  tegmen  di- 
verticula from  the  floor,  occasional  absences  of  the  posterior  wall  in  its 
upper  part  and  other  Irregularities  of  the  cavum  tympanum  are  noticed. 
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TUe  position  of  the  drum  membrane  and  the  relationship  of  the  teg- 
men  tympani  Is  emphasized.  The  ossicles  and  all  vascular  nerve  and 
muscle  contents  of   the   tympanic  cavity   are   minutely   described. 

A  series  of  four  plates,  with  numerous  Illustrations  accompanies  this 
exhaustive  article.  Goldstei.n. 

2095 

Genesis  and  Significance  of  Giant  Cells  Apropos  of  Some  Cases  of  Polypi 

in  Middle  Ear.     Cii'ou>o.ne  and  Bki..\.ncio.m,  Pathologica,  July  1.  Vsii 

Because  of  their  genesis,  topography,  form,  trauma  from  neighboring 

tissues  and  degeneration  It  Is  necessary  to  regard  the  giant  cells  as  ele 

Pieniary  In  the  degenerative  process.  Ed. 

2096 

Regeneration  of  the  Membrana  Tympani.     G.  M.  Co.\tes. 
Urlginnl  i-'>ntritmtion  to  Tni    I.MtYNiioscopK,  .Juno,  l!»i::.  i>.  •'■:<2. 

2097 

Difference   in   Prognosis   in    Mesotympanal    and    Epi-tympanal    Middle-ear 

Inflammations.     II.  Cousstakiit,  Ztschr.  f.  Ohrcnh.,  Bd.  69,  Heft  3-1. 

1913. 

The  author  reports  on  630  cases  of  acute  middle-ear  suppuration.     Of 

these  61   (9.6  i)er  cent)   were  epltympanal;   antrotomy  was  performed  on 

19   (31.1  per  cent).    Of  the  569  meso-tympanal  cases  552   (97.1  per  cent^ 

recovered  without  complication;    17  were  operated.  Ko. 

2099 

Sarcoma  of  Middle  Ear,  Especially  of  Petrous  Portion  of  Temporal  Bone. 
W.  DoKOKBi-KiN.  Arch.  f.  Ohrenh..  Bd.  92,  Heft  1-2,  1913,  p.  124. 

This  form  of  tumor  Is  not  rare  but  thus  far,  according  to  the  author, 
the  published  re|>ort8  have  been  Incomplete  without  histological  data. 
Doederleln  contributes  detailed  reports  of  two  cases: 

Cti»c  I:  Woman,  of  37  years,  in  whom  the  tumor  bad  destroyed  a  por- 
tion of  the  vestibule  and  cochlea.  Post-mortem  microscopic  findings 
showed  tumor  of  giant  cells. 

Ca*e  2:  Child  of  2  years  In  whom  a  petro-maatold  operation  had  bee.i 
performed.  ("Icalrlzatlon  bad;  Irregular  tleshy  papules  indicative  of  syph- 
ilis. Wnssermann  positive,  but  salvarsan  injection  produced  no  Iniprove- 
itimt.     I,:it<  r  a  diagnosis  of  flbro-sarcoma  was  made.     No  autopsy  per- 

2102 

Acute  Lesion  of  the  Tympanic  Membrane  Due  to  the  Use  of  the  Tele- 
phone Receiver.  K  PMiur.  rt"tl  ihlh  Mat  ililV  Onnliin,  M:ircli, 
1913 

^ '■"•""    ■  .1      111!      I  .  \  i;  .   M  ,'»^<  in-i  ,     t  >iM-,.       '•  I   :,    ;>      ills. 

2108 

Middle-ear  Suppuration  and  Novoform.     .M.  Km  i  \.    M.nntnchr.  /.  Ohrrnh., 
Heft  9.  1913,  p.  1182. 
The  author  reporta  live  rases  in  which  novoform  was  used  with  excel- 
lent rosults.    Falla  feels  that  thia  druR  Is  non-poisonous,  it  does  not  Irrl- 
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tate  the  mucosa,  decrease  secretion,   nor  produce  retention  by  forming 
clumps  with  the  secretion.     It  Is  also  very  hygroscopic.  Ed. 

2105 

Blue  Tympanic  Membrane.       I-.    Fornabi,   Prat,    oto-rhinolaringoiatrica, 
Nov.  80,  1»13,  p.  2K2. 
Case  of  a  man  of  39  years.  The  blueness  of  the  membrane  was  due  to  a 
hematoma  which  resulted  from  repeated  syringing  of  ear  for  removal  of 
cerumen.  Ed. 

2106 

Determining  Factors  in  Tinnitus  Aurium.     E.  P.  Fowlek. 
Original  contribution  to  The  LuKRVngoscope,  March,  1913,  p.  182. 

2107 

Fatal    Mediastinitis    Due   to    Retro-pharyngeal    Abscess    Following    Acute 
Purulent  Otitis   Media.    S.  G.\t>cher,  Monatschr.  f.  Ohrenh.,  No.  5, 
1913,   p.   679. 
Patient  entered  hospital  five  weeks  after  attack  of  influenzal   otitis; 
three  days  later  antrotomy  because  of  burrowing-abscess.    The  follow- 
ing day  tense  infiltration  of  floor  of  mouth  involving  epiglottis;   after 
a  day   laryngeal  stenosis.    Mediastinotomy  disclosed  fact  that  pus  had 
traveled  from  retro-pharyngeal  cavity  anteriorly  around  base  of  tongue 
to  anterior  portion  of  larynx  and  thence  to  right  side  of  mediastinum 
Death  on  following  night.  •     Ed. 

2108 

Pyelitis  and  Otitis  Media  in  Infants.  F.   Glaseb  and   H.  Fliess,   Dent. 

med.   Wchnscki:,  July   24,   1913. 
Abstracted  in  The  Lakyxcoscope,  Nov.,  1913,  p.  1058. 

2111 

Suppuration  of  Middle  Ear  and  Amyloid  Degeneration.  F.  Grossmaxn, 
Passows  Beiti:,  Bd.  6,  Heft  3,  1913,  p.  252. 
Case  of  acute  suppurative  otitis  media  with  sinus  thrombosis  (op- 
erated) and  subsequent  peri-bulbar  abscess  and  pyemia.  Autopsy  showed 
pronounced  amyloid  degeneration  in  spleen,  liver  and  intestines.  The 
author  suggests  this  as  a  possibly  frequent  complication  and  urges  that 
post-mortem  examinations  in  such  cases  be  not  limited  to  the  head. 

Ed. 

2112 

Optic  Disc  in  Purulent  Otitic  Disease  and  Its  Complications.  E.  Gruel- 
ing, Arch  f.  Ophth.,  March,  1913. 
Gruening  feels  that  too  little  attention  is  paid  to  optic  neuritis  and 
choped  disc — two  pathologic  conditions  which  occasionally  complicate 
purulent  otitic  affections.  Their  exact  differentiation  has  an  important 
bearing  on  the  diagnosis,  prognosis  and  treatment.  Choped  disc  is  the 
ophthalmoscopic  manifestation  of  increased  intracranial  pressure  and  its 
early  recognition  is  essentinl.  Ed. 
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2114 

Perforated  Ear  Drum  Possibly  Responsible  for  Sudden  Death  in  Water. 
A.  Glkthch,  Mtd.  KUntk,  Nov.  16,  1913. 
Passow  has  already  called  attention  to  a  possible  temperature  irrita- 
tion in  the  internal  ear  Just  from  coldness  of  water  which  results  in  irre- 
sistible vomiting  or  collapse  under  the  water.  The  force  of  the  water  In 
diving  or  a  wave  dashing  against  the  ear  may  burst  a  weakened  tym- 
panic membrane.  Persons  with  perforated  membrane  should  be  warned 
against  diving  and  bathing  in  too  cold  water;  their  ears  should  be 
plugged  with  oiled  cotton.  Eo. 

2120 

Acute  Otitis  Media.     G.  C.  Kne£0U3,  Pittsburgh  Med.  Jour.,  April,  1913, 
p.  81. 
In  this  paper  Kneedler  discusses  the  exciting  causes,  external  and  in- 
ternal influences,  prognosis  and  treatment  of  acute  otitis  media  from  the 
general  practitioner's  view-point.  Ed. 

2123 

Primary  Tuberculosis  of  the  Middle  Ear.    C.  H.  LON'c. 
Original  contribution  to  Thk  L.vky.vuoscope,  June,  1913,  p.  700. 

2126 

Complications  of  Acute  Middle-ear  Suppuration.  G.  W.  Macke:(zie,  Hah' 
nemann.  Monthly,  May,  1913. 
Maclcenzie  points  out  the  more  frequent  complications  of  acute  middle- 
ear  suppuration,  some  of  which  are  often  considered  of  minor  importance 
but  which  lead  to  major  operations  and  urges  care  in  their  early  recogni- 
tion. Ed. 

2127 

Suggestions   to   the    General    Practitioner   Concerning    Acute    Middle-ear 
Suppuration.     ('•    \V.  Mackexzie,  Hahnenmann  Monthly,  March,  1913, 
p.  175. 
Mackenzie  discusses  etiology,  pathology,   course,  symptoms,  otoscopic 

findings  and  treatment  of  acute  mlddle-«ar  suppuration.  Ed. 

2128 

Reflex  Contraction   of  the  Tensor  Tympani   in  the   Human.     E.  Masoold 
and  A.  Eckstein  grtam.  I'hysiol.,  Bd.  152,  Heft  11-12,  1913, 

p.  089. 

In  a  series  of  selected  patients  the  authors  report  observations  on  the 
voluntary  contraction  of  the  tensor  tympani  as  compared  with  reflex 
contraction  of  this  muscle  and  conclude  that  such  reflex  tensor  contrac- 
tions produce  much  sllRhtpr  excursions  of  tho  membrana  tympani  as  in- 
dicated by  a  lesner  volume  of  air  measured  In  the  auditory  canal  by  pholo 
manometry. 

In  a  series  of  tuning-fork  experiments   the   reflex   tensor  contractions 
varivd  In  Intensity  with  the  pitch  and  difference  In  irrtublllty  In  the 
tone  produced.     Tensor  rontrartlons  do  not  guard  against 
sensations.     Subjective  afterorrpcts  of  Intense  and  high-pit 
ull  arc  not  dep<>ndent  on  rontlnaous  and  active  tensor  conirsc 

G' 
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2145 

Acute  Suppurative  Otitis  Media  Due  to  Bacillus  Typhosus.  J.  J.  ■  i.'>.  ^^ 
and  I).  A.  Pkk.ndujoast,  ClecfhinU  Med.  Jour.,  May,  1»13. 
Typhoid  bacillus  found  in  pus  from  middle-ear.  Ten  days  after  paracen- 
tesis the  suppuration  ceased,  but  two  weeks  later  meningeal  symptoms 
developed.  Lumbar  puncture  nuld  showed  streptococci.  Fatal  due  to 
streptococcic  meningitis.  ^''• 

2146 

Acute  and  Chronic  Suppuration  of  the  Middle  Ear.  C  1.  Tobev,  Botton 
Med.  and  Surgical  Jour.,  Dec.  11,  1913,  p.  871. 

The  paper  Is  Introduced  with  a  reference  to  the  greater  Importance 
now  being  attached  to  otitic  suppuration  and  Is  presented  "not  as  a 
scientific  thesis,  but  merely  to  bring  to  your  attention  certain  poinU  In 
the  recognition,  treatment  and  prognosis  of  the  aural  suppurations,  which 
may  be  of  value  to  you  in  the  practice  of  general  medicine." 

Of  more  especial  Interest  to  otologists  are  some  of  the  daU  referred  to. 
The  author  finds  "at  least  90  per  cent  of  aural  Infections  are  secondary 
to  a  primary  infection  of  the  nose  or  throat;"  that  "acute  otitis  occurs 
in  20  per  cent  of  the  cases  in  scarlet  fever,  in  10  per  cent  of  the  cases  of 
diphtheria,  and  in  7  to  8  per  cent  of  the  cases  of  measles;"  and  that  "in 
cases  of  lateral  sinus  thrombosis,  ligation  of  the  internal  jugular  vein 
and  the  evacuation  of  the  lateral  sinus  is  followed  In  80  per  cent  of  the 
cases  by  recovery.  Berry  (Mosheb.) 

2157 

Direct  Dilatation  of  the  Eustachian  Tube.  Giekszewski,    Deut.    med. 

Wchneschr,  June  19,  1913. 
Six  cases  are  roported  in  which  the  author  dilated  the  tube  by  means 
of  a  metal  dilator  made  the  exact  size  and  shape  of  the  tube.  Yankauer 
and  Laval  have  employed  similar  technic.  Ed- 

2159 

Relation  of  Eustachian  Tube  to  Chronic  Catarrhal  Otitis  Media.  Harold 
Hays,  N.  Y.  Med.  Jour.,  Feb.  15,  1913. 
According  to  Hays'  observation  there  is  narrowing  of  the  Eustachian 
Sube  in  95  per  cent  of  the  cases  usually  due  to  changes  in  the  upper  air 
tract  Hays'  treatment  consists  in  cocainizing  the  entire  tube  and  insert- 
ing a  specially  devised,  thin  sound  which  he  leaves  in  situ  for  half  an 
hour.  After  this  dilation  is  regularly  undertaken,  and  if  this  is  inef- 
fective, various  medications  are  injected  into  thq  middle  ear  (10  per  cent 
argyrol  solution,  etc.).  Ed. 

2162 

New  Method  of  Dilating  Tube  by  the  Direct  Method.    A.  Von  Gyeroyai, 
Orvosi  Hetilap,  No.  17,  1913;  Rev.  hebd.  ile  Laryngol..  Sept.  27,  1913; 
and  Deut.  med.  Wchnschr..  Vol.  25,  1913. 
From  casts  of  the  Eustachian  tube  obtained  post-mortem,  the  author 
had  metal   dilators  made  which,   used   in   conjunction   with  his   instru- 
ment previously  described,  enable  him  to  treat  the  tube  visually.    He 
reports  good  results  In  the  treatment  of  six  patients.  Ed. 
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2163 

Direct  Examination  of  the  Eustachian  Tube  and  Naso-pharynx.  J.  \V. 
Wool).  Jour,  uf  Lari/ngol.,  Nov.,  I'Jlo,  p.  568. 
Uy  means  of  the  llolnies'  naso-iiharyngoscope,  post-nasal  mirror,  Eu- 
stachian catheter  and  bougie,  and  finger,  an  analysis  was  made  of  the 
naso-pharyngeal  findings  in  6J0  cases,  mostly  aural.  The  subject-matter 
is  classified  into:  1.  Deformities  and  abnormalities  of  the  mouth  of 
the  tube.  2.  Injuries,  paralysis  and  foreign  bodies.  3.  Inflammatory 
conditions:  (a)  acute  simple  salpingitis,  (b)  subacute  salpingitis,  (c) 
acute  edematous  salpingitis,  (d)  simple  chronic  salpingitis,  (e)  chronic 
hypertrophic  salpingitis,  (f)  chronic  atrophic  salpingitis,  (g)  chronic 
granular  salpingitis.  4.  New  growths,  simple  and  malignant.  .">.  Ade- 
nold«      •■     V^ri<,iia    ,-.,M<iiti„i.i;     variro!!)>    v. .(no  ed. 

2169 

Injuries  of  the  Labyrinth.     J.  Artiin.\(H. 
Original  contribution  to  Tiik  L.^iiyxuoscope.  Sept.,  1913,  p.  950. 

2178 

Bone-conduction  in  Lues.  Owc.xk  Beck,  Monatschr.  f.  Ohrenh.,  Heft  8, 
1913. 

Beck  is  famous  the  world  over  through  the  investigations  he  made  on 
the  acoustic  and  static  apparatus  of  luetic  patients.  He  Is  considered  such 
an  authority  in  this  special  work  of  our  field  that  at  the  Dermatological 
Clinic  of  the  >Wiener  AUgemeines  Krankenhaus  no  salvarsan  injection  is 
made  before  Beck  examines  both  the  static  and  acoustic  apparatus  and 
declares  salvarsan  indicated  in  the  respective  case. 

In  this  article  Beck  describes  a  new  early  symptom  of  lues  that  may 
bv  present  even  befor*  the  Wassermann  test  is  positive.  When,  in  an 
otherwise  normal  ear,  the  bone-conduction  is  considerably  shortened  the 
case  Is  one  of  lues.  He  reports  a  large  series  of  syphilitic  cases  where 
this  symptom  was  almost  regularly  present  and  mentions  two  cases 
where  it  helped  In  establishing  the  diagnosis  of  lues,  long  before  any  oth- 
er lypbilitic  symptoms  had  appeared.  This  characteristic  shortening  of 
the  bone-conduction  usually  occurs  at  a  time  when  the  localized  syphilis 
develops  into  a  general  one.  but  it  may  be  met  with  at  an  earlier  stage 
of  the  disease.  The  cause  of  this  shortening  of  the  bone-conduction  is 
the  increased  intracranial  and  intra-spinal  pressure.  This  increased 
pressure  causes  simultaneously  dizziness  and  disturbances  -'  ■ -"'Mhrliim 
such  as  have  been  frequently  described  by  the  writer. 

The  writer  succeeded  in  making  exact  measurements  of  tlu;  decrease 
In  bone-conduction  by  Prof.  Uriantachitsch's  electrically  vibrating  tuning 
fork.  The  time  seems  to  be  near  when  the  invasion  of  syphilis  may  he 
"heard"  by  th"  ..ff>in.'ii.t  ir.n.r  h..f"ro  its  symptoms  are  seen  by  the  derma- 
tologist OlXWAt?. 

2179 

Fistula  Symptoms   in    Non-suppurative  Affection*  of  the   Auditory  Appa- 
ratus.   ().  BrcK,  Ann.  det  Mat  de  VOreille,  No.  9.  1913,  p.  229. 
iteport  of  two  cases  In  which  compression  and  aspiration  of  air  In  the 
external  auditory  canal  produced  m'lilar  movements;    the  one,  a  rase  of 


•152  I'AR 

hereditary  syphlHs,  showed  by  compression  a  sltght  deviation  of  the 
eyes,  the  other,  one  of  acquired  gyphiris,  presented  nystagmus  with  rota- 
tory and  horizontal  components.  The  author  concludes  that  In  sypbllU 
there  are  deflnlte  labyrinthine  complications  and  that  changes  In  this 
organ  affect  the  endolymph.  Ed. 

2180 

Comparative  Anatomy  of  the  Membranous  Labyrinth.     C.  E.  Benjammb, 
Ztschr.  1.  Ohrenh,  Bd.  68,  Heft  2,  Bd.  (i9.  Heft  3,  1913;  and  Xeier- 
landsch.  Tijdschr.  v.  Geneesk.,  June  7,  1913. 
Benjamins  offers  proof  of  the  existence  of  a  fourth  crista  in  the  laby- 
rinth of  vertebrate  animals  (Including  man),  which  is  located  in  the  in- 
ferior sinus  of  the  utricle,  near  the  ampulla  of  the  posterior  semi-circular 
canal.    Retzlus  first  studied  this  small  organ  but  he  called  It  the  "macula 
neglecta."    The  author  proves  that  the  organ  Is  not  a  macula  but  a  cris- 
ta; In  lower  vertebrates  It  Is  a  well-developed  fourth  crista;  in  man  It  Is 
more  or  less  rudimentary.  Ed. 

2183 

Tumor  of  the  Acoustic  Nerve.  J.  Bkrlstkin  and  N'owu  ki.  ilonntm  hr  r. 
Ohrenh.,  Heft  3,  1913,  p.  415. 
The  clinical  history  is  carefully  recorded  as  well  as  the  hearing  lest 
findings.  The  tumor  was  as  large  as  an  egg  and  seemed  to  develop  from 
the  auditory  meatus.  Atrophy  of  cochlea  and  vestibular  nerve  with  all 
the  clinical  sequelae  of  these  lesions;  facial  nerve  only  slightly  atten- 
uated and  from  the  clinical  manifestations  seemed  to  be  intact.  The 
trigeminus  and  abducens  were  not  affected.  Ed. 

2191 

Localization  of  Auditory  Center.  \V.  Boyd  and  J.  S.  Hopwood,  Lancet, 
June  14,  1913. 
During  life  the  patient's  hearing  was  apparently  perfect  though  he 
had  auditory  hallucinations.  At  autopsy  it  was  found  that  greater  part 
of  the  left  temporal  lobe  of  the  left  cerebral  hemisphere  was  replaced  by  a 
large  cyst  containing  a  clear  colorless  fluid.  The  destruction  was  very 
extensive.  Involving  whole  of  the  temporal  lobe  except  the  third  and  an- 
terior extremities  of  the  second  and  first  convolutions,  the  latter  bearing 
the  anterior  gyrus  of  Heschl  on  its  upper  surface;  arteriosclerosis  of 
vessels  at  the  base  of  the  brain.  Sections  of  brain  examined,  but  no 
abnormalities  found.  Ed. 

2192 

Labyrinthitis  After  Three  Injections  of  Salvarsan.  Bbixdel,   Jour,   de 

iied.  de  Bordeaux,  Dec.  14,  1913. 
Case  of  labyrinthine  deafness  in  man  who  had  received  three  intra- 
venous injections  of  salvarsan  three  days  after  syphilitic  infection.    The 
deafness  was  unusual  in  that  sharp  sounds  were  heard  but  not  deep  ones. 
The  author  feels  that  the  deafness  resulted  from  the  therapy.  Ed. 
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2202 

Oiagnoai*  of  Suppuration  of  the  Labyrinth.       G.  M.  Coates,  Trans.  PhUa. 
Laryngol.  See,  Feb.  IS,  1913. 
Abstracted  In  The  L.\RYNaoscopE,  Nov..  1913,  p.  1115. 

2212 

Ca*«  of  Syphilitic  Labyrinthiti*.  Evely,  La  PolicUn.,  Feb.  15,  1913,  p.  58. 
After  Intensive  injections,  facial  paralysis  and  left-sided  deafness  de- 
veloped; fourteen  days  later  labyrinthine  symptoms  and  rlght-slded  deaf- 
ness. The  author  raises  the  question  as  to  whether  salvarsan  affects 
tbe  auricular  nerve  or  whether  mercurial  treatment  should  be  instituted. 

Ed. 

2214 

Local    Autogenous    Temperature    Variations    a    Cause    of    Labyrinthine 
Vertigo.     E.   I'.  Piiwler,  Med.  Rcc.  June  21,  1913. 
Abstracted  In  Tin    l.MtvNo.siopK,  Nov.,  1913,  p.  1058. 

2216 

injurious  Effect  of  Loud  Noises  on  the  Organ  of  Hearing.  H.  Fbieoe.v- 

WAVD,  Bull.  Med.  and  Chir.  Fac.  of  Md.,  Jan.,  1913. 
Abstracted  In  Thk  Laryngoscope,  Nov.,  1913,  p.  1060. 

2217 

Vertigo.    P.  Friedrich. 
Original  contribution  to  The  Labysgoscope,  Aug.,  1913,  p.  825. 

2218 

Turning  Test.    H.  M.  Goddarb.  Trans.  Phlla.  Laryngol.  Soc..  Feb.  18,  1913. 
Abstracted  in  The  UART.xooecopc,  Nov..  1913,  p.  1114. 

2220 

otosclerosis  and  Its  Relation  to  Tuberculosis.  O.  Grademgo,  Monattchr. 
f.  Ohnnh..  Hift  T.  1913,  p.  901. 
It  Is  probable  that  hereditary  syphilis,  family  tuberculosis,  and  arth- 
ritis, degenerative  and  trophic  conditions  are  often  grouped  together 
under  the  name  of  otosclerosis.  Though  there  are  seldom  tubercular 
symptoms  In  the  otosclerotic  patient  yet,  according  to  the  author,  careful 
interrogation  will  ascertain  that  some  members  of  the  family  have  died 
of  It.  There  Is  a  tutxTciilar  rheumatism  of  an  acute,  subacute  and  chronic 
form  and  to  the  latter  of  these  the  author  attributes  the  relationship  be- 
tween otosclerosis  and  rheumatism.  Ed. 

2221 

Suggestions  in  Acoumetry.      *>.  (iHAUKMiiti, 

OrlKlnal  contribution  to  The  I..ART>r.osropE,  July.  1913.  v.  TTo 

2222 

Gradenlgo's   Syndrome.     One   Case-report   and   an    Analysis   of  the    Pub- 
lished Cases.    >i.  I)   Or  MUM. 
OrlRtnal  rontrlbullon  to  The  I^RTxaonrnpR,  D«c.,  1913,  p.  1146. 
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2226 

Brief   Consideration    of    Certain    Recent    Views    Regarding    Otosclerosis. 
T.  Hakkis. 
Original  contribution  to  Thk  LAiivN<>o.scoi'fc,    Aug.,  1»13,  p.  Mil. 

2227 

IMeniere's  Symptom  Complex.  H.  Hahtinos,  Cal.  State  Jour,  of  Med^ 
Sept..  19U,  p.  353. 
Cases  presenting  Meniere's  symptom-complex  are  the  result  of  diseased 
conditions  of  the  blood  vessels  supplying  the  labyrinth  or  of  disease  of 
the  right  nerve  including  its  end-organs  in  the  labyrinth.  One  case  (apo- 
plectic form)  occurred  during  childbirth;  another  (apoplectic  form)  was 
due  to  atrophy  of  the  cochlear  nerve  and  did  not  result  in  permanent 
injury  to  the  vestibular  nerve;  the  third  case  was  one  of  partial  deafness 
with  no  vestibular  changes;  the  fourth,  a  mild  form,  was  probably  a 
tobacco  neuritis;  the  fifth  was  one  of  bilateral  nerve-deafness  with  dizzi- 
deafness  with  partial  restoration;  the  ninth,  nerve-deafness,  (apoplectic 
form)  there  was  complete  deafness;  in  the  seventh,  sudden  deafness  with 
dizziness  and  vomiting;  the  eighth  was  a  case  of  sudden,  complete  nerve- 
deafness  with  partial  restoration,  the  ninth,  nerve-deafness,  (apoplectic 
form)  and  ocular  paralysis;  the  tenth,  almost  complete  deafness  with 
dizziness  due  to  nervous  prostration;  the  eleventh,  (apoplectic  form) 
with  cochlear  nerve  atrophy;  the  twelfth,  one  of  nerve-deafness  as- 
sociated with  nervous  prostration;  and  the  last,  one  of  atrophy  of  both 
cochlear  nerves  with  history  of  hemorrhages  and  dizziness.  The  etiol- 
ogy and  therapy  is  discussed.  Ed. 

2230 

Differential  Diagnosis  and  Treatment  of  Acute  Labyrinthitis.     I...  L.  Hes- 

NtXGER. 

Original  contribution  to  The  L.^ry.ngoscope,  July,  1913,  p.  781. 

2236 

Sympathetic  Nystagmus  in  Erysipelas.  Hiusi  ii.  U>iii.  »('(/.  W  rnn.f.hi ., 
No.  7,  1913,  p.  315. 
With  a  functionally  Intact  vestibule  horizontal  rotatory  nystagmus  is 
a  usual  concomitant  of  erysipelas.  Therefore  it  is  of  diagnostic  value 
especially  in  cases  in  which  tlie  erysipelas  is  localized  to  the  scalp  and 
in  which  meningeal  irritation,  vomiting,  rigor,  and  delirium  appear  and 
which  in  the  presence  of  middle-ear  suppuration  and  undeveloped  erysipe- 
latous symptoms  may  point  to  Intra-cranial  complications.  Eii. 

2237 

Changes    in    Ear    Experimentally    Produced    by    Sound.  H.      Hoessli, 

Intern.  Zntrlbl.  f.  Ohrenh..  Bd.  11,  Heft  8,  1913,  p.  303. 
The  human  labyrinth  cannot  be  used  in  such  experiments  because  of 
the  delay  in  the  autopsy  and  also  because  the  labyrinth  is  so  deeply 
situated  that  the  fixation  fluid  cannot  reach  it.  Therefore  the  experi- 
mentation has  been  limited  to  animals.  Hoessli  concludes  that  sounds 
by  air  and  not  by  bone  conduction  produce  labyrinthine  changes  and 
that  persons  exposed  professionally  to  such  noises  cannot  escape  injury. 

Ed. 
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2240 

Nyttagmu*   Produced   by   Galvanism   of   Individual   Semicircular   Canal*. 
L.  M.  Hi  miv. 
Original  contribution  to  Thk  LARYNciOstoPK,  Feb.,  1913.  p.  126. 

2243 

Meniere'*  Symptom-complex.    S.  J.  Koi'trasT,  X.  V.  J/ed.  Jour.,  May  84, 

lai^i. 
The  symptom-complex  consisU  of  a  sudden  attack  of  deafness,  tinnitus 
and  vertlRO.     This  trio  may  also  be  caused  by  hysteria,  by  the_ various 
jilidoininal  diseases,   floating   kidney,   gall-stones,   stones   In   kidneys  and 
liver  trouble.  ^''• 

2254 

Some  Curable  Affections  of  the  Acoustic  Nerve.  A.  Lewv. 

Original  contribution  to  The  L.\BV.>G08toi'E,  March,  1913,  p.  190. 

2256 

Acute    Labyrinth    Destruction     v»ith     Complicating    Erysipelas    Following 

Mastoid    Operation.     G.  W.  M.vckeseie,  Jour,  of  Ophthal,  Otol.  and 

LurynO'/l.,  Aug.,   VJV.i.  p.  307. 

The  author  gives  a  detailed  case-history.     The  erysipelas  was  finally 

controlled  by  the  use  of  phylacogen  and  the  patient  recovered  from  the 

severe   Infection   of   the    middle-ear  and   mastoid    but   with   a  destroyed 

inner  ear.  Ed. 

2264 

Physiologic  Researches  on  the  Hearing  of  Dogs.         Oi  siKVin  ii,    Compfs 
ritiilu.i  (If  I'.i'dil.  iDipmnlr  russr  tlr  .\fi'd.  Mil.,  No8.  3-4,  1913. 
The  ear  of  a  dog  Is  capable  of  distlngtiishinK  the  beats  of  the  metrono- 
niPter.  between  that  with  100  to  104  l«'ats  and  that  of  06  to  100.     In  two 
days'  time,  however,  this  power  of  differentiation  Is  again  lost.  Ki>. 

2267 

Development  of  Membrana  Tectoria.  ('.  \V  I'liii  -  i-  '..  "' 
Amit..  May,  1913. 
Kxten.slve  study  on  the  fetus  and  new-born  (•ou\inciH  tlic  author  thai 
the  iiifiiibrane  arises  as  a  thin  cuiicular  platn  which  Is  flrst.  developed 
"ver  the  free  ends  of  the  rolumnar  cells  forming  the  greater  Inner  epithe- 
lial thickening  of  the  basal  cochlear  wall.  It  Is  a  delicate  chambered 
•  iitlcular  structure,  co-«xteiutv«  with  the  spiral  organ.  The  membrana 
ix'Ini;  much  thinner  and  narrower  In  the  basal  turns  than  In  the  apical 
r<Kii>n  different  portions  of  It  probably  respond  to  sounds  of  different 
:  II'  ii      III  this  sense  It  may  act  as  a  resonator.  Kd. 

2269 

Hallucinations  of  Hearing  and  Diseases  of  the  Ear.      .1.  It.  TlnrTN.    \     ) . 

Ued.  Jour.,  June  14,   1913,  p.   1236. 

Three  cases  of  hallucinations  of  hearing  associated   wiili  (ii>i  m  iMucei 

In  the  peripheral  auditory  apparatus  arc  recorded.    The  hallucinations 

were  manifestations  of  menial  disease.     Two  o(  the  patients  were  65  and 
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69  years  old  respectively,  and  therefore  arterial  changes  In  the  brain 
were  a  factor.  Undoubtedly  this  phenomenon  Is  an  expression  of  un 
stable  psychic  equilibrium.  History  of  nervous  disease  in  the  ancestry 
is  usually  given.  Eo. 

2277 

Anatomy  of  the  Static  Labyrinth.       M.   Sih..^  ..„,,.■,.   Phila.   Laryngot. 

Soc.,  Feb.  18,  1913. 
Abstracted  In  The  Lartxgobcope,  Nov.,  litis,  jj.  1112. 

2290 

Nystagmus  In  Febrile  Diseases.    E.  Vox  Czyhi-abz,  Berl.  klin.  Wchnschr.. 

Jan.  20,  1913. 
In  a  large  number  of  diseases  starting  suddenly  with  high  fever  the 
author  simultaneously  observed  nystagmus — in  erysipelas,  croupous  pneu- 
monia, in  severe  cases  of  articular  rheumatism  and  in  influenza.  In  cases 
of  typhoid  the  nystagmus  appeared  only  after  two  weeks  but  remained 
after  the  fever  disappeared.  In  cases  of  tuberculosis  In  which  there  was 
high  fever,  nystagmus  was  occasionally  present  though  less  frequently 
than  in  other  febrile  affections.  The  nystagmus  Is  regarded  as  a  toxic 
symptom  in  these  cases.  Ei). 

2300 

uase  of  Total  Deafness  Following  Dose  of  Quinin.       M.  J.  Baixix,  Jf.  Y. 
Med.  Jour.,  May  24,  1913. 
Abstracted  in  T,he  Laryxgoscopk,  Sept.,  1913,  p.  912. 

2301 

Restoration  of  Hearing  After  a  Year's  Deafness.        R.  Babany.  fl'r.  klin. 

Wchnschr.,  Jan.  23.  1913,  and  Ar<-h.  iutmi.  dc  Laryngol.,  March-April, 
1913,  p.  384. 
Thirty-five  cases  of  Barany's  syndrome  in  which  deafness,  headache, 
vertigo  and  tinnitus  suggested  accumulation  and  retention  of  fluid  in  the 
cerebello-pontine  angle  have  been  studied.  When  the  fluid  is  released 
either  by  lumbar  puncture  or  by  increasing  the  pressure  through  atropin. 
etc.,  the  disturbances  cease  and  the  hearing  becomes  normal.  Case  re- 
ports are  appended.  En 

2303 

Montessori  Models.    L.  M.  Batks,  .4 hi.  Anrt.  oj  Deaf,  Jan.,  1913,  p.  16. 

This  article  is  a  review  of  Dr.  Montessorls  book  "The  Montessori  Meth- 
od."   Conciseness  and  simplicity  are  the  keynotes  of  the  method.      Eo. 

2307 

Publicity  for  Education  of  Deaf.      T.    M.   Bkmis,   Yolta  Rev.,  April.   1913, 
p.  27. 
The  author  reviews  some  of  the  articles  on  the  education  of  the  deaf 
which  have  appeared  during  recent  vears  In  magazines.  Eo 
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2309 

Histological  Examination  of  Case  of  Congenital  Deafnest.  G.  Bbuehl, 
Fassotcs  Beitr.,  Bd.  7,  Heft  1,  1913,  p.  19. 
Patient,  35  years  old,  was  educated  In  a  deaf-mute  school  until  age 
of  10  when  she  bad  an  attack  of  measles,  retrogressed  and  became  idiotic. 
Also  paralysis  of  leg.  Nerve  specialist  diagnosed  the  case  as  one  of  pro- 
gressive degenerative  affection  of  the  cerebellum  due  to  congenital  "an- 
lage."  Autopsy  flndings:  Pronounced  hyperplasia  of  the  pons  and  cere- 
bellum with  excessive  development  of  the  neuroglia.  On  the  posterior 
surfaces  of  petrous  portion  of  temporal  bone  semi-circular  bony  tubercle:*. 
Circular  hyperostoses  on  posterior  and  anterior  borders  of  the  anterior 
superior  surfaces  of  the  pyramids.  One  small  exostosis  on  inner  surface 
of  squama.  Auditory  canal,  tympanic  membrane  and  left  tympanum  nor- 
mal; in  right  tympanum  thickened  and  cystic  mucosa.  Vestibule,  os- 
sicles and  semi-circular  canals  normal;  almost  symmetrical  epithelial 
atrophy  in  cochlea  and  hypoplasia  in  spiral  ganglion,  in  stria  and  in  audi- 
tory nerves.  No  symptoms  of  inflammation  or  changes  in  membranous 
labyrinth.     Changes  in  organ  of  Corti.  Ed. 

2310 

Talking  Motion  Pictures  as  an  Aid  to  Lip-readers.     M.   K.  Bruhn.    I  "IM 
Jiev.,  July,  1913,  p.  179. 
Though  moving  pictures  are  not  made  for  the  hard-of-hearing,  yet  thev 
give  excellent  practice   in  acquiring  proficiency   in   lip-reading  and   give 
the  eye  the  proper  training.  Ed. 

2311 

Teaching  Lip-reading  to  the  Adult  Deaf  as  a  Profession:    Its  Possibilities 
and  Future.     M.  E.  Bbihjj,  Volfa  Rev.,  March,  1913,  p.  718. 
.Miss  Hruhn  points  out  the  unlimited  possibilities  in  this  field  and  ad- 
vocates the  Mueller-Wallp  method.  Ed. 

2314 

Deafness  Following  the  Use  of  Salvarsan.    ('.  A.  Ci.app,  Jotc  \  . 

.March  «,  191:'..  p.  742. 
A  month  after  the  intravenous  injection  of  salvarsan  (6.6  gm.)  the 
patient  sufTered  a  severe  attack  of  giddiness,  hearing  reduced  to  watch  at 
4  inches  in  the  right  and  to  contact  in  the  left  ear;  left  side  of  face 
sligbtty  flat;  Barany  i  aloric  test  negative  on  left,  slisrht  functioning  on 
right.  Potassium  lodid  increased  giddiness  which,  however,  improved 
after  administration  of  pilocarpln  epldermlcally  and  purgation.  After 
several  months  of  iodid  therapy  hearing  improved  to  watch  at  3  Inches 
In  each  ear.  Equilibrium  still  disturbed:  slight  facial  paralysis  has  dis- 
appeared. Ed. 

2321 

Training  Muscles  of  the  Ear  In  Treatment  of  Deafness.     Fernet,  SmII.  de 

VAratl.  de  Xlcd..  Oct.  14.  1913,  p.  209. 

Benefit  by   this  treatment   Is  due  to   Improved  circulation   and   better 

nourishment,   better  adaptation    to    the   function    progressively    acquired 

by  practice,  and  to  the  training  of   the  auxiliary  organs  which  sustain 


458 

and  reinforce  the  lagging  organ.  Children  are  often  able  to  exercise 
their  ear-muscles  and  adults  undoubteGly  have  lost  this  faculty  for  want 
of  exercise.  In  unilateral  deafness  the  patient  must  be  trained  to  listen 
with  hlK  deaf  ear  so  that  the  little  hearing-power  left  does  not  decrease 
but  Increase.  Three  sets  of  muscles  are  trained:  those  of  face,  those  of 
•calp  and  auricle,  and  those  of  the  Eustachian  tube.  Excellent  results 
have  been  attained  with  this  therapy.  Ed. 

2330 

Comparative    Investigations   of   Acuity   of   Hearing    in    Blind    and    Seeing. 

F.  H.  HoKKTKu,  PasHOHs  li'itr..  Bd.  ti.  Heft  4-6,  1913,  p.  3U2. 

The  blind  do  not  possess  a  more  acute  sense  of  hearing,  nor  do  Uiey 

acquire  one,  but  they  have,  however,  a  greater  power  of  concentration. 

Even  In  the  presence  of  tinnims  thr  blind,  too,  have  the  better  sense  of 

Vn 

orientation. 

2345 

Sporadic  Congenital  Deafness  and  Deafness  from  Syphilis.  Ki  ui.  I.(ivf. 
CUisuou-    Med.   Jour..    Feb.-March,    1913. 

This  important  paper  took  the  form  of  a  lecture  delivered  unuer  mo 
auspices  of  the  National  Bureau  for  the  Welfare  of  the  Deaf. 

As  is  the  case  with  other  forms  of  deafness  this  type  is  met  with 
mainly  among  the  poorest  classes.  The  author's  enquiries  show  that  the 
social  status  of  the  families  from  which  the  deaf  children  of  Glasgow 
come  is  for  the  most  part  that  of  the  house  of  one  apartment.  The  one- 
apartment  standard  of  living  means  not  only  insufficient  air-supply,  food, 
and  clothing,  but  untreated  syphilitic  disease,  uncontrolled  use  of  alco- 
hol, and  carelessness  in  up-bringing  of  children.  It  results  in  an  enor- 
mously high  child  death-rate,  and  in  a  deaf-mute  rate  which  is  never 
approached  in  the  houses  of  the  well-to-do. 

The  trees  are  given  of  21  families  in  which  syphilis  was  the  cause  of 
deafness  in  one  or  more  members.  In  many  of  the  families  the  Wasser- 
mann  test  was  carried  out  in  every  living  child  and  in  some  of  them 
in  the  father  and  mother  also.  In  the  21  families  there  were  172  preg- 
nancies, 75  miscarriages  and  deaths,  the  latter  nearly  all  in  the  first  or 
second  years,  and  31  deaf  or  blind  children.  Of  the  remaining  66  some 
showed  the  Wassermann  reaction,  and  might  well  become  deaf  later.  The 
most  common  cause  of  death  amonst  these  syphilitic  children  was  men- 
ingitis. 

In  discussing  the  prevention  of  deafness  of  this  type  the  author  gives 
first  place  to  notification  of  syphilis  when  it  appears  in  children,  and  the 
immediate  treatment  of  both  mother  and  child.  This  might  be  done  In 
connection  with  maternity  benefit  under  the  National  Insurance  Act,  the 
commissioners  insisting  on  a  certificate  of  the  cause  of  death  in  every 
case  of  still-birth  or  death  shortly  after  birth. 

The  Wassermann  reaction,  applied  In  157  cases,  details  of  which  are 
given,  established  (the  author  believes,  for  the  first  time)  the  fact  that 
congenital  deafness  Is  sometimes  due  to  syphilis.  This  was  clearly  the 
case  more  frequently  than  was  proved  by  the  reaction  itself,  for  when 
no  active  process  is  going  on  the  test  sometimes  gives  a  negative  result 
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In  un(iout)iea  cases  oi  s»i'iiiiis.  iu  some  cases  of  congenital  deafness 
of  syphilitic  origin  the  active  disease  has  probably  come  to  an  end  be- 
fore birth,  and  as  tlie  patients,  in  other  respects  healthy,  have  not  been 
examined  until  many  years  later,  it  is  not  surprising  that  a  considerable 
proportion  show  a  negative  reaction.  The  results  as  a  whole  indicate 
that  syphilis  is  the  causal  factor  in  a  considerable  number  of  cases  of 
sporadic  congenital  deafness,  and  Justify  the  conclusion  that  the  part 
which  syphilis  plays  in  the  production  of  this  condition  may  be  much 
greater  than  can  be  detected  by  such  a  method  as  the  Wassermann 
ts-at  carried  out  long  after  the  disease  has  ceased  to  i>e  active. 

In  sporadic  congenital  deafness  there  is  another  group  of  cases  which, 
when  the  family  is  taken  as  a  unit,  exhibit  a  symptom-complex, — feeble- 
mindedness, epilepsy,  and  deafness:  attending  these  families  there  is  a 
cause-complex, — poverty,  over-crowding,  alcoholism,  and  untreated  syph- 
ilis. GUTHBIE. 

2346 

Early  Home  Treatment  of  the  Deaf  Child.      G.  Hudson-Makcen. 
Original  contribution  to  THt  I>.^ry.\coscopk,  Feb.,  1913,  p.  116. 

2347 

Prevention  of  Deafness.     G.  IIi:i>sov-M\kt-e\,  .V.  Y.  }{iij.  Jour..  Aug.  18, 
1913.  p.  305. 
For  the  prevention  of  deafnest^   ....    .  .Kt-nibt,   hygitnisl  and   legislator 

should  co-operate.  Marriage  among  families  with  a  history  of  deaf-mut- 
ism should  be  forbidden;  acquired  deafness  should  receive  the  Joint  at- 
tention of  the  general  practitioner  and  of  the  specialist;  all  school-chil- 
dren should  be  carefully  examined;  and  attention  called  to  the  relation 
of  sv(.hiiu   t,,  .ii.nfn.....i  ill   fii,.  descendants.  Ed. 

2348 

Enhancing  Auditory  Acuity  by  Psychologic  Methods.  i  \N  .\  .Mvi.imv, 
.\.  V.  ifed.  Jour.,  May  24,  1913. 
Every  case  of  deafness  should  be  carefully  studied  to  ascertain  If  there 
are  any  tones  still  audlblf.  If  there  are.  a  tone-chart  should  be  made  and 
the  patient  blind-folded  while  the  audible  tones  are  reiterated  in  his  ear. 
at  first  loud  and  later  witli  less  Intensity.  Soon  the  ear  will  be  educated 
and  a  serviceable  degree  of  hearing  re-establlsbed.  En. 

2352 

Deafness  Following  Administration  of  Saivarsan.    ^ttM  \' 
f/r  Bnrtteaui,  De<-.  21,   1913. 
Apropos  of  his  work  In  labyrinthitis  following  sal...,..,,..,   ..;.„.....  J.^ 
cusses  deafncM  following  the  administration  of  "606"  and  reviews  three 
lllustratlre  cases  found  In  the  literature.  En. 

2368 

End-results  of  Auditory  Reeducation.    A.  Raoiti.t.  Arch,  intern,  de  Laryn- 
gol.,  July-(Vt.  191.1. 
Histories  of  thirty-flve  rases  are  reviewed,  seventeen  from  the  author's 
own  practice.     Some  of  the  patients  thought  there  was  no  improvement 
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but  on  actual  examination  distinct  Improvement  wa«  noted.  He  BUtes 
that  In  the  majority  of  the  cases  In  which  the  electro-phonolde  of  Zuend- 
Burguet  Is  used  Improvement  after  cessation  of  treatment  was  permanent 
or  even  progressed.  In  the  aged  it  Is,  however,  often  necessary  to  resume 
the  treatments  after  a  period  of  rest.  Ed. 

2369 

From  the  Abbe  de  I'Epee  to  Bezold.      H.   S(III!<>kokr,   /.tschr.  f.  Ohrenh., 
Bd.  6  7,  Heft  3-4,  1913. 
While  this  article  does  not  contain  any  original  work,  it  Is  neverthe- 
less of  great  value  In  as  much  as  it  enlightens  the  reader  on  the  history 
and  the  present  stand  of  the  education  of  the  deafmutes  in  Germany. 

Glogau. 

2386 

Preventable  Deafness.    W.  M.  To.mli.nso.v,  Med.  Rec,  Sept  27,  1913. 

The  usual  precautionary  suggestions  as  to  the  care  of  the  nasal,  post- 
nasal and  pharyngeal  lesions  Is  advised.  The  author's  personal  opinion 
is  that  75  per  cent  of  the  adenoid  cases  have  aural  involvement.  With 
recent  improvements  in  the  technic  of  Eustachian  maneuvers,  better  re- 
sults are  hoped  for.  Leoebmaw. 

2391 

The  Deaf.     Editorial.     J.  D.  Wright. 
Original  contribution  to  The  Laryngoscope,  Aug.,  1913,  p.  867. 

2396 

Sounds  in  the  Ear.     E.  Botella,  Semana  Med.,  Feb.  20,  1913. 

Case  1:  In  an  anemic  child  of  6  years,  the  parents  noticed  a  moaning 
sound  in  the  mastoid  region,  synchronous  with  the  pulse  which  disap- 
peared on  compression  of  the  carotid  artery.  Cod-liver  oil  improved  the 
anemia  and  the  sound  disappeared. 

Vase  2:  Man  of  32  complained  of  sounds  in  his  ear  during  last  three 
months  which  only  ceased  when  the  head  was  bent  to  that  side.  Others 
could  hear  these  sounds;  they  seemed  to  be  located  in  the  internal  caro- 
tid region.  Ed. 

2397 

otorrhagia  and  Epilepsy.  C.  Canestro,  Arch,  intern,  de  Laryngol.,  May- 
June,  1913,  p.  778. 
Woman  of  35  years.  During  epileptic  attack  subconjunctival  hemor- 
rhage and  also  slight  hemorrhage  from  left  ear.  Examination  revealed 
on  posterior  wall  of  external  auditory  canal  traces  of  blood  crusts  and 
a  small,  dark-red  hematoma.  The  hematoma  opened  when  the  speculum 
was  inserted;  it  contained  bloody  fluid.  Tympanic  membrane  and  hear- 
ing normal;  no  sensory  disturbance  nor  tinnitus.  Right  ear  normal; 
During  subsequent  epileptic  attacks  no  recurrence  of  hemorrhage.  Hys- 
teria and  trauma  excluded.  Hemorrhage  due  to  cramping  of  respiratory 
muscles  during  attack  which  produced  venous  stasis.  En. 
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2398 

The  Sarcofaga  Nuru«,  a  New  Species  of  Fly  the  Cause  of  Myiosis  of  the 
Ear.  T.  Cerruti,  Rev.  Med.  del  Rotario,  Sept.,  1913. 
During  the  summer  the  author  observed  eight  cases  of  raylosls,  five  of 
which  were  in  the  nose  and  three  In  the  ear.  In  four  cases  he  ascer- 
tained that  the  mylosls  was  due  to  larva  of  the  compsomla  macellarla, 
but  In  one  case  he  found  the  hitherto  undescrlbed  sarcofaga  nurus  to  be 
the  cause.  In  cases  with  otorrhea  as  a  complication,  living  larva  may 
be  found  by  noting  the  Irregular  flow  of  the  secretion  In  contra-dlstinc- 
tlon  to  the  usual  rhythmical  flow.  Eo. 

2400 

l-lemorrhage  from  the  Ear.  F  <"m  mints,  Passows  Beitr.,  Bd.  6,  Heft  2. 
li>13,  p.  136. 

The  author  presents  an  exhaustive  article  on  hemorrhage  from  tha 
ear  In  which  he  records  as  completely  as  the  bibliographical  facilities 
permit,  the  data  of  all  of  this  unusual  type  of  hemorrhage. 

He  concludes  the  article  with  a  detailed  clinical  report  of  the  case  of 
a  boy,  seven  years  old.  In  whom  a  profuse  aural  hemorrhage  was  sud- 
denly developed;  this  hemorrhage  extended  over  a  period  of  about  six 
wcpks,  with  ultimate  recovery.  While  the  source  of  hemorrhage  cannot 
t>e  absolutely  flxed  the  author  thinks  it  probable  that  same  was  located 
in  the  superior  end  of  the  Jugular  vein,  perhaps  even  from  the  bulb  and 
that  this  erosion  of  the  venous  wall  was  perhaps  Induced  by  an  adenitis 
of  tut>ercular  character.  The  history  of  the  case  developed  the  fact  that 
the  grandfather  (maternal)  had  died  of  tuberculosis  and  that  the  mother 
was  also  tubercular.  Goi.d8t»:i.\. 

2416 

Gun-shot  Wound  In  Ear.  K  Kii:.  ii\m;.  Monatgchr.  f.  Ohrcnh..  Heft  1. 
1H13,  p.  7. 

^K... 1  ...  •, ,,,   ,  — „.,    ;„.,,    ,  ,^  ,^  |,  ^^-- 

2417 

Ear-findings  In  Rachitis  and  Their  Significance.       I...  KoME^OA^-Tl)^^ 
nt'im.  dm  .\fal.  dr.  rorrilh'..  Jan.,  I'Ji:;. 
From  experience  the  author  concludes  that  rachitis  has  ;i 
ward  effect  on  the  bearing  function  and  Is  simitar  to  otosclen. 

2420 

otitis  and  Eclampsia,    (i    Im  imki    i-., .......  i.i-,, 

p.  27. 
Kutvlet  reiMirlH  on  nii  obs.Tvatlcu  of  eleven  cases  in  lulaiUii.  in  eaeli  of 
whom  middle-ear  su|ipurailon  was  present.  The  attacks  of  oelainpsia 
usually  ceased  after  the  onset  of  the  suppuration.  After  the  first  three 
fatalities  the  author  carefully  examined  the  ears  In  every  case  of  eclamp- 
sia and  performed  paracentesis.  Four  of  the  eight  remaining  cases  re- 
'overed.  After  the  paracentesis  the  attacks  of  eclampsia  ceased.  The 
iiithor  feels  that  otitis  is  nn  Important  etiological  factor  In  eclampsia. 

En, 
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2425 

Scarlet  Fever  and  the  Ear.        I'.    .M.\na>m,   Monalirh?:   /     ' '■•'!,   July, 

1U13,  p.  59. 
.Manasse  points  out  the  frequency  of  ear  toin|)licatlou  in  scarlet  fever 
and  the  two  types  of  scarlatinal  otitis;  1.  Ordinary  mild  Inflammation 
which  occurs  where  there  Is  little  or  no  throat  trouble.  2.  Scarlatlno- 
dlphtherltlc  or  necrotic  otitis  due  to  the  same  gpeclflc  cause  as  the  scar- 
let fever.  It  is  very  severe,  often  causing  extensive  necrosis  of  the  soft 
parts  and  bones  and  almost  always  resulting  in  defective  hearing  or  in 
total  deafness.  In  the  later  case  the  throat  should  receive  very  careful 
attention  to  prevent  infection  spreading  from  throat  to  ear.  .Manasse 
discourses  on  the  care  of  the  ear  In  otitis.  Op*>rative  treatment  should 
only  be  undertaken  when  absolutely  necessary.  IJ' 

2428 

Morphology  of  Ear  and  Theory  of  Hearing.      M.  Meyek,  Arch.  f.  getam 
i'liysiu}.,  Bd.  153,  Heft  .5-7,  1913,  p.  3«9. 
Meyer  analyzes  again  his  theory  of  hearing  which  is  contrary  to  that 
of  Helmholtz.     He  also  refutes,  by  twenty-two  Illustrations,  Brocci's  con- 
tention that  his  theory  does  not  take  into  consideration  the  morpholog- 
ical peculiarities  of  the  sound  receiving  organ.  Ed. 

2441 

Case  of  Atrophy  of   Ear,  Complicated   by   Malformation  of  Cranium  and 
Atrophy  of  Facial  Nerve.      X.   Sack,  Monatsclir.  f.  Ohrenh.,  Heft  7. 
1913,  p.  90S. 
Case  of  congenital  malformation  of  external  auricle  in  which  the  mid- 
dle-ear was  most  likely  also  malformed,  but  in  which  the  labyrinth  was 
normal.    There  were  also  defects  in  cranium  and  vertebral  column,  with 
l)aralysis  of  facial  nerve  probably  due  to  peripheral  causes.  Ed. 

2448 

Significance  of  Ear-ache.      Ihvixg   Sobokt,  Boston  Med.  and  Sufj 
Feb.  26,  1913,  p.  317. 
A  plea  to  the  practitioner  to  attach  more  significance  to  the  various 
forms  of  otalgia  coming  under  his  observation.  Bebby    (Mosher). 

2450 

otology  from  Medical  Point  of  View.  H.  N.  Spencer,  N.  Y.  Med.  Jour.. 
March  1.  1913. 
In  a  short  paper  Spencer  emphasizes  the  necessity  for  the  otologist  to 
make  frequent  examination  of  the  urine  and  of  the  blood.  He  holds  that 
too  little  consideration  is  given  to  internal  medicine  in  diseases  of  the 
nose  and  ear.  Ed. 

2460 

Influence   of   Sounds   of   Dlffrrent    Pitch,    Duration    and    Intensity    in    the 
Production  of  Auditory  F.'tigue.    W.  A.  Wells. 
Original  contribution  to  The  L.\rtxgoscope,  Oct.,  1913,  p.  989. 
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2461 

Measurement  of  Auditory  Acuity.  W.  A.  Wells,  Join  A.  U  A..  Sept.  27. 
1»13.  p.  1239. 
Wells  points  out  the  difficulties  and  lack  of  accurate  methods  of  test- 
ing the  hearing,  (lualltatlve  and  quantitative  and  shows  the  deflciences 
in  the  various  methods  In  vogue.  There  Is  great  need  of  an  exact  system 
and  an  Instrument  capable  of  producing  all  the  notes  of  the  scale  from 
the  highest  to  the  lowest,  In  pure  tones  free  from  harmonics  and  capable 
of  giving  these  notes  In  intensities  readily  measurable  and  varying  from 
a  point  below  the  threshold  of  excitation  of  the  most  sensitive  hearing 
up  to  a  degree  necessary  to  awake  sensation  In  pensons  suffering  from 
the  most  profound  deafness.  Moreover,  in  order  that  such  an  apparatus 
my  deserve  universal  acceptation,  it  must  be  possible  to  construct  as 
many  others  as  are  wanted  of  the  same  tyjw,  each  constant  for  Itself  and 
precisely  similar  to  the  others.  It  Is  only  then  that  we  can  hope  to 
make  It  available  for  a  uniform  notation  comparable  among  different  ob- 
servers. Ed. 

2467 

Scarlet-red  in  Otology.      Allan,  Therap.  Mag.,  Jan.,  1913. 

The  author  has  had  very  good  results  with  scarlet-red  in  Incipient 
retro-aurlcuIar  affections  subsequent  to  acute  mastoiditis.  The  salve, 
placed  on  the  edges  of  the  wound,  stimulates  the  growth  of  the  epidermis 
and  the  period  of  time  necessary  for  the  cutaneous  reunion  Is  greatly 
curtailed.  Ed. 

2473 

Suction  Hyperemia  in  Otology.  U.  K.  Uotki.la,  Sent,  med.,  March  27, 
VJ>\?.:  and  Bol.  ilc  l.nrynyol,  April-June,  1913. 
The  best  results  were  obtained  in  simple,  acute  otitis  media  or  with 
mastoid  symptoms,  and  in  simple  chronic  otites.  If  there  be  bony  lesions, 
even  with  fungus  growth,  aspiration  ought  to  give  amelioration  or  re- 
lief. The  treatments  last  from  ten  to  twelve  minutes.  If  there  is  any 
bleeding  the  treatment  should  be  stopped.  Ku. 

2477 

Plastic  for  Closing  Retro-auricular  Opening.      CiTri.i.i,    Arch,    intern,    rfe 
haryngol.,  May-June,  1913,  p.  808. 
Cltelli  describes  In  detail  his  new  procedure  by  which  he  successfully 
closed  retro-aurlcular  opening  in  two  cases.  Ed. 

2483 

Technic  of  the  Labyrinth  Operation      E.  B.  Dcncb. 

Orlgln-ll    .  r.,ilrll.i,tl..„    ..,    Till     I.utTNcoscor-       \--       1913,    p.    814. 

24S4 

Decompression  for  the  Relief  of  Disturbances  of  the  Auditory  Apparatus 
of  Intra-cranial  Origin.       W.  P.  Eaolctow. 
OrlRlnnl  mnfrlbutlon  to  The  T>ARTxnoscope,  May,  1913,  p.  592. 
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2487 

Intra-Cranial  Division  of  the  Auditory  Nerve  for  Pertittent  Tinnitui. 
C.  U.  Fmazikii,  Jour.  A.  U.  A.,  Aug.  2,  1913,  p.  327. 
Intracranial  division  of  the  auditory  nerve  is  indicated  wlien  the  obBtl 
nate  vertigo  Is  associated  with  tinnitus,  for  the  relief  of  cerUIn  forms  ol 
persistent  otalgia,  and  for  severe,  persistent,  intractable  tinnitus.  A  cas« 
of  the  laat-mfiitionrd  condition,  successfully  operated,  is  reiwrled  in  de 
Uil.  Ed. 

2490 

Diathermia  in  Treatment  of  Deafness  from  Middle-ear  Disease.      Uaiui, 
Ueut.  mcd.  Wchnschr.,  July  10,  1913. 
Abstracted  in  Thk   Lvkvngoscoi-f,  Oct.,  1913,  p.  1017. 

2493 

Medicinal   Combination    Very    Efficacious    in    Treatment  of  Chronic   8u|> 

purative  Otitis  Media.    H.  Joi.i.\t.  Tier,  de  Laryngol.,  June  14,  1913, 

p.  710. 

The  following  solution  is  recommended:     Acid  boric;  bismuth  subnitr. 

ana  4.0;   acid  benzoic  0.5;  formalin  gtt.  3;   glycerin  q.  s.  ad  30.0.     After 

the  ear  has  been  thoroughly  cleansed  and  dried  this  solution  is  dropped 

In  and  left  In  the  ear  for  ten  minutes.  Ed. 

2502 

otorrhea  of  Twenty  Years'  Duration  Cured  by  Surgical  Intervention  and 
Use  of  Wright  Vaccine.     J.  Laboube,  Rev.  hebd.  de  Laryngol.,  March 
29,  1913,  p.  369. 
Abstracted  in  The  Labyxgoscope,  Aug.,  1913,  p.  848. 

2505 

Salvarsan  in  Otiatrics.     J.  L.a.no,  Ueut.  med.  Wchnschr.,  No.  9,  1913. 
Abstracted  in  The  Laryngoscope,   Nov.,  1913,  p.  1052. 

2509 

Inadequacy   of  the   Drainage   Sometimes   Obtained   by  the   Ordinary   My- 
ringotomy in  Acute  Otitis   Media  and  a   Method   of  Overcoming  the 
Difficulty.      R.  Lewis. 
Original  contribution  to  Tiik  Lakv.m.u.^ioi-k,  Feb.,  1913,  p.  121. 

2515 

Implantation  of  Cartilage  for  Prevention  and  Correction  of  Deformity  of 
the  Auricle.  H.  P.  Mosheb,  Trans.  Am.  O.  Soc.,  1913.  p.  240. 
Case  of  chondritis  of  auricle  following  operative  procedure.  Two-thirds 
of  the  auricular  cartilage  had  disappeared.  The  author,  in  several  stages, 
transplanted  cartilage  obtained  from  the  nose  of  this  and  other  patients 
and  obtained  satisfactory  results.  He  feels  that  this  technic  deserves 
extensive  trial.  Ed. 

2516 

Suggestions  on  Phenol  and  Ichthyol  in  External  Otitis.        J.  H.  Nex60&, 
Jour.  A.  M.  A.,  March  8,  1913. 
Abstracted  in  The  Laryngoscope.  July,  1913,  p.  780. 
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2517 

rtoentgen  Therapy  in  Ototclero«i«.     H.  Obtloff,  Arch  f.  Ohrenh.,  Bd.  90. 
Heft  4,  1913.  p.  233. 
Abstracted  in  The  Laby.nooscopb,  Oct,  1913,  p.  998. 

2518 

Treatment  of  Cauliflower  Ear.    D.  11.  P.vi.mkii,  .V.  U'.  Sled..  Dec,  1913. 

After  preparing  the  skin  of  both  sides  of  the  ear  and  the  immediate 
vicinity  of  the  face  and  scalp  after  any  of  the  approved  surgical  raethod.s 
except  lodln,  the  author  makes  an  incision  over  the  prominent  point  of 
the  swelling  through  the  skin  and  perichondrium  into  the  hemorrhagic 
cavity,  after  plugging  the  external  auditory  canal  with  cotton.  All  cloLs. 
new-formed  bone  or  cartilage  are  then  removed  with  a  fine  gouge  or 
curette,  gently  scraping  the  anterior  surface  of  the  old  cartilage  unt' 
it  is  smooth. 

The  incision  is  now  closed  except  for  a  small  opening  which  will  ju<.t 
admit  a  Eustachian  catheter  connected  up  with  a  small  Pynchon  pump. 
This  rapidly  removes  all  accumulated  blood  and  the  suction  approximates 
the  perichondrium  skin  and  cartilage.  The  skin  surface  is  now  thorough- 
ly dried  and  a  new  plug  of  cotton  placed  in  the  external  auditory  canal 
Sterile  vaseline  is  applied  to  both  surfaces  of  the  ear  and  for  an  Ine'i 
anterior  and  posterior  to  the  ear  on  the  skull. 

About  one-half  tumbler  of  plaster  of  Paris  cream  is  poured  into  a  card- 
Inward  mould  surrounding  the  ear.  The  ear  Is  now  completely  encased  In 
the  plaster  with  the  Eustachian  catheter  Inside  and  the  pump  workine 
I  ontlnuously. 

.\s  the  plaster  begins  to  harden  a  slight  rotary  motion  is  kPi)t  up  with 
the  catheter  to  iiermlt  Its  easy  removal  through  the  cast.  The  track  of 
'he  catheter  is  the  drain  to  the  opening  in  the  ear  and  allows  any  fluid 
mat  may  collect  to  escape.  A  small  piece  of  gauze  over  the  cast  and  a 
light  retainlng-bandage  or  adhesive  tape  will  support  the  cast  and  prevent 
motion.  The  cast  may  be  removed  in  ten  days.  The  ear  will  be  found 
perfectly  normal  and  there  will  not  be  any  recurrences.  Ed. 

2519 

Management  of  Acute  and  Chronic  Suppuration  of  the  Middle  Ear.     .1.  .1 
Pattee,  Colo.  Ued.,  Feb..  1913. 

In  this  article  Pnt  ral  practitioner  a  few  suggestions 

I"  Hid  him  in  the  r.  ^  and  also  discusses  prognosis  and 

tr<Miiii.  lit  Pp_ 

2520 

Treatment  of  Pertiatent  Otorrhea  In  Infanta  and  Young  Children  by  the 
Eatabliahment  of  Post-auricular  Drainage.      W.  C.   PitllxiFS. 
Original  contribution  t"  tu,    iMivNoosroi'v    '••'••    i-nv    ..    7'7g_ 

2525 

Otosclerol  in  the  Treatment  of  Tinnitus.      Si:.x.\tor.  J/crf.  Khi 
1913.  p.  1936. 
In  case  of  subjective  tinnitus  the  author  has  obtained  good  results  by 
using  otoaclorol.     Of  eourse  this  therapy  may   have  to  be  used   In   con 

Junrtlon    with    other    m<n<mros,      Otoarli^rnl    niii«f    li..    ti,l.""    •.l./.m    flyc    tO 
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bIx  weeks  and  may  have  to  be  resumed  after  an  Interval  of  rest.     I'sually 
one  tablet  tbree  or  even  five  times  a  day  is  indicated.  Ed. 

2526 

Relief  of  Ear-ache  and  Induction  of  Operative  Anesthesia  by  Infiltration 
of  the  Aurlculo-temporal  and  Tympanic  (Jacobson's)  Nerve. 
P.  G.  Skillek.n,  Boston  Med.  and  Surg.  Jour.,  Oct.  2,  1913,  p.  503. 
Sklllern  recommends  the  infiltration  method  for  local  anesthesia  of  the 
external  auditory  canal  and  the  membrana  tympanl,  which  are  supplied 
very  large  by  fibers  from  Jacobson's  nerve.  He  found  that  this  nerve 
could  be  easily  and  effectively  reached  by  a  needle  passed  immediately 
behind  the  aurlculo-temporal  nerve,  at  the  level  of  the  tragus.  The  open- 
ing of  the  jaw  facilitates  the  injection.  A  case  in  point  is  cited  where 
the  patient  was  suffering  Intense  pain  from  a  furuncle  of  the  canal.  The 
infiltration  of  Jacobson's  nerve  was  done,  resulting,  not  only  in  a  cessa- 
tion of  pain,  and  an  operative  anesthesia,  but  the  relief  from  the  pain 
continued.  SkiUern  advises  the  use  of  a  2  per  cent  novocain  solution 
with  1-3000  adrenalin.  If  relief  from  pain  alone  is  desired  quinln-urea 
hydrochlorld  is  recommended  because  Its  effects  last  for  many  hours. 
Alcoholic  injections  are  more  suited  for  intractable  pains. 

For  anesthesia  of  the  membrana-tympani  he  suggests  puncturing  the 
drum  with  a  needle  and  filling  the  middle  ear  with  the  novocain-adre- 
nalln,  thus  reaching  the  mucous  membrane  surface  of  the  drum. 

Berry   (Mosiier). 

2532 

Use  of  Gauze  Packing  in  the  Ear  Canal.     M.  D.  Stevenson. 
Original  contribution  to  The  L.\ryngoscope,  Oct.,  1913,  p.  1008. 

2538 

Treatment  of  Chronic  Deafness  by  High  Potential  Electric  Currents.  D. 
H.  Yates.  Jour.  Adv.  Ther..  May,  1913,  p.  18.5. 
The  author  reports  wonderful  results;  50  per  cent  cures  in  cases  where 
the  ossicles  have  not  become  ankylosed  and  the  patient  is  not  totally  deaf. 
The  treatments  are  given  for  several  weeks,  and  last  from  20  to  30  min- 
utes. En. 

2541 

Typhoid  Bacilli  in  Pus  From  Mastoid  Process.  O.   Ai-Berti.   Ztschr.   f. 

Ohrenh.,  Bd.  69,  Heft  1.  1913,  p.  64. 
Child  of  2  years;  nausea  and  high  fever;  four  days  later  broncho-pneu- 
monia; in  next  few  days  pronounced  inflammation  in  tympanic  cavity. 
Xo  joint  stiffness.  Body  and  extremities  covered  witJi  brown,  exanthema- 
tous  spots.  Bilateral  opening  showed  the  mastoids  filled  with  pus.  Ex- 
«stus  on  following  day  because  of  cardiac  Insufflclency.  Pneumococcl  and 
typhoid  bacilli  present  In  pus.  Ed. 

2545 

Serous  Cyst  of  the  Mastoid  Process.      Bretre,  Ann.  de  ta  Soc.  Med.-Chir. 
de  la  Liege.  Jan.,  1913. 
This  cyst  developed  without  pain  In  the  ear,  the  only  symptom  being 
a  facial  paralysis.     The  patient  had  hitherto  been  entirely  healthy.     The 
cyst  was  successfully  operated  but  recurred.  Ed. 
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2546 

Infant  Temporal  Bone  and  lU  Relation  to  Mastoid  Operation.  H.  B. 
Brow.n,  BuU.  Lyinyin  Hosp.,  March,  1913,  p.  H. 
In  infants  the  author  places  the  Incision  not  nearer  than  a  quarter  of 
an  Inch  from  the  auricular  attachment  to  avoid  injuring  the  facial  nerve 
which  lies  on  the  very  surface  of  the  bone  behind  the  lower  half  of  the 
posterior  canal  wall.  If  the  periosteum  Is  not  elevated  with  great  care 
the  middle  fossa  may  be  penetrated  and  the  brain  injured.  Unless  the 
operator  be  well  acquainted  with  the  Infant  mastoid,  the  curette  should 
be  used  to  remove  outer  bony  covering.  When  the  mastoid  structure  is 
removed  the  operator  must  be  careful  not  to  Injure  the  posterior  semi- 
circular canal  which  Is  situated  just  behind  the  horizontal  canal.  The 
tprhnlc  df'iailcd  is  based  on  Frellgh's  anatomical  studies.  Ed. 

2566 

Prognosis  of  Operative  Mastoiditis.    H.  Hays,  Arch,  of  Diag.,  Jan.,  1913. 
Haya  reviews  the  1912  reports  of  the  New  York  Eye  and  Ear  Infirmary 
as   to   mastoiditis   and   concludes   that   the   prognosis    should    always   be 
guarded.    Recurrence  or  facial  paralysis  may  set  in  years  after  the  opera- 
tion. Ed. 

2581 

Glio-sarcoma  of  the  Left  Lobe  of  the  Cerebellum  Giving  External  Symp- 
toms of  a  Mastoiditis.     Report  of  a  Case.    J.  F.  M<'Caw. 
Original  conirlbiition  to  T:ih:  Lakyncohcope,  Oct.,  1913,  p.  1004. 

2582 

Latent  Mastoiditis.      <'    A     M.   MrKrMMii:,  Trans.   Phlla.   Laryngol.   Soc., 
Dec.  16,  1913. 
Abstracted  in  The  Lart-xgoscope,  March,  1914,  p.  236. 

2595 

History  of  the  Mastoid  Operation.  E.  Sciimieueix)W,  Zlschr.  f.  Ohrenh., 
Bd.  68.  Heft  1.  191.1. 
8ome  120  odd  years  ago  there  died  in  the  chpital  of  Denmark,  the  kings 
physician  In  ordinary,  the  celebrated  Privy  Councellor  .lohann  Just  von 
Uerger.  This  privy  councellor  Is  famous  not  by  his  deeds,  but  by  hl» 
death.  Deafness,  ear  noises  and  dizziness  Induced  the  ambitious  septu 
agenarlan  to  have  a  mastoid  operation  performed  on  his  right  ear.  The 
celebrated  patient  was  permanently  cured  from  all  his  troubles:  for  the 
operation  was  very  successful  and  the  patient  died  soon  after.  For  many 
decades  Koelpin,  the  daring  operator,  was  called  a  murderer.  Hy  the 
above-mentioned  awalcenlng  of  the  dead  one.  Prof.  Schmlegelow  tries  to 
exonerate  the  embryo  otologist  of  the  days  of  yore.  The  privy  councet- 
lor's  skull  was  found  last  year  In  a  graveyard  beneath  a  church  In  Kopen- 
hagen.  This  'human  document"  should  warn  those  who  undertake  opera- 
tions In  eo-operatlon  with  the  undertaker  that  whatever  they  have 
chiselled  Into  the  bone  will  l)e  deciphered  by  posterity,  when  the  dead  ones 
awake.  Although  the  "corpus  delicti"  Is  missing,  for  the  operated  right 
mastoid  process  had  been  removed  at  the  po«t-mortem,  the  privy  council- 
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lor'B  skull  exposes  the  surgeon's  technlc,  as  the  latter  had  to  demonstrate 
before  a  body  of  sneering  fellow  physicians  his  modus  operandi  on  the 
other  mastoid  process.  At  the  tip  of  the  left  mastoid  process  a  round 
trepanation  opening  is  visible  which  leads  into  a  conical  canal  to  a  dis- 
tance of  about  1  cm.  from  the  surface  of  the  bone.  The  mastoid  cells  are 
superHclally  opened,  while  the  antrum,  lamina  vitrea,  and  sulcus  sinus 
transversi  are  not  encroached  upon.  Prof  Schmlegelow  therefore  believes 
that  the  surgeon  committed  no  technical  error,  as  the  drill  was  not  ap- 
plied too  high  nor  too  deep  and  could  therefore  not  have  injured  the  in- 
terior of  the  skull.  The  post-operative  history  of  the  patient,  however, 
as  reported  by  Koelpln  Immediately  after  the  privy  councillor's  death, 
shows,  when  described  in  modern  terms,  otogenous  septlco-pyemia,  septic 
thrombus  within  the  sinus  transversus  and  cavernous  and  purulent  lepto- 
meningitis. Gl.OOAU. 

2602 

Case  of   Mastoiditis  with   Peri-sinus  Abscess  and   Paralysis  of  One   Leg. 
U.  J.  G.  WisiiABT,  Can.  Med.  Assn.  Jour..  Nov.,  lUlS,  p.  972. 
In  this  case  the  fatality  would  have  been  prevented  had  the  mastoid 
been  opened  earlier.    The  history  of  the  brain  abscess  is  imlque  in  that 
there  was  no  vomiting,  fever,  nor  chill  until  fourth  day.  Ed. 

2604 

streptococcus  Mucosus.  W.  Zk.m.vnn,  Arch.  f.  Okrenli.,  Bd.  92,  Heft  1-2, 
1913,  p.  74. 
Zemann  arrives  at  the  following  conclusions:  1.  Mucosus  suppurations 
are  relatively  frequent.  2.  The  course  of  mucosus  otitis  is  typical  in 
about  50  per  cent  of  the  cases.  3.  Mucosus  suppuration  often  leads  to 
mastoid  and  endo-cranial  complications.  4.  More  than  half  the  cases  of 
endo-cranlal  complications  were  perisinuous  abscesses.  5.  The  mastoid  os- 
titis does  not  often  perforate  the  cortex  externally  but  rather  toward 
the  brain  cavity.  6.  In  regard  to  therapy  further  exact  observation  of  the 
prodrominal  manifestations  of  the  disease  is  necessary.  7.  The  mastoid 
pus  should  be  examined  bacteriologieally.  8.  Every  rise  in  temperature 
after  operation,  not  otherwise  accounted  for,  indicates  another  pus  focus 
and  further  operation.  Therefore  primary  stitching  of  the  retro-aurio- 
ular  wound  is  contra-lndioated.  9.  The  average  healing  time  is  62  days. 
10.  If  all  the  pus  foci  are  properly  eliminated  the  prognosis  is  favorable. 

Ed. 

2607 

Thrombosis  of  Otitic  Origin.  ('.  Caiukka  and  G.  Fixzr.  Arrh.  ital.  di  OtoJ., 
Nos.  5-6,  1913. 
The  authors  discuss  the  topography  of  the  lateral  sinus  and  the  con- 
ditions which  may  lead  to  an  Infection;  they  discuss  the  symptomatology 
of  thrombo-phlebitis  and  report  nine  cases,  with  a  recoveries  and  4 
deaths.  Diagnosis  and  therapy  are  discussed  and  the  following  conclu- 
sions drawn  from  experiments  on  dogs:  Collargol  Is  an  effective  thera- 
py; tying  and  resecting  the  jugular  interrupt  the  spread  of  the  Infection; 
opening  and  removing  the  thrombus  is  effective.  Ed. 
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2614 

Sinus  Thrombosis  Following  Necrosis  of  Periosteal  Flap.       Otto  Glooau, 

Ann.  of  Otol.,  June.  1913. 

Glogau   reports  a  case  of  apparently   uncomplicated   acute  mastoiditis 

In   which   a   periosteal   flap   was   formed   according   to   Leland's   method. 

Sinus  thrombosis,  doubtless  due  to  ne<Tosis  of  the  periosteal  flap,  resulted. 

Ed. 

2619 

Case   of  Cavernous   Sinus   Thrombosis   of   Otitic   Origin    With    Recovery. 
II.   R.   Johnson. 
Original  contribution  to  The  L-uivNGOecopE,  Feb.,  1913,  p.  124. 

2636 

Case  of  Cerebellar  Abscess  of  Otitic   Origin   Successfully   Operated.     V 

Cm\mit.v,    i/./i.   ,tal.  di.  Ot"l     .Tulv    1913,  p.  281. 

2641 

Facial    Paralysis   in   Fractures  of   the   Petrous   Portion   of  the   Temporal 
Bone.    H.  Dk  Stella,  Arch,  intern,  de  Laryngol..  May-June,  1913,  p. 
696. 
Apropos  of  the  three  cases  reported  the  author  discusses  the  two  forms 
•j{  paralysis:     1.   This  talces  place  simultaneous  with  the  trauma  and  in- 
volves the  wall  of  the  Fallopian  canal;   the  nerve  is  either  directly  in- 
jured or  compressed  because  of  the  extravasation  of  blood.     If  the  nerve 
has  not  been  entirely  severed  these  cases  recover  in  six  to  twelve  weeks. 
2.    This  is  the  more  usual  form  and  develops  two  to  four  days  after  thn 
trauma.     It  is  due  to  a  secondary  compression  of  the  nerve  caused  by 
the  surrounding  inflammatory  exudate  which  almost  always  develops  in 
such  fracture  even   If  the  Fallopian  canal  is  not  dilated.     This  form  of 
paralysis  is  not  of  long  duration.  Ed. 

2646 

Perforatloh  of  the  Petrous  Portion  of  Temporal  Bone.   B.  Graham,  jlnn. 
"/  Olnt.  Sept.,  191  :i,  p.  798. 
The  author  reports  the  histories  of  two  cases  with  autopsy  flndlngs  to 
demonstrate  the  insidious  and  burrowing  power  '-''   •>■•■   capsuiated  bar- 
"•ria.    The  article  is  illustrated.  En. 

2651 

Extradural  Abscess  Complicating  Frontal  Sinusitis.     H.  H.  Johxston. 
(Mglnal  contribution  to  The  L.\RTNr.o«roPE.  March.  1913,  p.  206. 

2668 

Subperiosteal   Temporal    Abscess   of  Otic    Origin   Without    Intraosseous 
Suppuration.     Hf.nni  1,i  (  . 
Original  contribution  to  Tnr.  L.ABT;<oosropE,  Oct.,  1913,  p.  999. 
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2678 

Indications  for  and  Result*  of  Operative  Treatment  of  Otitic  Meningiti*. 
E.  W.  Day,  8urg.  Oynecol.  and  Obttetr.,  April,  1913,  p.  369. 

The  author  has  treated  57  cases  of  meningitis:  53  of  otitic  origin,  2 
nasal,  and  2  secondary  to  pneumonia.  All  were  diagnosed  as  diffuse  sup- 
purative meningitis,  and  38  confirmed  by  autopsy.  Four  cases  recovered, 
3  operative  and  one  with  vaccine  therapy.  Meningitis  followed  chronic 
purulent  otitis  and  its  acute  exacerbation  twice  as  frequently  as  the  acute 
form.  The  complicating  acute  type  was  more  often  the  explosive  form, 
running  a  rapidly  fatal  course.  Meningitis  following  the  chronic  type 
had  a  more  protracted  course. 

The  treatment  was:  (1)  injection  of  drugs  Into  spinal  canal,  (2)  vac- 
cines and  sera;  or  (3)  operative.  The  first  is  unsatisfactory,  for  drugs 
strong  enough  to  overcome  the  Infection  are  harmful  to  other  organs; 
the  vaccines  and  sera  were  also  unsatisfactory.  Dural  drainage  and 
drainage  of  clsterna  magna  is  only  partially  effective.  Surgery  has  not 
reduced  the  mortality  and  a  successful  treatment  Is  still  to  be  discovered. 
Early  diagnosis  Is  essential.  Ed. 

2680 

Report  of  Three  Cases  of  Otitic   Meningitis  Treated  by  Drainage  of  the 
Clsterna  Magna.     Edward  B.  Dench. 
Original  contribution  to  Thk  Lartsgoscope,  Sept.,  1913,  p.  944. 

2700 

Diagnosis  of  Rupture   Into  the   Lateral   Ventricle  and   of  Acute   Internal 
Meningitis.     E.  Ruttix. 
Original  contribution  to  The  Laryngoscope,  Aug.,  1913,  p.  819. 

2706 

Some  Conditions  Associated  with  Loss  of  Cerebro-splnal  Fluid.  R.  B 
Canfield,  Arm.  of  Otol.  Sept.,  1913,  p.  604. 
Eleven  cases  are  reported.  The  author  gives  the  following  resume: 
In  cases  1,  2  and  3,  labyrinth  involvement  occurred  during  a  chronic 
otitis  media.  In  Case  1  the  labyrinth  was  not  opened  at  the  time  of 
operation,  although  failure  to  find  the  stapes  after  operation,  together 
with  the  dally  loss  of  cerebro-splnal  fluid  are  sufficient  evidence  that  It 
had  been  opened.  In  Cases  2  and  3  the  labyrinth  was  exenterated.  Here 
the  suppurative  cavity  was  brought  Into  communication  with  the  sub- 
dural space  without  setting  up  a  meningitis.  Case  3  demonstrates  the 
condition  of  meninglsmus  Into  which  the  patient  may  lapse  as  a  result 
of  excessive  loss  of  cerebro-splnal  fluid;  a  heteroplastic  dural  graft  w^as 
successfully  made  for  the  relief  of  the  condition.  In  Case  4  the  avenue 
of  infection  of  the  meninges  and  that  of  the  escape  of  the  cerebro-splnal 
fluid  through  the  pneumatic  structures  of  the  apex  of  the  temporal  bone 
could  be  made  out.  In  Cases  5,  7  and  8  free  communication  between  the 
sub-dural  space  and  the  suppurating  cavity  did  not  cause  meningitis.  In 
Cases  6  and  10  sudden  decrease  in  cerebral  pressure  caused  rupture  of 
the  lateral  ventricles  Into  the  abscess  cavity  without  infecting  the  ventri- 
cle.    Case  9  shows  that  hemiplegia  may  result  from  loss  of  the  cerebro- 
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spinal  fluid  and  that  by  stopping  the  escape  the  function  may  be  restored. 
Case  U  illustrates  that  the  sub-dural  space  or  base  of  the  brain  may  re- 
main In  free  communication  for  an  Indefinite  period  with  the  naso- 
pharynx without  establishing  a  meningitis.  Eu. 

2707 

Easy  Method  of  Demonstrating  Cells  In  Cerebro-spinal  Fluid.    Schluett- 
tNKK,  Xcurol.  /.ntrlbl.  No.  7,  1913.  p.  42u. 
The  fault  with  the  other  methods  of  examining  the  spinal  fluid  Is  the 
length  of  time  required.     The  author  recommends  a   rapid  method  and 
one  in  which  clear,  sharp  cell-pictures  are  obtained.  Ed. 

2708 

Tibial  Bone  Transplantation  in  Post-operative  Mastoid  Wounds. 
M.  J.  B.M.i.iN.  .»/.(/.  lUc.  March  1.  1913,  p.  372. 
Ballln  successfully  u.sed  tibial  bone  transplantation  in  three  cases.  The 
piece  is  cut  to  flt  the  cavity.  The  transplanted  bone  acts  as  a  bridge  and 
on  It  the  skin  of  the  mastoid  cavity  rests.  The  cavity  under  the  bridge 
of  bone  fills  with  blood  which  becomes  organized  and  is  eventually  re- 
placed by  new  bone  from  the  transplant;  thus  after  a  time  the  cavity  be- 
comes obliterated.  Ballln  describes  his  technlc  in  detail  and  cautions 
against  possible  complications.  He  does  not  advocate  this  method  as  a 
routine  procedure  but  feels  that  It  Is  of  value  In  caises  where  there  Is  a 
clean  granulating  wound.  Ed. 

2710 

Use  of  Vaccine  After  the  Mastoid  Operation.  W.  C.  Braisi.in,  Trans.  Am 
O.  Soc..  1913,  p.  234. 
Bralslln  employed  vaccines  In  six  of  his  thirty-five  mastoid  operations 
during  the  winter  with  excellent  results.  He  feels  that  it  is  Indicated 
in  cases  presenting  the  following  complications:  1.  Extensive  infiltra- 
tion of  glands  of  neck  following  operation  for  streptococcic  mastoiditis 
and  cervical  abscess.  2.  Indeterminate  or  obscure  causes  of  elevated 
temperature  (lateral  sinus  excluded  from  involvement).  3.  Delay  In 
granulation  and  healing  process.  4.  Pain  In  limbs,  Joints  and  back,  with- 
out special  temperature  elevation,  after  operation  for  streptococcic  mas- 
toiditis. 5.  In  case*  of  post-operative  pneumonia.  6.  In  cases  of  In- 
fection of  labyrinth.  Ed. 

2715 

Obliteration  of  the  Mastoid  Excavation  by  the  Implantation  of  a  Tissue- 
flap  Taken  from  the  Temporal  Bone.        8.   Int.Ai'EK. 
Original  contribution  to  Tiir.  I.AHTxnonroPK.  May,   1913,  p.  586. 

2722 

Treatment  of  Fracture  of  Petrous  Bone.  H.  and  A.  Nimif.r,  Prette  Ued-, 
July  26.  1913. 
In  most  cases  of  skull  fracture  Involving  the  petrous  portion  of  tem- 
oornl  bone  the  tympanic  cavity  Is  In  an  aseptic  state.  Therefore  oper- 
ative measures  or  attempts  as  disinfection  of  the  auditory  passages  In 
eases  with  hemorrhage  from  ear  are  not  indicated.     In  cases  of  petrous 
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fracture  where  a  chronic  otitis  media  exists  or  develops  no  routine  pro- 
cedure can  be  prescribed.  Every  such  case  demands  prompt  and  Indi- 
vidual therapy.  Eu. 

2727 

The  Myrlngoicope.  G.  G.  Caukoi.i.,  Juur.  A.  SI.  A.,  Dec.  6,  1913,  p.  2065. 
The  Instrument  consists  of  a  cylinder,  one  end  of  which  Is  closed,  and 
at  the  other  Is  fitted  any  one  of  three  sizes  of  specula  depending  on  the 
caliber  of  the  external  canal  of  the  ear  to  be  examined.  On  one  side  of 
the  cylinder  there  Is  a  round  window  with  a  magnifying  lens  while 
Inside  and  opposite  the  round  window  is  a  plain  mirror  at  approxi- 
mately an  angle  of  45  degrees.  Inside  the  cylinder  is  attached  a  tungs- 
ten lamp  lighted  by  a  Z'^-volt  dry  battery,  or  It  can  bo  lighted  by  any 
other  rheostat  or  controller  desired.  There  is  also  attached  to  the  cyl- 
inder an  auscultation  tube.  The  method  of  using  the  Instrument  Is 
described.  So  far  as  Carroll  knows  it  Is  new  for  the  study  of  the 
patency  of  the  Eustachian  tube,  inflation  of  the  tympanum  and  the 
study  of  Its  excursion  from  Inside  air-pressure,  as  compared  with  the 
Siegel  otoscope  findings  from  without. 

2728 

The  Monochord.    Max  A.  Goldstein. 
Original  contribution  to  The  Larvncoscopk,  March,  1913,  p.  216. 

2729 

Practical  Antiphone.    Halle,  Deut.  Med.  Wchnschr.,  Xo.  1,  1913. 

A  pledget  of  cotton  wadding  re-enforced  with  a  silk  thread  is  dipped 
into  hot  paraffin  (melting  point,  52o-57<').  The  antiphone  can  be  dis- 
infected in  sublimate  and  will  be  found  to  be  very  serviceable.  Ed. 

2731 

Improved  Audiometer.     H.  Hays. 
Original   contribution   to  The  Lart.nooscope,  Aug.,   1913,   p.    864. 

2733 

Illuminated  Ear  Speculum.     F.  A.  Kiehle,  Jour.  A.  M.  A.,  Aug.  16,  1913, 
p.  491. 
Klehle  presents  a  speculum  with  attached  battery  for  illuminating  the 
ears  of  patients  who  are  confined  to  bed.  Ed. 

2734 

The  Aurometer.   M.  Lik.man.  .Y.  Y.  Med.  Jour..  Nov.  22,  1913,  p.  1016. 

By  means  of  this  instrument  the  exact  hearing  distance  may  be  de- 
termined as  well  as  the  progress  made  in  the  treatment  of  various  condi- 
tions of  deafness.  The  aurometer  consists  of  a  circular  head-band  ad- 
justable by  a  thumbscrew  to  fit  any  size  of  head.  At  the  sides  of  thi? 
head-band  opposite  the  ears  are  extended  two  angular  bars  graduated  in 
one-half  Inches.  On  each  bar  is  a  sliding  upright  piece  controlled  by  a 
thumb-screw  and  with  a  small  hook  at  the  top  to  suspend  a  watch;  th" 
watch  will  be  In  the  exact  line  of  the  external  canal.  The  head-band  has 
two  eye-shields  to  obstruct  the  patient's  vision.     The  watch  should   hang 
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on  a  string  from  the  hook  as  this  will  prevent  the  transmission  of  vibra- 
tions from  the  watch.  iio. 

2735 

Tuning-fork    Harmonium    and    Its    Application    in     Voice-formation     and 

Treatment.     E.  N.  MkuxTtis,  Arch.  /.  Laryngol,  Bd.  27,  Heft  3,  1913, 

p.  477. 

The  author  has  constructed  his  system  by  attaching  three  tuning-forks 

each  of  which  can  be  sounded  separately.     A  phonendoscope  is  also  at- 

taced.  Ed. 

2738 

Resonators    With    Special     Reference    to    the    Schaefer    Apparatus.      H. 

SO.NXE.V.S<  IIKI.V. 

Original  contribution   to  Tue   Laby.nuoscope,   May,   1913,   p.   602. 

2739 

Curette  for  Bridge  In  Radical  Mastoid.  .M.    D.    Steve:«son. 

Original  contribution   to  Tue  Labyngoscope,   March,   1913,   p.   225. 

2748 

Needle-holder  for  Submucous  Resection  of  the  Septum.  II.  H.  Hitz, 
■Jour.  A.  M.  A..  April  2t!.  l'.»i:{.  p.  129.".. 
With  this  Instrument  a  small  curved  needle  tan  be  securely  gra.sind 
^<'>  that  a  suture  may  be  passed  In  any  direction,  leaving  a  clear  view  o( 
the  operating  field  and  enabling  one  to  do  suturing  In  any  direotlou 
with  the  least  pog8l(>le  traumatism  to  the  frequently  thin,  fragile,  muco- 
perlchondrial  flap.  Kd. 

2750 

Instrument  for  Posterior  Rhinoscopy.  W  Lmvn  /<;»</  Vn  i;  in::, 
p.  4711. 
This  Instriiiiunt  consi.st.s  »i  a  tube  wiin  a  movable  mirror  ai  the  end. 
The  spniuln  may  be  titled  In  a  Bruenlng's  apparatus.  The  soft  palate  Is 
pushed  out  of  the  Held  of  vision  by  means  of  an  India  rubber  cord  in- 
serted through  the  nose.  Eo. 

2753 

Needle  for  Intra-nasal  Suturing.       C.   N.   Si'katt. 
Original  contribution  to  Tiik  Lartsjcoscope,  Dec,  1913,  p.  1150. 

2761 

Corwin'a  Tonsil  Hemostat.      A.    M.   Cnswix. 

Orli-'liwil    niiilrltiutiiin    to  Tm    l.ABTM.iisc  iiri      Miirrh     I'MI     n    22»>. 

2762 

Sharp  Tonsil   Dissector  with  Double   Pillar   Retractor.       Modified  Jansen 
Middleton  Nasal  Septum  Punch.      S    not.tiNTKi:*. 
Original  contribution  to  Tiir    I.miym.osi-opk,   Dec,   1913,   ii     11-M. 

2763 

New  Tonsil-snare.     1  A.  8.  Orctx,  Jour.    I     u     i  .  June  28.  1913, 

p.   2043. 
The  authors  point  out  the  dIsadvantagM  of  other  snares  and  claim 
for  their  o»  i  '     Rapid  and  slow  snaring  can  b«  done  at  will.     (2) 
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Canula  remains  stationary  preventing  Injury  to  posterior  pillar  and 
partial  removal  because  of  slipping  of  wire  loop.  (3)  because  of  ratchet 
one  can  always  stop  to  ascertain  whether  pillar  and  uvula  are  free.  (4) 
If  the  loop  be  too  large  and  the  tonsil  not  quite  snared  oS  It  can  easily 
be  disengaged  by  loosening  thumb-screw  and  pulling  out  the  stylet. 

Ed. 

2764 

Electric  Llflht-bath  for  the  Throat.  Uaknlei.n,  Med.  Klinik,  No.  10,  1913. 
This  apparatus  Is  of  service  in  pharyngeal  affections  in  which  light- 
baths  are  therapeutically  indicated.  It  is  covered  with  waxed  felt 
which  is  washable  and  retains  the  heat.  Asbestos  prevents  burning. 
The  degree  of  warmth  can  be  regulated.  Ed. 

2775 

Mouth-gag   With  a  permanently  Attached  Tube  for  Continuous  Etheriza- 
tion, and  a  New  Tonsil  Grasp.        W.  C.  Wo<jd. 
Original  contribution  to  Tiik  Lauyngoscope,  March,  1913,  p.  222. 

2776 

New  Antrum  Knife.  O.  A.  Uynmop,  Boston  Med.  and  Surg.  Jour.,  Sept. 
15,  1913,  p.  471. 
With  Lothrop's  new  knife  a  large  opening  Into  the  antrum  can  easily 
be  made  Intra-nasally.  The  knife  consists  of  a  stout  handle  and  shaft 
and  a  thick,  short,  chisel-like  blade  which  is  set  at  right  angles  to  the 
shaft.  The  shaft  is  curved  outward  slightly;  the  cutting  edge  is  so 
adjusted  that  when  traction  Is  made  in  the  direction  of  the  shaft  the 
knife  cuts  downward  like  a  carpenter's  draw  knife.  There  is  a  knife 
for  the  right  and  left  side;  they  can  be  used  to  cut  upward  or  down- 
ward.    Lothrop  also  describes  his  technlc.  En. 

2779 

New  Instruments.     J.  J.  Sullivan. 
Original  contribution  to  The  Laryngoscope,  Feb.,  1913,  p.  132. 

2782 

The  Hentschel  Apparatus  for  Inhalation  Therapy.         Citelli,    Bol.    delle 
Mai.  dell  'Orecchio,  July,  1910,  p.  149. 
Citelli  describes  this  Instrument  with  which  he  has  had  much  success 
and  also  indicates  the  medication  employed  in  It.  Ed. 

2785 

Convex  Laryngeal  Mirror.       Geioel,    Muench.    Med.    Wchntchr.,    No.    48, 
1913,    p.    2679. 
Oelgel    recommends    this   mirror   especially   for   the   first   examination 
because  of  Its  large  visual   field.     It  is  also  of  very  decided   advantage 
in  posterior  rhinoscopy.  Ed. 

2789 

Direct  Laryngoscopes.     C.   Jackson. 
Original  contribution  to  The  Uartsgoscope.  June,   1913,  p.   708 
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2790 

Endoscopic  Syringe.      Chcvalikr  Jackhon. 
Original  contribution   to  Thr  Lartsgoscope,  Aug.,   1913,  p.   863. 

2794 

New  Principle  in  Eaophagoccopy.  R.  Lum^uh.a,  .V.  1'.  ited.  Jour.,  Oct.  4, 
1913,  p.  648. 
The  new  esophagoscope  Is  based  on  the  principle  of  a  rectangular  tele- 
scope. It  can  be  Introduced  In  a  normal  position  of  the  head  and  passes 
in  the  longitudinal  axis  of  the  esophagus  and  not  at  an  angle  to  this 
axis.  The  light-attachment  Is  at  the  proximal  end  of  the  horizontal  tube 
and  the  mirror  at  the  Junction  of  the  horizontal  and  vertical  parts.  With 
a  specially  constructed  forceps  specimens  for  microscopic  diagnosis  and 
foreign  bodies  may  be  removed.  Eo. 

2795 

Laryngo-fissure.     M.\«srniK,  H'r.  kitn.   Wihnsrhr.,  No.  11,  1913. 

In  a  patient  with  cicatricial  stenosis  of  the  larynx  after  laryngo-fissure 
was  performed  the  Clarl-Marschik  apparatus  was  used  with  the  result 
I  hat  the  patient  can  now  speak  with  a  laryngeal  voice.  Ei>. 

2796 

Lerche'a  Instrumentation  for  Internal  Etophagotomy.  .Marschick.  IVr. 
kItn.  Wrhntchr.,  No.  11.  1913. 
This  Instrumentation  has  thus  far  been  used  In  a  dozen  cases  at  Chi- 
arls  clinic  with  very  satisfactory  results.  The  after-treatment  consists 
of  the  usual  progressive  dilatations  or  of  treatment  with  some  other  in- 
struments presented.  Ed. 

2797 

Simple  Devices  for  Effective  Artificial  Respiration  in  Emergencies.  S.  J 
.Mki.tzkk,  Jour.  A.  M.  A.,  May  10.  1913,  p.  1407. 
Meltzer  describes  in  detail  two  methods  (the  pharyngeal  and  masked) 
of  rhythmically  Introducing  air  Into  the  lungs,  even  In  the  rigid  and  froz- 
en cadaver.  The  masked  method  is  very  simple  and  Is  more  especially 
suited  for  emergency  canes.  The  devices  arc  inexponslve  and  ran  be  com- 
bined with  the  Schafer  method  of  manual  and  artificial   respiration. 

En. 

2799 

Radium  Holder  for  Larynx.       F    Nmm\nn,   Monaltrhr    f    ohrrrih..   No.   5, 
li>13,  p.  715. 
After  thorough  cocalnlzatlon  this  Instrument  can  be  loft  in  si7u  as  long 
aH  half  an  hour.     Tracheotomy  Is  unnecessary;  during  the  endo-laryngeal 
radium  application  the  patient  breathes  through  the  larynx.  E^. 

2800 

The  Autophonescopc.     I'v  ■     .- .  .  i  i  .  i  •  >  > /i .     /(../■.     /     i  n,-, ,„,,,, i     nd     6, 
Heft  3,  1913.  p.  437. 
The  Instrument  is  prartlrally  a  iiaj.s    I'liaynKOscDin-  wltli  an  attachment 
for  seir-obsorTation  of  the  larynx  such  as  John  I).  Wright  of  New  Voric 
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bad  constructed  long  before  the  writer  bad  perceived  tbe  idea  of  his  in- 
Btniment.  Although  tbe  autophonoscope  is  patented  in  Germany,  its  real 
fatherland  is  America.  Its  sujjposed  distinguishing  feature  is  the  possi- 
bility of  observing  one's  own  vocal  cords  simultaneously  with  the  ex- 
aminer. Glooau. 

2801 

New  Lamp  for  Diaphanoscopy  and  Endoscopy.  H.  ReuTea,  Muench.  med- 

Wchnschr.,  So.  28,  1913. 

This  lamp  was  originally  constructed  for  ophtbalmological   work  but 

can  be  used  for  transilluminating  the  sinuses.     It  can  be  easily  sterilized, 

consists  of  two  dry  batteries,  and  is  especially  adapted  for  examinations 

in  tbe  patient's  home.  Eu. 

2805 

New   Apparatus   to   Teach    Totally    Deaf   to    Sing   Three   or    Four    Notes 
Within  an  Octave.       E.    \V.    S<  lui'Tiur,   Trans.    N.    Y.   Acad,   of   .Med., 
Feb.   26,   1913. 
Abstracted   in   Thk   L.\KY.M.i>.--i  ui-i.,   Aug.,   1913,   p.   874. 

2814 

Face  Protector.    F.  E.  Cutlek. 
Original  contribution  to  The  Laby.ngoscope,  Dec.,  1913,  p.  1151. 

2817 

Paper  Face  Protector.  Levixgeb,  Muench.  med.  Wchnschr.,  No.  29,  1913. 
This  rectangular  paper  curtain  is  made  to  adhere  to  the  bony  part  of 
the  nose.  The  eyes  are  protected  by  means  of  glasses.  This  protector 
not  only  guards  the  physician  against  infection  from  the  patient  but  also 
the  patient  from  infections  in  the  physician,  such  as  acute  rhinitis,  etc. 

ED. 

2818 

Apparatus  for  Oto-rhino-laryngological  Photo-therapy.  A.  Netvei:,  Rev. 
Iicbd.  (/<■  Laii/iigol..  Feb.  l."i,  1913,  p.  182. 
Both  the  patient  and  operator  are  supplied  with  spectacles  for  protec- 
tion against  the  ultra-violet  rays.  The  rays  are  not  only  used  in  the 
nose  and  throat  but  are  also  reflected  into  the  larynx  by  means  of  a  quartz 
laryngeal  mirror.     The  rays  can  be  used  for  15  to  25  minutes  at  a  time. 

Ed. 

2830 

Malformation  of  Upper  Air  and  Digestive  Tract  in  New  Born.  Andkr- 

oDiAs,  Jour,  de  Med.  de  Bordeaux,  Oct.  5,  1913. 
Syphilis  in  the  mother  was  probably  responsible  for  the  malforma- 
tion. It  was  first  noticed  when  the  child  was  unable  to  nurse  properly. 
The  esophagus  terminated  in  a  blind  sac  Just  above  the  cardia  and  here 
probably  communicated  with  the  trachea.  All  liquids  swallowed  passed 
into  the  trachea  and  lungs.  En. 
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2836 

Vaccine  Therapy  of  Whooping  Cough.         A.   Bambebgeb,    Am.   Jour,   of 
vnild.  Ois..  Jan.,  li>13,  p.  33. 
Abstracted  In  The   Lary.n-goscope,  Aug.,  1913,  p.  869. 

2860 

Biological  Strains  of  Whooping  Cough  Bacillus.  Bordet,  Jour,  of  State 
.ilcd..  Sept.,  1913. 
If,  after  the  original  Isolation  of  the  whooping-cough  bacillus  ou 
blood  agar,  it  is  gradually  accustomed  to  grow  on  ordinary  agar  and 
do  without  blood,  then  the  organism  la  no  longer  agglutinated  by  an 
antiserum  made  from  bacilli  still  growing  on  blood.  Similarly,  the  re- 
verse holds  good,  the  antiserum  obtained  from  the  ordinary  agar  cultures 
not  agglutinating  the  blood-agar  strain.  Notwithstanding  these  changes 
in  constitution,  however,  either  antiserum  will  fix  the  complement  with 
either  of  the  races.  In  nature,  the  same  features  are  shown  by  certain 
strains  of  dysentprj'  bacilli,  and  Bordet  points  out  that  evidently  here 
wf  are  dealing  with  changes  due  to  different  environmental  conditions, 
especially  as  regards  food  supply.  The  importance  of  these  findings  is 
obvious  when  we  consider  the  reliance  placed  on  the  Widal  reaction  in 
the  diagnosis  of  typhoid  fever  and  the  agglutination  test  In  general. 
It  la  obvious  that  absence  of  agglutination  with  any  specific  serum  does 
not  necessarily  mean  that  we  are  dealing  with  another  species  of  or- 
ganism— it  may  be  only  a  biological  rare. — A'J. 

2861 

Diabetes     Insipidus     with     Tuberculosa':     '^'     the    Pituitary     Gland.     U 

BOREI.M.  Oior,  delta  It.  arad.  di  J/  :»!,  .No.  91,  19i:; 

At  autopsy  in  this  tubercular,  ReiniljlmU  iiiul  almost  totally  deaf  case 

the  brain  was  found  to  be  edematous,  the  pia  matt'r  rontaining  numer 

ous  turbercles,  especially  at  the  base  and  along  the  Sylvian  flsstires.     In 

(ront  and   at  sides  of  sella   turcica   and    in   the   middle  cerebral   fossae 

rounded  mass  of  newly  formed  tissue  which  raised  dura  mater,  eroded 

iione  and  Involved  hypophysis.     Cecum  and  appendix   tuberculous.     The 

:itithor  refutes  the  theory  that  Irritation  of  the  paranervous  lobe  of  th  ■ 

;iltultary    gland   is   the  main   and   only   cause   of  dlabetos   insipiiius:    h-; 

r. .  Is   iii.'it    If   Is  diif   to   Irritation   of  base  of  brain,   parllcnUirly  .Trnnnd 

iinmillaria  and  posterior  perfornt 

2881 

Pituitrin     in    Operative    and     Spontaneous    Hemorrhage    of    Respiratory 

Tract     rirru.i.  Holt.  d)-li,<  Hat.  dri  rl).  1913.  and  2(«(Ar. 

/.  hnryngnl.,  Bd.  6.  Heft  4,  1913. 

Both   In  cases  of  spontaneous  as  well  as  In   those  of   post-operalivr 

hrmorrhage  bemostssis   was  IndU'--'    '■    (njectlon*  of   pltultrln.      If  an 

Injection   was  made  half  an   ho<  !o  operation   the  hemorrhage 

^'  >■<  'lured  during  and  after  operation.  Ed. 
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2882 

Treatment  of  Hemorrhage  by  Precipitated  Blood  Serum.  Q.  H.  Clowm 
and  F.  C.  Bist  h,  .V.  Y.  Med.  Jour.,  Jan.  4,  1913. 
The  following  conclusions  are  drawn:  1.  Blood  serum  is  found  to 
>e  of  considerable  value  in  all  conditions  in  which  hemorrhage  is  due  to 
lowered  coagulability  of  the  blood.  2.  Human  serum  is  in  no  way  su- 
perior to  that  of  a  variety  of  animals.  3.  Blood  serum  precipitated  by 
acetone  and  ether  is  fully  as  effective  as  fresh  serum,  if  not  actually 
superior  to  It.  Precipitated  serum  is  freely  soluble,  and  possesses  the 
advantages  of  being  sterile,  always  available,  and  retaining  its  capacity 
indefinitely.  4.  The  product  obtained  from  horse  serum  appears  to  yield 
more  uniformly  satisfactory  results  than  that  obtained  from  other  ani- 
mals, and  exerts  no  deleterious  effect.  5.  The  determination  of  the 
rapidity  with  which  sera  and  solutions  of  precipitated  sera  at  comparative 
dilutions  cause  coagulation  of  citrated  blood  plasma  affords  a  simple 
means  of  estimating  the  relative  activity  of  the  preparations  in  question. 

Ed. 

2892 

Connection   of   Sexual   Apparatus  with   the   Ear,   Nose  and   Throat.       V 
Dabjtey,  N.  Y.  Med.  Jour.,  March  15,  1913. 
Abstracted   in  The   Laryngoscope,   Nov.,   1913,   p.   1060. 

2895 

Negro's  Sign  in  Peripheral  Facial  Paralysis.  A.  Ue  Castro  Braz.  Med.. 
June  22,  1913,  p.  237. 
This  phenomenon  was  found  in  every  case  of  peripheral  facial  paraly- 
sis;  It  consists  in  the  exaggerated  position  assumed  by  the  eyeball  when 
the  patient  loolcs  up  as  high  as  he  can.  The  eyeball  on  the  side  of  the 
paralysis  swings  farther  up  than  on  the  sound  side;  if  both  sides  are 
affected  the  phenomenon  occurs  on  the  side  more  affected.  Ed. 

2907 

Some  Ethical  Problems  Confronting  the  Eye.  Ear,  Nose  and  Throat  Spe- 
cialists.    L.    Emersox. 
Original  contribution  to  The  Laryngoscope,  March,  1913,  p.  199. 

2910 

Ethyl-chlorid    Narcosis    in    Operations    on    the    Throat,    Nose    and    Ear. 
Alfreii   Falk,  Ztschr.  f.  Laryngol.,  Bd.   6,   Heft  1,   1913,   p.   1. 
Abstracted   in  The  Laryngoscope,  Aug.,   1913,   p.   840. 

2919 

Detection  of  Tubercle  Bacilli  in  Sputum.  A.  Foxtf.s,  Brazil  Med.,  June 
8,  1913,  p.  213. 
Pontes  commends  the  following  technic  as  causing  perfect  blending 
with  no  mineral  sediment  and  no  change  in  the  bacteria,  while  the  re- 
sulting fluid  is  less  dense  than  with  other  technics,  permitting  rapid 
centrifugatlon.     To  each  ccm.  of  sputum  10  ccm.  of  a  centri-normal  so- 
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lutlon  of  hydrochloric  acid  Is  added  and  all  stirred  together  with  a 
glass  rod  until  all  becomes  fluid;  then  he  adds,  for  each  ccm.  of  the 
sputum,  10  ccm.  of  declnormal  soda  solution  and  10  ccm.  of  hydrogen  di- 
oxid.  As  it  foams  he  adds  alcohol,  a  drop  at  a  time,  until  the  foam 
disappears.  If  there  is  still  a  little  viscosity  in  the  fluid,  he  adds  a 
few  ccm.  of  water.  If  the  sputum  is  not  very  thick  the  hydrochloric 
acid  may  be  omitted.  The  deposit  after  centrifugation  takes  stains  un- 
usually  well. — Er. 

2934 

Use  of  Normal   Horse-serum  as  a   Means  of  Controlling   Hemorrhage   In 
Oto-laryngoiogy.    M.  A.  G<>u>stki."«. 
Original   contribution    to   Thk    LAKY.N(,osri)rK,   Oct.,   191.'),   p.    961. 

2953 

Case  of  Thiosinamlne  Poisoning.     W.  A.  Hitsciii.kr,  Trans.  Phila.  Laryn- 
gol.  Soc..  March  IS,  1913. 
Abstracted  in  Thk  L.vRYNoosnM'K,  Dec,  1913,  p.  1176. 

2955 

Abderhalden's  Method  in  Oto-laryngology.  Ren.  HorfMAX,  Monatstchr. 
f.  Ohrrnh..  No.  10,  1913. 
Abderhalden's  reaction  reveals  the  abnormal  function  of  any  of  the 
glands  with  Internal  secretion.  The  serum  of  the  patient  breaks  up  the 
tissue  of  the  gland  whose  function  is  altered.  Our  knowledge  of  hay- 
fever  and  otosclerosis  will  be  advanced  by  the  application  of  the  Abder- 
halden  test.  Thus  functional  changes  of  the  thyroid,  thymus,  hypo- 
physis, ovary,  testes,  pineal  and  suprarenal  glands  may  be  diagnosed 
and  therapeutically  Influenced.  In  traumatic  Assures  of  the  pyramid 
bone,  encroaching  upon  the  labyrinthine  capsule,  the  clinical  picture  may 
simulate  that  of  ot08clero.sls.  Abderhalden's  method  will  differentiate 
this  condition  from  real  otosclerosis,  as  in  the  latter  the  function  of  one 
or  several  glands  is  altered.  It  is  very  difflcult  to  diagnose  histological- 
ly laryngeal  carcinoma  when  it  Is  combined  with  lues.  The  diagnosis 
is,  however,  established  when  the  patient's  serum  breaks  up  carcinoma- 
tous albumen.  In  articular  rheumatism  and  tuberculosis  lymph-glands 
the  patient's  serum  breaks  up  tonsillar  tissue.  The  writer  urges  the 
sperlallsts   to  apply   Abderhalden's  method  regularly   in   oto-laryngology. 

OlXMJAU. 

3003 

Bacillus  of  Whooping  Cough  and  the  Lesion  It  Produces.P.  B.  Mai.u>rt, 
Am.  Jour,  of  I'liblf  !!•  tilth,  June,  1913. 
In  fatal  caaes  of  whooping  cough  Mallory  observed  minute  organisms 
(bacilli)  parked  In  large  numbers  between  the  cilia  of  the  epithelium 
cells  lining  the  trachea.  They  are  Oram  negative,  nnn-motlle.  vary  In 
shape  from  round  to  oval  and  art  mrchanlcally  only;  they  Interfere  wlflr 
the  normal  movements  Of  cilia  and  furnish  a  continual  Irritation  wlilcli 
fxriies  coughing.    The  organism  secretes  a  mild  toxin  as  is  Indicated  by 
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a  Blight  Inflammatory  exudation,  a  lymphocytosis  and  the  production  of 
a  specllic  antibody.  Sputum  from  acute  cases  of  whooping  cough  was 
Inoculated  into  the  trachea  of  a  puppy  or  rabbit.  When  the  animals 
were  killed  and  the  respiratory  tract  studied  microscopically,  organisms 
were  found  between  the  cilia  in  the  trachea  and  bronchi  In  every  way 
Identical  with  those  found  in  whooping  cough.  Eo. 

3010 

Pernlclout  Anemia  with  Changes  In  the  Mucosa.    MATrHES,  ifed.  KUnik, 
No.    9.    1913. 
Abstracted  In  The  Labynooscope,   Aug.,   1913,  p.   874. 

3032 

Epinephrln  in  Whooping  Cough.  L.  C.  .Milas,  Oaz.  degli.  Osped.,  Oct  16, 
1913,  p.  1295. 
This  Is  a  report  on  fifteen  cases;  the  symptoms  were  markedly  re- 
lieved and  cure  was  usually  obtained  in  two  weeks.  No  bad  effects  fol- 
lowed nor  were  there  any  recurrences.  One  case  was  complicated  by  ma- 
laria and  in  another  there  were  signs  of  tuberculosis.  Ed. 

3034 

Lymphatic   Leucemia.    B.  Munday,  Trans.  N.  Y.  Acad,  of  Med.,  Dec.  17, 
1913. 
Abstracted  In  The  Labynooscope,  Dec,  1913,  p.  68. 

3050 

Surgery  of  the  Thymus  Gland.    C.  A.  Rvi;kf.k,  Atn.  Jour.  Di*.  o]  Children, 
Feb.,  1913,  p.  89. 
Abstracted  in  The  L.akyngoscope,  June,  1913,  p.  89. 

3068 

Colds  and  Their  Relation  to  the  Physics  of  the  Atmosphere.  C.  M. 
RiCHTEK,  Med.  Rec,  Dec.  6,  1913,  p.  1014. 
Rlchter  reaches  the  following  conclusions:  Acute  coryza,  commonly 
called  a  "cold"  depends  for  its  development  primarily  on  an  excess  oi 
moisture  In  the  air  we  inhale.  It  develops  usually  during  the  cyclonic 
weather  conditions,  especially  when  preceded  by  very  dry  weather.  Tho 
excessive  and  more  or  less  continuous  nasal  secretion  at  the  beginning 
of  an  acute  coryza  relieves  the  respiratory  apparatus  from  the  otherwlss 
damaging  effect  of  an  overcharge  of  moisture.  The  nasal  mucosa  of 
the  child  or  the  hyperesthetic  one  Is  usually  affected.  The  "running  of 
the  nose"  constitutes  in  part  a  physiological  vaso-motor  action  analogous 
to  the  perspiration  of  the  outer  skin  which  sets  in  whenever  air-tem- 
perature and  the  relative  humidity  transgresses  certain  limits  and  which 
forces  thereby  better  conditions  for  evaporation.  Later  microbism  be- 
comes active  on  the  mucosa  only  after  these  air-conditions  have  farorei 
Its  development  for  some  time.  Microbism  Is  very  rarely  the  primarr 
cause  of  an  active  coryza.  En. 
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3087 

Results  With  Neo-salvarsan  in  Luetic  Affections  of  the  Upper  Air  Pas- 
sages. Si  Hi-KSiNGfUi,  Ztschr.  f.  LaryngoX.,  Bd.  6,  Heft  3,  1913,  p.  375. 
In  four  injections  2.4  to  3.0  of  the  neo-salvarsan  was  given.  All  of  the 
Hfty-lwo  Injections  on  twenty  patients  were  satisfactory  and  without 
complications.  Neo-salvarsan  Is  safe  and  cfrectlve  though  its  action  is 
not  as  prompt  as  that  of  "606." 

3105 

Conservative  Treatment  of  Scarlatintal  Abscess.  Sokrensen,  Therap.  Mon- 
alsh..  Aug.,  i;U3. 
In  fifty-three  of  the  4,000  scarlet  fever  patients  observed  (1910-1911)  an 
abscess  developed  near  the  ear.  Treatment:  Incision  down  to  bone, 
drainage  and  rinsing  out.  Later,  on  three  of  these  cases  the  radical  mas- 
toid operation  was  perforrned;  one  died.  The  author  urges  conservative 
treatment  In  these  cases.  E^- 

3106 

Histological  Differential  Diagnosis  Between  Syphilis  and  Tuberculosis  of 

the  Upper  Air  Passages.      A     .'-i.ii  ci  u.   /.Ix'hr    i    Ohnnh..   V.A    fiO.   Heft 

2,  1913.  p.  137. 

The  rharacterlstlcs  of  Hyphilis  aro:      1.    I'rppondrranrp   of   granulation 

and  plasma  cells.     2.  Abundant  fibroblasts  and   fibrous  connective  tissue. 

:;.  DlffuBo  and  extensive  caseation.     4.  Changes  In  the  vessels.     The  latter 

l.s  the  most  reliable.     The  elastic  fibers  must  be  stained  by  the  Welgert 

method.    In  only  two  of  the  twenty-flve  cases  examined  by  the  author 

was  the  dlagnoals  doubtful.  Kd. 

3107 

Cosmetic  Correction  of  Facial   Paralysis  Through   Facial   Plastic.      \     i: 
Steix.  Murnvh  mrtt.  Wrhiischr.,  No.  25,  1913,  p.  1370. 
In  a  leutlc  case  the  author  .succeeded  In  obtaining  a  very  good  cosmetic 
result  by  mean.s  of  free  facial  plaatlc.    He  details  his  operation  and  dls- 
ciiRSJ's  other  opf-r-'i ••■■■■  '•■  \".-'i-^  En. 

3118 

Presidential  Address.     St.  C.  Tiiomsojc,  Trans.  XV.  Intern.  Congress  of 
Med.,  1913. 
AtMtracted  In  Tiu:  I,AKT5ooecopr,  Oct.,  191S,  p.  1039. 

8122 

Classification  of  Tumors  of  the  Pituitary  Body.  I.,.  Von  Bo:<in,  Brit.  lied. 
Jour.,  May  3,  1913,  p.  934. 
A  new  scheme  of  claxsincallon  based  on  the  principle  of  histogenesis  la 
given  by  Von  Bonln.  I.  Heterotopic  Tumors.—  1.  Tumors  of  the  cranlo- 
pharyngral  diirf:  2.  Tpratomas.  II.  Homolotopic  Tumors.— 1.  Kplthelial 
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48SJ  <..-     - 

3123 
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sure at  the  points  where  the  nerve  pierces  the  bone.  Ed. 

3142 
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WiientburK.   191:!. 
Reviewed  in  Tiik  I.,ABY.\ci<>m  opk,  Dec,  1913,  p.   1183. 
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t^t  ther  arc  conlribnted  czcltuiTelr  to  TBI  L*>Ti>eoicorc./ 

RADIOGRAPHY  OF  THE  NASAL  SINUSES.*t 
Dr.  Douglas  M.^cparlan,  Philadelphia. 

Speaking  generally,  from  a  rhinologist's  standpoint,  results  ob- 
tained from  radiography  of  the  na.sal  sinuses  are  so  irregular  and 
non-dependahlc  that  something  more  than  a  casual  inquiry  into  this 
subject  would  api)ear  valuable.  The  fact  is,  that  many  cases  with 
l>eautifu1  clinical  signs  and  symptoms  when  .sent  to  be  x-rayed  re- 
turn with  plates  so  poor  that  it  seems  impossible  to  make  a  diag- 
nosis from  them,  .^nd  yet  diagno.scs  are  hazarded  and  often  radi- 
cal operative  work  hangs  on  such  decisions.  To  any  one  who  will 
take  the  bother  to  look  up  the  plates  and  the  case  histories  in  any 
of  the  larger  hospitals  or  in  private  i)ractices  where  even  more 
care  is  taken,  there  cannot  but  come  the  conviction  that  there  is 
a  great  discrejjancy  Iwtween  the  clinical  findings  and  the  evident 
value  of  the  plates.  The  plates  are  usually  notoriously  poor  and 
good  plates  are  e.xceptional.  It  is  csj)ecially  ditVicult  to  get  good 
x-ray  fmdings  from  the  sphenoid,  the  sinus  that  we  need  the  most 
help  ujxjn  from  the  roentgenologist.  .At  the  jiresent  time,  the  value 
of  clinical  a|)|)earances  and  the  results  of  transillumination  arc  far 
out  of  proportion  to  the  value  of  the  x-ray,  and  yet  with  a  little 
care  and  attention  the  latter  can  lie  made  a  most  u.scful  .lid  in 
<liagnosis. 

In  this  country  Caldwell  of  New  York  first  took  up  the  subject 
and  in  a  paper  rcarl  before  the  Triological  S<K-icty  in  1!M)8  epitomized 
in  a  clear  and  frank  way  the  problems  to  be  met.  ".'\n  important 
feature  of  the  diagnostic  use  of  the  x-rays  in  the  nasal  tract  is  that 
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in  this  field  mediocre  work  is  useless  or  worse,  and  the  very  best 
that  can  be  done  leaves  much  to  be  desired.  There  is  no  mystery 
about  this  work  and  no  justification  for  the  statements  occasionally 
heard  to  the  effect  that  success  in  this  field  depends  upon  some 
trick  which  is  the  secret  of  a  few.  Excellent  work  has  been  done 
by  a  few  surgeons  and  rhinologists  who  have  given  it  the  serious 
attention  it  demands  and  deserves. 

"The  comparatively  few  successes  and  many  failures  in  the 
work  cannot  be  charged  to  secrets  in  technic,  but  result  partly 
from  the  fact  that  the  amount  of  attention  for  good  work  has  gen- 
erally been  underestimated.  The  difficulty  of  the  work  is  easy  to 
understand  when  we  remember  that  the  skiagraph  is  a  complete 
shadow  of  everything  lying  between  the  source  of  the  rays  and  the 
plate,  and  that  the  different  objects  cast  stronger  or  weaker  shad- 
ows according  to  their  relative  thickness  and  density." 

Success  in  getting  good  plates  depends  almost  entirely  on  three 
things : 

Correct  position;  strong  penetrating  exposures,  and  fast  plates. 
Failures  can  always  be  traced  to  some  fault  in  the  observation  of 
these  requirements. 

As  to  the  exposures  and  plates  these  matters  of  course  had  better 
be  left  in  the  hands  of  the  roentgenologist ;  suffice  it  to  say,  how- 
ever, that  the  penetrability  or  strength  of  the  tube  should  be  8-10 
of  the  Benoist  scale,  backing  up  a  parallel  spark  of  4  to  5  inches. 
We  have  been  using  a  20  milampere  current  from  a  Waite  and 
Bartlett  Interrupterless,  and  with  this  and  the  tube-strength  men- 
tioned, have  been  giving  lateral  exposures  8  to  10  seconds,  postero- 
anterior  exposures  8  to  12  seconds. 

The  position  of  the  head  is  all  important  and  a  thorough  fa- 
miliarity with  the  locations  of  the  different  sinuses  in  the  different 
positions  is  essential.  In  working  out  the  position  for  a  certain 
sinus  two  principles  should  be  kept  in.  mind:  (1)  The  heavy  parts 
of  the  skull,  the  base  and  the  occiput  must  be  kept  from  super- 
imposing on  the  sinus.  (2)  The  pairs  or  couplets  of  cells  must  be 
kept  from  superimposing  on  each  other  (the  sphenoids  on  the 
frontals). 

The  number  of  different  positions  are  few,  but  are  fully  sufficient 
for  the  best  results  if  care  is  taken  in  correct  placing.  Each  posi- 
tion favors  certain  cells,  as  will  be  now  described. 

The  Albers-Schoenberg  position  took  the  radiograph  with  the 
rays  passing  from  behind  through  the  cervical  vertebra  and  the 
bafie  of  the  skull  then  through  the  frontals  to  the  plate.    The  shad- 
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ows  oi    tlic   irrt'giilar  b<>iR>  oi    iiiu   uasc  and  llic  cervical   vertebra 
make  the  [)osition  objectionable. 

The  broti'  position:  Caldwell  adopted  a  brow  position  which  is 
well  illustrated  in  I'hillip's  text-book.  The  line  of  the  median  rav 
IS  parallel  to  the  glabella  and  the  parietal  eminences  and  at  an  angle 


Klsure    1.     Krow    pudtlon    (Caldwulll.      Note    partial    liij<'i'ti<>ii 
Dphcnold.  SFpta  In  Ivft  frontal,  ihadow  In  right  antrum  r<-Klon. 


i^lii 


-trikcs  the  plate  which  is  touching  the  tip  of  the  nose  and  the  fore- 
head. In  other  words  the  patient  is  face  downwards  with  his  brow 
on  the  plate  and  the  tube  is  aljove  and  in  front  of  the  occiput. 

The  position  is  practically  the  .same  as  that  in  which  I'late  T  was 
taken,  the  only  difference  being  that  in  the  latter  the  median  ray  is 
[>erpendicnlar  to  t'-  •  '  •  ■  ■•    •      '      •   striking  it  .nf   an   nncle      To 
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get  this  the  head  is  placed  so  that  a  line  from  the  external  auditory 
meatus  to  the  pupil  is  perpendicular  to  the  plate  resting  on  the  brow 
and  nose.  The  median  ray  from  the  tube  passes  parallel  to  this 
line  through  the  skull. 

The  position  is  a  good  one  for  taking  Ixath  frontals  and  sphenoids 
and  has  as  its  only  objection  the  tendency  to  bring  the  occiput, 
base  and  sphenoids  all  in  the  same  region  unless  care  is  observed. 

The  frontals  ap|)ear  above  and  should  show  up  well ;  the  sphenoids 
are  brought  to  the  inner  sides  of  the  orbits,  and  with  the  ethmoids 
are  often  superimposed  on  the  lowest  part  of  the  frontals.  The 
antra,  thrown  down  out  of  the  way,  are  confused  with  the  lower 
part  of  the  orbit,  more  strictly  speaking  the  orbits  are  thrown 
ahead  of  the  antra.  The  typical  dome-shape  of  the  sphenoid  is 
usually  seen,  the  lower  border  of  these  cells  showing  as  a  straight 
horizontal  line  and  the  roof  a  dome-like  half  circle.  The  line  of 
the  occiput  comes  through  the  upper  third  of  the  orbit. 

The  chin  position :  The  chin  position  with  the  head,  face  down, 
chin  and  the  tip  of  the  nose  resting  on  the  plate  is  excellent  for 
pictures  of  the  frontals,  since  it  throws  these  cells  high  up  free  of 
everything.  The  antra  show  up  well  but  the  sphenoids  are  masked 
by  their  appearance  in  the  turbinate  region.  The  posterior  eth- 
moids are  usually  superimposed  on  the  sphenoids  but  the  anterior 
cells  will  often  be  seen  in  these  plates.  The  views  of  the  septum 
and  the  turbinates  are  good.  The  base  of  the  skull  is  low  and  on  a 
line  with  the  articulation  of  the  teeth. 

The  extended  chin  position.  Plate  3:  The  patient  is  prone  with 
neck  stretched  out  and  chin  thrown  forward  to  its  fullest  extent. 
The  point  of  the  chin  is  elevated  by  slipping  under  it  a  shallow- 
box  or  two  and  on  top  of  these  the  plate  rests.  A  line  between  the 
external  auditory  meatus  and  the  pupil  is  horizontal  to  the  plate, 
the  tube  is  above,  its  median  ray  jjassing  perpendicular  to  the  plate 
and  just  anterior  to  the  external  auditory  meatus.  The  position  is 
ideal  for  the  sphenoids,  throwing  them  clear  of  everything  and 
through  the  soft  palate  and  down  between  the  jaws.  .\n  excellent 
opportunity  is  had  to  compare  the  two  cells  as  to  size  and  shadow, 
and  in  most  fair  plates,  the  septum  between  the  cells  is  plainly  seen. 
The  frontals  show  up  well,  for  but  little  bone  is  passed  through 
Other  sinuses  show  up  disadvantageously.  Care  must  be  taken  tj 
get  the  fullest  extension,  for  otherwise  the  sphenoids  are  thrown 
into  the  heavy  shadow  of  the  jaws. 

The  eye  position  has  been  suggested  by  Pfahler  to  show  up  the 
sphenoids ;  the  face  is  prone  and  inclined  to  one  side  so  that  the 
rim  of  the  orbit  rests  on  the  plate.     The  sphenoids  are  projected 
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through  the  orbits  and  show  up  somewhat  obliiiucly  superimposed. 
The  effect  is  somewhat  confusing. 

Lateral  znews,  Plate  5 :  lateral  views  are  of  chief  vahie  in  giv- 
ing  an  idea  of  sinus  depth  and  in  showing  sella  changes.  The  pairs 
of  cells  are  so  superimposed  as  to  make  differentiation  between 


right  and  left  side  difficult.  Kven  the  slight  obli(iuity  which  you 
usually  get  will  make  pos.sibic  the  outlining  of  the  intlividual  cells 
but  as  the  bulk  of  their  IkmIics  overlies,  pathological  <liffcrences  can- 
not l»c  made  out.  Since  few  of  these  views  are  distinctly  ol)li(|uc. 
there  is  often  a  great  confusion  of  lines  particularly  in  the  sphenoid 
region :  the  liK-ation  of  the  cleinoid  processes  is  |)articularly  hard. 
Some  help  will  l)c  ha<l  out  of  this  difficulty  by  observing  the  rami 


400  .\;ai  I  .\Ki..\N  :   K.\i)io-.K,\i'in'  oi-  xasal  sinusf.s. 


Fipruri'   3.     Extendtd   chin   position. 
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of  the  jaws  and  from  them  f^et  an  idea  of  the  obliquity  and  its  di- 
rection. 

Occasionally  there  arises  much  ditihculty  in  deciding  upon  which 
side  of  the  skull  certain  objects  are,  for  instance  the  light  shadows 
of  bone  absorption,  or  the  root  or  stump  of  a  tooth.     The  study  of 


FlKiiro  i.     PlBKrHm  of  rxtf-nilcd   cliln   poslllnn. 

a  number  of  plates  taken  in  a  variety  of  positions  carefully  com- 
paring and  observing  (lo.sitions  and  directions  will  usually  give  the 
solution.  The  u.^e  of  the  stcrcopticon  in  l(H)king  at  these  lateral 
plates  gives  the  most  remarkable  perspective,  the  clcinoids,  sella 
and  the  sinuses  stand  out  at  times  as  though  you  were  looking  at 
the  actual  skull.    Dr.  Bowen,  of  the  Pennsylvania  Hospital,  has  an 
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excellent  scheme  of  getting  two  stereopticon  views  with  three  plates, 
with  one  vertical  and  two  lateral  exposures. 

In  these  lateral  plates  the  (lci)th  and  height  of  the  frontals  are 


FiBnre  5.  Lal.ral  viiu.  :?iiiuU  btail  of  bismuth  remaining  in  sphenoid 
after  injection  two  weeks  previous.  Note  size  of  sphenoid,  depth  of  frontals 
and  square  appearance  of  antrum. 

well  seen,  but  for  the  expanse  of  these  cells  the  postero-anterior 
view  is  best.  The  bean-shaped  appearance  of  the  sphenoids  is  char- 
acteristic, the  roof  of  these  cells  or  the  floor  of  the  sella  in  most 
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plates  sliows  up  as  very  thin.  Tlic  cthnioids  u  at  any  time  dis- 
tinguishable, are  occasionally  sharply  dertned  in  clear,  well-exposed 
plates.  The  antra  look  like  two  oblongs,  very  different  from  the 
flat  triangle  or  cone  seen  from  the  front.  The  mastoid  cells,  man- 
dibular articulation  and  the  hyoid  bone  often  show  well. 

So  much  then  for  positions;  the  conclusions  to  be  made  are  that 
certain  positions  arc  most  .suitable  for  certain  sinuses.  It  is,  how- 
ever, unreasonable  to  expect  a  diagnosis  from  one  or  two  plates : 
numerous  plates  should  be  taken  in  any  case.  Little  difficulty  should 
be  had  in  getting  good  frontal  and  antrum  pictures.  Radiograms 
of  the  latter,  the  antra,  are,  however,  of  secondary  importance  since 
other  means  of  establishing  diagnosis  are  so  convenient. 

The  frontals  show  up  best  in  an  extreme  brow  position ;  ethmoids 
are  always  difficult  of  diagnosis,  but  lateral  plates  will  show  their 
shadow  best,  they  Iwitig  in  these  views  only  superimposed  one  on 
other,  that  is  one  side  on  another. 

Sphenoids  had  l)est  be  taken  in  all  the  positions  and  conclusions 
reached  from  all  the  plates.  The  extended  chin  position  seems  most 
ideal,  and  shows  up  what  the  other  plates  will  not.  the  relations  be- 
tween the  two  cells. 

It  is  well  to  recall,  in  mu  [[.u  iin^  mi,iiiii\\>  >een  in  siinises,  the 
facts  first  brought  out  by  Caldwell.  Radiograms  of  specimens  of 
pus  and  exudates  from  various  sources  show  that  their  opacity  to 
x-rays  is  practically  the  same  as  that  of  normal  salt  solution  or  of 
pure  water.  He  proved  this  by  taking  simultaneous  radiographs 
of  the  various  fluids  in  thin  celluloid  dishes.  Working  with  dry 
and  moist  specimens,  he  showed  the  marked  <lifTerence  in  shadows 
due  to  the  moisture.  The  injection  of  the  sinu.ses  of  cadavers  gave 
similar  conclusions.  We  can  realize  from  this  that  persistence 
of  the  shadows  in  |)atients  whose  symptoms  have  subsided  is  of 
less  grave  significance  than  we  once  supposed.  It  may  Ik;  due  to  a 
mere  chronically  thickened  membrane  or  from  the  collection  of 
thin  mucus.  Such  persistence  of  shadows  is  often  seen  in  trans- 
illuminations of  the  antrum  where  an  infection  has  l)ecn  of  long 
standing,  where  gwxl  drain.ige  has  been  established,  and  the  case 
has  apparently  cleared  up 

In  this  irregular  way,  then.  I  submit  the  subject  from  a  nose  an(! 
throat  stand|Kjint,  iKlieving  that  a  lietter  familiarity  with  x-ray  sinus 
work  and  its  problems  will  lead  to  a  helpful  co-operation  that  will 
give  l)elter  results  in  the  field  of  diagnosis.  \  Inrtter  knowlcdije 
of  the  correct  |><>-iti"ii»  tn"'  .iirn..!  ,.vi.,,v..r,.^  ,vi||  cprt.iitily  give 
us  l>etter  plates 

1805  Chestnut  Street. 


IMPROVED    METHOD  FOR  REMOVING  THE  POSTERIOR 
TIP  OF  THE  INFERIOR  TURBINATE.* 

Dr.  Max  Lubman,  New  York  City. 

To  remove  the  posterior  tip  of  the  inferior  turbinate  with  the 
now  prevalent  methods  is  quite  a  difficult  procedure  even  in  skill- 
ful hands.  The  chief  reason  is  that  the  wire  loop  of  the  snare  runs 
parallel  to  the  bone  and  the  geometrical  law  "that  two  lines  run- 
ning parallel  to  each  other  can  never  cross"  holds  true  even  in  the 
nose.  In  order  to  get  the  wire  loop  at  an  angle  with  the  bone,  the 
following  methods  have  to  be  resorted  to.  The  snare  is  passed  di- 
rectly backward  along  the  floor  of  the  nose,  and  when  the  end  of  the 
wire  loop  has  reached  the  pharynx,  the  snare  canula  is  directed  back- 


Figure  1.     Wire  on  floor  of  the  nose  with  thread  attached. 

wards  and  slightly  toward  the  median  line  of  the  pharynx  until 
it,  too,  reaches  the  pharyngeal  wall.  This  bends  the  wire  loop  at 
an  angle  towards  the  posterior  tip  of  the  inferior  turbinate.  The 
instrument  is  now  withdrawn  until  the  loop  encircles  the  hyper- 
trophy ;  the  snare  is  then  gradually  tightened  until  the  wire  loop 
slowly  excises  the  diseased  mass.  This  method  is  objectionable 
because  the  bending  of  the  wire  loop  upon  the  patient's  pharynx 
will  undoubtedly  cause  pain,  and  may  also  injure  the  mucous  mem- 
brane of  the  pharj'Dx.  It  is  also  unpracticable,  because  it  cannot 
always  be  relied  upon,  as  a  spur  or  a  hypertrophied  middle  tur- 
binate is  likely  not  to  allow  the  wire  loop  to  pass  in  its  original 
bent  form,  but  will  straighten  it  out  more  or  less. 

Another  method  often  used  is  that  of  posterior  rhinoscopy.  The  pa- 
tient is  instructed  to  depress  the  tongue ;  the  surgeon  manipulates  the 

•Presented  at  the  Clinical  Society  of  Har  Moriah  Hospital,  April  6,  1914. 
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Miare  with  one  hand  and  observes  its  movements  by  means  of  a 
mirror  which  he  holds  in  the  other  hand.  There  is  no  advantage 
in  this  method ;  the  disadvantages,  however,  are  very  evident,  not 
many  a  patient  can  tolerate  or  co-ordinate  enough  to  depress  the 
tongue,  allow  the  manipulation  oif  a  snare  in  his  nose  and  a  mirror 
in  his  throat  which  requires  nasal  breathing  to  make  posterior 
rhinoscopy  successful.  These  handicaps  make  the  success  of  the 
surgeon  difhcult  and  improbable.  I  wish,  therefore,  to  offer  a 
verj-  simple  improvement  which  I  find  both  effective  and  easy  to 
manipulate.  To  the  ordinary  snare  I  tie  a  thread  by  means  of  a 
double  sailor-knot  which  keeps  it  securely  in  the  center  of  the  loop. 
It  is  well  to  use  a  contrasting  color  of  blue  or  black  in  order  to 
make  the  presence  of  the  thread  easily  detectible.     I  then  introduce 


Fiirure  2.     Pul 
maun. 
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read  bends  the  wire  and  encircle*  the  turbinate 


the  snare  along  the  floor  of  the  nose  slightly  further  than  the  tip 
of  the  inferior  turbinate;  the  thrca<l  should  be  directed  to  the  sep- 
tal side ;  I  then  pull  the  thread  w  ith  left  hand.  This  act  will  bend 
the  wire  loop  at  right  angles  to  the  tip,  thereby  enabling  the  loop 
to  encircle  the  hyfwrtrophied  mass.  If  the  floor  is  vcr>'  narrow, 
I  pass  the  snare  parallel  to  the  septum  but  direct  the  thread  to  the 
outer  wall;  by  pulling  upon  the  thread  outwards  it  will  encircle 
the  mass  laterally.  You  can  ascertain  whether  the  loop  is  engaged 
around  the  mass  to  be  removed  by  trying  to  pull  the  snare  for- 
wards. On  finding  that  the  loop  is  engaged  tighten  the  snare  and 
the  mass  is  excised.  One  of  the  advantages  of  this  method  is  that 
by  means  of  the  thread  the  surgeon  can  actually  regulate  the  size 
of  the  mass  to  be  removed. 
7S  East  Fourth  Street. 


PHYSIOLOGIC    AND  PATHOLOQIC  RELATIONS  OF  THE  EYE 
AND  ACCESSORY  SINUSES  OF  THE  NOSE.* 

Dr.  C.  B.  Wylie,  Morgantown,  W.  Va. 

After  selecting  this  subject  which  has  been  of  considerable  in- 
terest to  me  recently,  I  began  looking  up  the  literature  to  ascertain 
what  other  men  had  said  on  it  in  order  to  make  comparisons,  and 
was  soon  brought  to  a  realization  of  the  fact  that  everything  I  could 
possibly  say  has  already  been  said  by  a  number  of  very  eminent 
men,  so  that  1  fear  what  I  may  present  on  this  subject  will  be  more 
or  less  a  repetition  of  what  has  already  been  said,  the  effect  of 
which  will  carry  much  more  weight  than  anything  which  I  might 
say.  However,  after  giving  a  brief  anatomical  description  of  the 
relationship,  both  of  the  osseous  and  nervous  anatomy  of  the  eye 
to  the  accessory  sinus  of  the  nose,  I  shall  attempt  to  describe  a 
few  interesting  cases  which  I  have  had  in  my  practice  during  the 
last  year. 

In  order  that  we  may  have  a  comprehensive  idea  of  the  relation- 
ship existing  between  the  eye  and  the  accessory  sinuses  of  the 
nose  it  is  necessary  to  have  a  fair  anatomical  knowledge,  not  only 
of  the  osseous  parts  but  of  the  sensory  nerve  distribution  as  well. 
Without  this,  an  intelligent  appreciation  of  the  nervous  and  patho- 
logical reflex  symptoms  would  be  difficult  of  interpretation. 

With  the  greater  portion  of  the  floor  of  the  orbital  cavity  in 
close  proximity  to  the  maxillary,  sinuses,  the  internal  lateral  wall 
to  the  ethmoidal  and  sphenoidal  sinus,  and  the  superior  plate  an- 
teriorally  to  the  frontal  sinus,  we  can  readily  appreciate  the  close 
anatomical  relationship  existing  between  these  parts.  While  as  a 
rule,  a  thin,  bony  wall  separates  the  sinuses  from  the  orbit,  it  is  not 
infrequent  that  we  find  dehiscences  of  the  bone  which  leave  only 
mucous  membrane  dividing  them. 

The  nervous  anatomy  can  best  be  understood  by  briefly  tracing 
the  sensory  branches  of  the  fifth  nerve  from  the  Gasserian  gang- 
lion to  the  termination  of  its  branches ;  beginning  with  the  Gasser- 
ian, which  lies  in  a  depression  at  the  inner  end  of  the  petrous  bone, 
the  nerve  divides  into  three  branches — the  ophthalmic,  the  superior 
maxillary  and  the  inferior  maxillary,  the  two  upper  branches  being 

'Read  before  the  American  Academy  of  Ophthalmology  and  Oto-L^ryn- 
Kology,  ChattanooKa.  Tenn..  October.   1913. 
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entirely  sensory,  while  the  lower  trunk  unites  with  the  motor  root 
supplying  muscles  of  mastication. 

From  the  ophthalmic  division  there  is  given  off  a  meningeal 
branch  to  the  tentorium  cerebelli  and  supplies  nerves  of  sensation 
to  the  eyeball,  conjunctiva,  lacrimal  gland,  nasal  fossa  and  skin 
of  the  nose,  eyebrow  and  forehead.  It  receives  branches  of  com- 
munication from  the  cavernous  plexus  of  the  sympathetic  and  from 
the  third,  sixth  and  occasionally  the  fourth ;  the  lenticular  ganglion 
situated  in  the  orbit  receives  a  branch  from  the  nasal  nen'e  and 
sends  nerves  to  ciliary-  muscle  and  iris.  The  superior  maxillary 
division  gives  off  a  meningeal  branch  and  supplies  nerves  of  sen- 
sation to  the  upper  teeth,  lip,  cheek,  temple  an<l  the  lacrimal  appar- 
tus. 

The  spheno-palatiiic  yanglu>n,  which  lies  in  the  spheiio-maxillar)' 
fossa,  receives  a  branch  from  these  nerves,  one  from  the  carotid 
plexus  (the  Vidian),  a  branch  from  the  facial,  and  sends  nerves  to 
the  pharynx,  palate,  turbinate  bones  and  floor  of  the  nose. 

The  association  of  the  nasal  and  orbital  nerve-supply  is  even 
closer  than  that  of  the  circulatory  system.  The  nasal  ner\'e,  which 
is  a  branch  of  the  ophthalmic  division  of  the  fifth  cranial  nerve, 
pa.sses  through  the  orbit  to  the  anterior  ethmoidal  foramen,  then 
back  to  the  cranial  cavity  in  the  region  of  the  cribriform  plate  of 
the  ethmoid,  which  it  pierces  to  enter  the  nasal  cavity  to  supply  its 
anterior  half.  Its  orbital  branches  are  the  two  long  ciliary  nerves, 
the  intra-trochlear  nerve  and  a  branch  to  the  lenticular  ganglion. 

The  ophthalmic  artery,  which  sends  branches  to  all  of  the  orbital 
structures,  sends  off  anterior  and  fK)sterior  ethmoidal  branches  and 
the  nasal  arter>-.  Returning  from  the  nose  the  ethmoidal  veins  en- 
ter into  the  superior  ophthalmic  vein,  and  as  the  orbital  veins  have 
no  valves  blood  may  pass  in  anv  direction. 

The  venous  plexuses  of  the  turbinate  bodies  empty  into  the 
pterygoid  plexus  and  are  in  direct  communication  with  the  orbit 
by  way  of  the  branch  to  the  inferior  ophthalmic  vein.  Thus  it  is 
easy  for  organisms  or  their  toxic  products  originating  in  the  nasal 
accessory  sinuses  to  reach  the  interior  of  the  eye  through  the  ciliary 
vessels  which  arc  branches  of  the  above-mentioned  arteries  and 
veins. 

The  chronic  forms  of  sinusitis  present  a  large  numl .  .  \e 

symptoms  with  comparatively  no  manifestations  of  nasal  trouble. 
In  the  suppurative  form  of  sinusitis,  the  middle  turbinate  IhxIv  will 
l>e  found  in  a  state  of  hy()ertrophy,  and  the  ethmoidal  cells  will 
iireak  down  under  slight  pressure;  the  discharge  will  \k  thick  and 
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tenacious,  with  usually  more  or  less  odor,  depending  on  the  extent 
of  retention  of  pus  and  necrosis. 

In  the  chronic  non-suppurative  form  of  sinusitis,  the  ocular 
manifestations  will  be  more  obscure  and  uncertain  than  in  the  sup- 
purative variety.  In  this  form  the  middle  turbinate  is  somewhat 
enlarged,  which  will  probably  show  some  polypoid  degeneration 
on  its  under  surface.  If  the  middle  turbinate  lies  close  to  the  ex- 
ternal wall,  the  polypoid  degeneration  may  not  be  manifest  in  the 
early  stages,  but  later  will  appear  at  the  lower  margin  at  the  an- 
terior end  of  the  turbinate.  The  ethmoidal  cells  are  generally  filled 
with  polypi,  with  frequent  destruction  of  the  intervening  partitions 
due  to  pressure.  Along  with  this  condition,  oftentimes,  on  ac- 
count of  the  intra-sinus  pressure,  ocular  structures  may  be  affect- 
ed through  dehiscences  in  the  bony  partition,  resulting  in  pressure 
upon  the  extra-ocular  muscles,  causing  a  train  of  symptoms  tend- 
ing to  eye  strain  and  more  or  less  nervous  phenomena. 

Both  of  these  forms  obstruct  more  or  less  the  circulation,  and  ac- 
count for  symptoms  caused  by  the  vascular  changes. 

The  orbital  manifestations  of  chronic  hyperplastic  ethmoiditis 
are  of  special  interest,  not  only  on  account  of  the  obscure  picture 
which  they  often  present  but  also  on  account  of  the  frequency  with 
which  they  appear.  These  are  naturally  of  a  mechanical  origin, 
due  either  to  the  intra-cellular  pressure  from  the  hypertrophied 
mucous  membrane,  or  from  stasis  in  the  hematogenous  or  lymph 
channels,  or  both.  These  may  interfere  with  the  mobility  of  the 
glob'e,  irritate  the  optic  nerve  through  pressure,  produce  changes 
in  refraction  or  disturbance  of  physiological  lacrimation. 

The  subjective  symptoms  consist  of  scotoma,  neuralgia,  pain  in  the 
eye,  ciliary  neuralgia  and  photophobia.  In  severe  cases  vaso-mo- 
tor  disturbances  such  as  hyperemia  of  conjuctiva  and  edema  of 
eyelids  and  peri-orbital  tissues  may  occur.  The  appearance  of 
these  reflex  neuroses  is  but  to  be  expected  when  one  recalls  that 
the  orbital  and  nasal  cavities  are  supplied  by  the  same  sensory 
nerve. 

The  following  cases  have  been  selected  because  they  give 
definite  ocular  symptoms  without  any  evidence  of  previous  sinus 
involvement,  as  has  been  demonstrated  by  the  promptness  with 
which  ocular  symptoms  disappeared  when  the  sinus  trouble  was 
corrected. 

Case  I :  Miss  A.,  age  35,  was  referred  to  me  with  a  history  that 
for  about  two  years  she  had  had  headaches,  deep-seated  between 
the  eyes,  and  at  times  ocular  pains.     The  symptoms  were  aggra- 
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vated  by  use  of  the  eyes  for  near  work,  especially  during  the 
menstrual  period,  and  had  been  growing  progressively  worse. 

( )n  examination,  vision  in  both  eyes  was  practically  normal. 
Fundus  examination  showed  considerable  congestion  of  the  optic 
disk ;  otherwise  a  normal  fundus.  On  examining  the  nose,  a  bad- 
ly deflected  septum  very  much  thickened  at  the  posterior  end  was 
found,  with  considerable  hypertrophy  of  the  right  middle  turbinate. 

An  operation  was  advised  for  correction  of  the  trouble.  The 
hypertrophied  portion  of  the  middle  turbinate  was  removed  and 
a  submucous  resection  of  the  septum  done.  On  removing  the  de- 
flected portion  of  the  vertical  plate  of  the  ethmoid  bone,  on  ap- 
proaching near  its  posterior  border,  a  large  healthy  penumatic  cell 
was  encountered  with  apparently  no  opening  leading  from  it.  While 
cutting  away  the  edges  of  the  cell  with  the  bone-biting  forceps, 
another  cavity  was  broken  into,  which  proved  to  be  the  sphenoidal 
sinus  filled  almost  completely  with  granulation  tissue.  After  mak- 
ing the  opening  as  large  as  possible  into  this  cell,  two  large  masses 
of  granulation  tissue  were  removed,  which  proved  to  be  a  com- 
plete cast  of  the  sinus.  As  there  was  no  opportunity  for  after- 
treatment  through  this  channel,  a  search  was  made  for  the  natural 
opening  in  the  right  nostril  and  was  found  to  lie  quite  small.  A 
generous  opening  was  made  down  to  the  floor  of  the  sinus,  and 
each  nostril  packed  to  co-apt  the  layers  of  the  septum.  After  the 
septum  wound  had  healed  and  the  sinus  was  treated  for  two  weeks, 
the  headaches  and  ocular  pains  disappeared  and  so  far  there  has 
been  no  return  of  the  trouble. 

Case  2:  Miss'B.,  age  25,  stenographer;  for  nine  months  had 
been  suffering  from  repeated  attacks  of  deep-seated  headaches,  far 
back  between  the  eyes,  with  considerable  mental  depression.  Ex- 
amination showed  vision  of  the  right  eye  20/20,  left  eye  20/40. 
Fundus  examination  was  negative. 

There  was  no  history  of  nasal  trouble,  but  as  the  eye  symptoms 
ga^  linite  clue  to  the  cause,  an  examination  of  the  nasal 

cavity  wat.  made,  which  disclosed  a  very  much  enlarged  posterior 
end  of  the  left  middle  turbinate. 

I  advised  the  removal  of  this  hypertrophied  part.  After  snaring 
off  about  one-third  of  the  posterior  end  I  was  aljle  to  locate  the 
opening  of  the  sphenoidal  sinus.  A  canula  was  then  passe<l  into 
the  sinus  and  a  considerable  quantity  of  foul-smelling.  dark-green 
pus  was  syphoned  out,  after  which  on  searching  the  sinus  with  a 
probe,  I  discovered  what  appeared  to  be  a  dehiscence  in  the  l)one 
in  the  left  wall  near  the  roof.     After  enlarging  the  opcnini:.  t'"' 
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patient  was  placed  in  a  recumbent  position  and  the  sinus  filled 
with  12  per  cent  phenol-glycerin  which  was  allowed  to  remain 
for  twenty  minutes.  This  was  repeated  every  other  day  for  about 
two  weeks,  at  the  end  of  which  time  the  headaches  and  mental  de- 
pression had  both  disappeared,  with  vision  in  both  eyes  20/20. 

Case  j:  Mr.  C,  age  32,  farmer,  complained  of  pain  in  the  eyes, 
photophobia  and  more  or  less  dimness  of  vision  for  the  last  five 
months. 

On  examination,  vision  of  right  eye  was  found  to  be  20/20,  left 
eye  20/40  with  pronounced  displacement  of  left  eye  outward,  with 
marked  diplopia,  one  image  being  more  distinct  than  the  other. 
There  was  no  special  tenderness  or  discoloration  of  the  eye ;  fundus 
examination  showed  congestion  of  the  disk  and  retina. 

Nasal  examination  disclosed  an  enlarged  middle  turbinate  on  the 
right  side  with  jwlypus  showing  under  it.  On  removing  the  an- 
terior end  of  this  bone,  a  small  polypus  came  away  and  what  ap- 
peared to  be  a  pedicel  of  another  growth,  which  had  been  cut  off 
by  the  snare,  was  projecting  into  the  opening.  This  was  grasped 
by  forceps  and  after  considerable  manipulation  and  traction  was 
removed  and  proved  to  be  a  polypoid  growth  one  and  one-fourth 
inches  long  and  three-eighths  of  an  inch  broad.  The  direction  from 
which  it  came  disclosed  the  fact  that  the  bulla  ethmoidalis  had  been 
destroyed  and  that  there  was  a  dehiscence  in  the  orbital  wall,  per- 
mitting the  growth  to  pass  through  from  the  ethmoidal  cell  to  the 
orbital  cavity,  and  back  part  way  around  the  globe. 

This  opening  was  packed  lightly  with  antiseptic  dressing  and  in 
ten  days  time  had  entirely  closed.  Two  weeks  later  the  globe  had 
receded  to  its  normal  position,  vision  became  20/20  in  both  eyes, 
and  binocular  single  vision  was  again  restored. 

Case  4:  Mr.  D.,  age  35.  bookkeeper,  had  for  some  six  months 
complained  of  headaches  and  inability  to  use  his  eyes  for  close 
work  with  great  aggravation  of  symptoms,  with  at  times  intra- 
ocular pains  which  radiated  to  occiput. 

On  examination  his  vision  in  both  eyes  was  20/30  with  some 
blurring;  fundus  examination  showed  hyperemia  of  the  disk  with 
some  congestion  in  the  retina,  both  eyes  being  much  the  same. 

Nasal  examination  showed  enlargement  of  middle  turbinate  on 
both  sides,  pressing  both  on  the  septum  and  the  lateral  wall.  Some 
plegets  of  cotton,  previously  saturated  with  adrenalin,  were  placed 
in  each  nostril  and  were  allowed  to  remain  about  ten  minutes,  .\fter 
they  had  been  removed,  the  patient  expressed  a  feeling  of  greater 
comfort  in  his  eyes  than  he  had  experienced  in  a  long  time. 
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A  partial  removal  ot  each  niiildle  turbinate  was  done,  and  after 
healing  had  taken  place,  the  ocular  symptoms  entirely  disappeared, 
and  in  two  weeks  time  vision  in  both  eyes  was  20/20  and  has  re 
mained  so  to  the  present  time. 

Case  5:  Mr.  E..  age  40;  for  the  last  two  years  had  complained 
of  headache  and  photophobia,  with  more  or  less  vertigo  upon  using 
the  eyes  for  close  work.  Vision  20/20  in  the  right  eye,  20/40  in 
the  left  eye ;  fundus  examination  showed  retina  pale  and  vessel-^ 
but  partly  filled. 

On  examining  the  nose,  the  septum  was  found  to  be  deflected  tf) 
right  side,  pressing  on  the  posterior  half  of  the  middle  turbinate 
bone.  This  was  corrected  by  a  submucous  resection  of  the  septum 
after  which  the  ostium  of  the  sphenoid  sinus  was  located,  which 
was  unusually  small. 

'  )n  passing  a  canula  into  the  sinus,  the  mucous  membrane  was 
found  to  be  very  much  thickened  and  spongy,  showing  a  chronic 
non-suppurative  condition.  The  opening  was  enlarged  down  to  the 
floor  of  the  sinus,  the  patient  was  j)laced  in  a  recumbent  position 
and  the  sinus  filled  with  10  j>er  cent  phenol-glycerin,  which  was 
allowed  to  remain  fifteen  minutes.  This  treatment  was  repeated 
every  other  day  for  ten  days,  at  the  end  of  which  time  the  symp- 
toms complained  of  had  all  disappeared:  vision  was  20/20  in  botli 
eyes  and  he  was  able  to  do  close  work  with  comfort. 

The  immediate  and  pronounce<l  favorable  results  obtained  from 
surgical  treatment  of  these  accessory  cavities  should  be  further 
prrK)f  of  the  relationship  existing  between  the  nose  and  the  eyes. 

The  opinions  of  different  investigators  differ  somewhat  as  to 
which  sinuses  are  most  frequently  involved  in  producing  these  ob- 
scure symptoms.  I  think  the  consensus  of  opinion,  however,  is 
that  the  ethmoidal,  sphenoidal  and  maxillary  sinuses  in  tlic  order 
named,  arc  most  frequently  involved. 

I  .iTii  111  hearty  accord  with  Brawley,  who  says:  "When  one 
considers  the  very  intimate  relationship  lietween  the  orbital  con- 
tents and  the  na.sal  accessory  sinuses  by  way  of  the  nerves,  blood 
vessels  and  lymphatics,  it  is  remarkable  that  sinus  empvema  does 
not  oftcncr  cause  serious  ocular  disease." 

When  wc  consider  that  the  orbit  is  from  .im  n.ilt  to  two-thirds 
surroimded  by  bony  cavities,  which  arc  in  direct  communication 
with  the  nose,  it  is  not  hard  to  realize  that  pathological  changes 
of  these  cavities  may  profoundly  aflPect  the  m-ular  structures.  Th<- 
thickness  of  the  l)ony  wall  between  the  orbit  and  sinuses  varies 
considerably  and  in  the  majority  of  case*  »»  quite  thin,  varying 


.")()2  wvi.ii;;   kki.ai  j"  \  "  i>  \  \-\\. 

from  one-fourth  to  two  millimeitrs,  and  at  times  is  found  to  con- 
fain  dehiscences  of  variable  size,  which  admit  of  one  cavity  being 
readily  affected,  by  pathological  conditions  of  the  other;  the  in- 
fluences are  probably  the  most  marked  where  the  optic  chiasm  and 
nerve  are  in  such  close  proximity  to  the  sphenoidal  sinus. 

The  liability  of  the  optic  nerve  to  become  affected  in  sphenoidal 
sinus  involvement  is  due  in  part  to  the  fact  that  the  nerve  is  not  in 
a  strict  sense  a  nerve  at  all,  but  a  central  intercerebral  cord  (Spalte- 
holz)  having  cohering  similar  to  the  brain  and  spinal  cord,  and  the 
fact  that  it  has  a  higher  specialized  function,  makes  it  more  easily 
affected  by  pathological  changes  around  it;  while  at  the  same  time, 
the  absence  of  sensation  makes  disease  in  this  tract  insidious. 

As  we  go  into  the  minutia  of  the  parts  involved  and  study  more 
carefully  their  relationship,  and  by  careful  observation  of  clinical 
cases,  together  with  transillumination  and  skiagraphic  plates  thus 
become  more  able  to  appreciate  what  many  of  the  hitherto  ill-de- 
fined and  obscure  symptoms  mean,  we  must  conclude  that  we  have 
long  been  groping  in  the  dark  as  to  the  cause  for  many  of  the  ab- 
normal ocular  manifestations ;  but  a  closer  study  and  a  more  care- 
ful watch  of  our  cases  of  this  nature  cannot  fail  of  a  satisfactorj' 
explanation  for  many  of  them. 


Treatment    of    Ozena    by    Sulphurous    Thermal    Water.      Ar- 

MENGAUD.  Rez'ue  liebd.  de  Laryngol,.  Mar.  7,  1914. 
In  addition  to  the  constitutional  benefit  derived  from  these  baths, 
the  local  effects  were  quite  marked  in  the  cases  reported.  The  local 
treatment  consists  of  a  thorough  irrigation  of  the  nasal  cavities  with 
thermal  water,  this  being  continued  for  five  minutes,  or  until  the 
mucous  membrane  is  entirely  free  of  crusts  and  secretions.  The 
benefit  persists  for  several  months  after  the  treatment,  which  should 
be  repeated  at  intervals.  Among  the  places  which  are  cited  as  be- 
ing of  benefit  are  Cauterets,  Luchon,  Barege,  Challes  and  Uriage. 

SCHEPPEGRELL. 


ATROPHIC    RHINITIS.    TREATMENT  WITH  SCARLET   RED.* 

Dr.  \\  .  C    Wood,  I'hiladelphia. 

In  the  CXtober,  1913,  issue  of  The  Larync.oscopk.  Dr.  K.  K. 
Wheelock,  in  an  article  entitled  "A  new  and  efficient  treatment  of 
atroi)hic  rhnitis.'  cited  the  results  he  obtained  in  a  number  of  cases 
which  he  treated  with  scarlet  red.  These  results  so  far  surpassed 
any  whicii  I  had  ever  been  able  to  obtain  by  the  various  methods  of 
treatment  and  with  the  numerous  applications  which  have  from  time 
to  time  been  suggested,  that  I  decided  to  try  this  dye  on  the  atrophic 
cases  which  were  visiting  the  dispensary. 

\Vc  all  recognize  the  fact  that  the  more  numerous  the  drugs 
recommended  in  the  treatment  of  any  given  condition  the  less  do 
we  usually  know  about  that  condition.  This  has  been  particularly 
true  of  atrophic  rhinitis,  and  1  believe  that  most  of  the  benefit  which 
has  been  derived  in  the  past  has  been  due  not  so  much  to  the  par- 
ticular drug  or  preparation  used  but  rather  to  the  thorough  cleansing 
of  the  parts  at  regular  and  frequent  intervals.  I  have  failed  to  pro- 
duce any  marked  change  in  the  appearance  of  the  mu'.ous  mem- 
brane itself  and  have  always  seen  a  return  to  the  previous  disgust- 
ing condition  just  as  soon  as  treatment  has  been  discontinued.  This 
has  been  due,  1  lielicve,  to  the  fact  that  so  little  has  been  definitely 
known  as  to  the  etiology  of  the  condition,  and  as  proof  of  our  uncer- 
tainty of  the  etiological  factors  we  have  only  to  go  over  the  various 
tables  as  given  by  the  authorities  on  the  subject.'  Perez'  claimed 
to  have  discovered  a  specific  agent,  and  asserted  that  every  case 
originated  by  infection  from  another  patient  or  from  the  muzzle  of 
a  dog.  DcSimoni,'  on  the  other  hand,  has  "inoculated  the  normal 
mucous  membrane  with  the  Loewenl)erg-/\bcl  bacillus,  the  diplococ- 
cus  lanccolatus  of  Fraenkcl.  an<l  also  with  crusts  from  cases  of 
ozena  .md  in  no  insfanrc  did  lir  sni'crrd  in  reproducing  thr  t\\>i- 
ca*.!- 

Congenital  narrowness  of  the  nasal  f(*«>sac,  inidue  patency  of  the 
nasal  chaml»ers,  and  arrest  of  development  of  the  lower  turbinals 
have  l)ccn  given  as  possible  structural  causes,  but  I  believe  they  act 
only  indirectly  as  factors  in  the  production  of  atrophic  rhinitis. 

•I(<i«<t  brfnro  Ih*  Rpliicopal  tloapltal  Cllnlr*!  Soclrly,  PhUadvlphIa,  March 
II.   1(14. 


Others  claim  it  to  be  secoiulary  to  puruleiu  rninuib  oi  ciiiiiiiiou<l, 
ethmoidal  osteitis,  rarefying  osteitis  of  the  lower  turbinals,  acces- 
sory sinus  disease,  focal  suppuration  in  the  nu^i.  accessory  cavi- 
ties, or  post-nasal  space,  atmospheric  desiccation  and  bacterial  in- 
vasion. 

Considering  carefully  the  findings  of  the  many  observers,  and  con- 
sidering also  the  clinical  evidence  presented  by  the  cases  which  we 
see  ourselves,  the  whole  matter  seems  to  narrow  itself  down  to 
some  condition  which  produces  a  muco-purulent  discharge  in  the 
nasal  chambers.  If  this  be  true,  the  following  group  of  conditions 
would  seem  to  be  responsible,  directly  or  indirectly,  for  the  chronic 
rhinitis  in  question : — Congenital,  developmental,  or  acquqired  de- 
formities resulting  in  a  widely  open  or  extremely  narrow  nasal 
chamber,  su])puratioii  from  the  accessory  sinuses,  and  growths  in 
the  naso-pharynx  with  suppuration. 

There  is  no  doubt  in  my  mind  that  the  muco-purulent  rhinitis 
of  childhood  precedes  the  atrophy  in  a  great  majority  of  cases,  and 
that  this  discharge  is  the  result  either  of  a  large  adenoid  or  of  sup- 
purative sinus  disease,  or  both,  seems  all  the  more  probable  when  we 
remember  the  following  facts : — "Suppuration  in  the  frontal  and 
maxillary  sinuses  seldom  gives  rise  to  symptoms  of  ozena,  but  it 
is  not  at  all  uncommon  for  pus  in  the  sphenoidal  and  posterior  eth- 
moidal cells  to  do  so.  Now  these  cells  are  present  at  birth  and  are 
dose  to  the  post-nasal  space,  so  frequently  the  seat  of  suppuration 
in  early  childhood."* 

With  these  facts  before  us,  it  would  appear  to  me  that  the  atrophy 
is  not  due  directly  to  the  deformity  or  obstruction  present,  with  the 
resulting  limited  or  increased  space  in  the  nasal  chamber,  but  rather 
to  the  fact  that  the  mucous  membrane  is  being  constantly  bathed 
with  a  muco-pus,  this  going  on  over  a  long  period  of  time,  attended 
naturally  with  a  chronic  inflammatory  condition,  with  circulatory 
and  tissue  changes  and  finally  the  atrophy,  loss  of  sense  of  smell,  al- 
tered secretion,  and  consequent  crust-formation. 

So  much  for  the  etiology  of  the  condition.  Now  as  to  the  treat- 
ment of  these  cases.  Once  the  condition  has  been  recognized,  it  be- 
comes our  duty  immediately  to  determine,  if  possible,  the  underly- 
ing cause  and  to  remove  it.  A  deviated  septum  should  be 
straightened  as  soon  as  the  chambers  have  been  made  reasonably 
clean ;  the  muco-purulent  discharge,  if  still  present,  should  be  traced 
to  its  source  and  that  region  treated.  Should  there  prove  to  be  a 
large  adenoid  in  the  naso-pharynx,  it  should  immediately  be  re- 
moved.    If,  on  the  other  hand,  the  discharge  comes  from  one  or 
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more  of  the  sinuses,  the  condition  should  be  properly  and  immediate- 
ly treated,  either  by  washing  and  applications,  o-  '  •  -■"•■!  d  mean<. 
as  the  case  may  demand. 

I  laving  either  failed  to  find  the  original  cause  of  the  atrophy,  or 
having  found  anrl  removed  it,  we  must  now  turn  our  attention  to  the 
atrophic  condition  itself,  and  it  is  here  that  we  have,  as  a  rule,  been 
unable  to  effect  a  cure.  The  removal  of  the  cause,  where  it  has  been 
found,  and  careful  treatment  afterward  has  in  many  cases  benefited 
the  patient,  at  times  arresting  the  process,  stopping  to  some  extent, 
at  least,  the  formation  of  crusts,  and  decreasing  or  even  eradicating 
the  ozena,  yet  the  atrophy  of  the  tissues  themselves  remained,  and 
many  of  the  minor,  yet  disagreeable  symptoms,  persisted. 

It  is  a  peculiar  fact  that  in  a  large  number  of  cases,  the  atrophic 
condition  is  called  to  our  attention  for  the  first  time  long  after  the 
original  cause  has  disappeared,  and  in  spite  of  the  fact  tliat  the 
patient  must  have  had  catarrhal  symptoms  over  a  long  period  of 
time.  However  this  may  be,  the  large  majority  of  cases  of  atrophic 
rhinitis  which  we  see  present  simply  an  atrophy.  o7.ena,  crust-forma- 
tion, and  in  many  cases,  especially  those  of  long  stamling,  a  loss  of 
the  sense  of  smell,  and  it  is  this  end-group  of  symptoms  which  has 
seemed  almost  hoi)cless.  requiring  treatment  over  an  indefinite  period 
of  time,  and  which  relapse  to  the  formor  disijti^tinp  conditiDii  iust 
so  .soon  as  treatment  is  discontinue! I 

I  have  followed  Dr.  Wheelock's  suggestion  and  used  scarlet  red  in 
all  the  atrophic  cases  coming  to  the  dispensary ;  and  I  believe  the 
results  obtained  are  just  as  noteworthy  as  tho.se  in  his  cases.  Wheth- 
er these  cases  will  relapse  after  the  discontinuance  of  treatment  or 
not  remains  to  be  seen,  but  there  is  no  doubt  the  results  obtained 
over  the  short  period  of  time  I  have  u.sed  scarlet  red  far  surpass 
any  I  have  been  able  to  obtain  in  the  past.  No  case  failed  to  show 
marked  improvement  in  two  weeks  after  the  initial  treatment.  The 
crusts  almost  entirely  disapiiearetl  in  this  length  of  time  and  con- 
tinued to  decrease  in  quantity  with  each  treatment,  until  they  finally 
disaf>ptared.  The  mucous  membrane  resumed  its  normal  color  and 
thickness,  and  the  ozena  was  no  longer  noticeable.  This  has  been 
the  history  of  all  the  cases  under  treatment  and  I  will  outline  briefly 
the  historj-  of  one  of  the  most  marked  of  the  group. 

Mrs.  J.  H.,  age  Hi ;  injury  to  nose  at  age  of  in.  This  was  followed, 
evidently,  by  a  profuse  purulent  discharge  which  lasted  alwut  three 
years.  The  discharge  then  decrea.sed  but  she  .says  she  has  had 
"catarrh"  with  some  discharge  ever  since.  Some  three  years  ago  the 
crusting  and  ozena  Ixrcamc  so  marked  that  she  applied  at  one  of  the 
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disnensaries  here  in  the  city  for  treatment.  She  first  came  to  the 
Eniscooal  Hospital  dispensary  about  one  year  ago  and  at  that  time 
presented  the  typical  symptoms  of  atrophic  rhinitis.  The  crusts 
were  large,  forming  casts  of  the  nasal  chambers;  there  was  a 
marked  ozena  and  an  entire  loss  of  the  sense  of  smell.  She  stated 
at  that  time  that  she  had  not  been  able  to  detect  odors  for  about 
two  years.  Treatment  was  immediately  started,  the  chambers  being 
thoroughly  cleansed  and  various  applications  made.  The  application 
then  used,  which  seemed  to  do  the  most  good,  was  a  saturated  aque- 
ous solution  of  potassium  permanganate,  but  the  crusts  and  ozena 
never  entirely  disappeared,  and  at  no  time  did  she  regain  the  sense 
of  smell. 

.\bout  December  1,  1913,  I  started  using  scarlet  red  and  the  re- 
sults were  almost  incredible.  The  crusts  and  ozena  disappeared,  the 
membrane  itself  thickened  and  regained  its  normal  color,  and  to  my 
surprise,  after  about  six  weeks'  treatment,  she  told  me  she  was  able 
to  smell.  I  held  a  bottle  of  ichthyol  under  her  nose  and,  with  a  look 
of  disgust  on  her  face,  she  remarked  that  the  odor  sickened  her.  I 
am,  therefore,  very  naturally  delighted  with  the  results  so  far  ob- 
tained and  only  hope  that  they  may  be  as  lasting  as  they  were 
prompt. 

In  closing  I  will  give  an  outline  of  the  technic  employed.  In  the 
first  place  I  originally  applied  the  scarlet  red  ointment  which  is  used 
here  in  the  surgical  dispensar}-.  This  I  am  told  is  a  10  per  cent  oint- 
ment. I  found,  however,  that  was  too  stiff,  rolling  up  and  falling 
from  the  turbinals  as  fast  as  it  was  applied.  The  druggist  then 
thinned  it  down  for  me  with  liquid  petrolatum  until  we  had  an  oint- 
ment which  would  spread  nicely  over  the  turbinals  and  adhere  to 
them.    This  resulting  ointment  was  a  little  over  5  per  cent. 

I  first  applied  hydrogen  peroxid  to  both  nasal  chambers  and 
thoroughly  removed  all  crusts.  The  nose  was  then  carefully  sprayed 
with  an  alkalin,  antiseptic  solution,  after  which  the  scarlet  red  was 
applied  to  every  portion  of  the  mucous  membrane  in  the  nose,  and 
the  patient  instructed  not  to  blow  the  nose  immediately  but  to  wipe 
the  secretions  away  as  they  appeared  at  the  external  nares.  There 
seemed  to  be  no  noticeable  reaction  after  the  application,  nor  did 
the  patient  complain  of  any  disagreeable  sensations. 

After  a  few  treatments,  however,  the  patient  notices  a  stinging 
sensation  after  the  scarlet  red  has  been  applied,  which,  together  with 
the  return  of  the  sense  of  smell,  would  seem  to  indicate  a  regenera- 
tion of  the  nerve  filaments,  an  observation  made  also  by  Dr. 
Wheelock  in  his  report. 
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A  Case  of  Local  Tuberculosis  of  the  Nasal  Mucosa.  ('.  Com- 
TAiRED.  Retue  lu'bd.  de  Larytigol,  April  25,  li)ll. 
.Vasal  tuberculosis  is  rare,  only  177  cases  having  been  reported 
in  rhinologic  literature.  Poutchkwosky  observed  only  three  cases 
in  his  large  clinic  and  Compaired  saw  only  one  case  in  25  years  of 
practice.  In  the  ca.se  reported  the  extirpation  and  cauterization  of 
all  the  disea.sed  tissue  was  followed  by  a  cure  without  which  there 
would  prokihly  have  l)cen  a  diffusion  of  the  diseased  process  into 
the  general  system.  ScHKPri:<-,KKt.L. 


Angioma  of  the  Nasal  Alae.  Rknc-Cklles.  Knur  hcbd.  de 
l.aryngol,  \\n\\  11,  I'.U  1. 
.\s  in  other  regions,  angiomas  are  accidental  pro<luctions  due  to 
the  dilatation  and  multiplication  of  the  vessels  which  transmit  the 
blood  from  the  arteries  to  the  veins.  .Angiomas  of  the  nasal  alae  are 
rare.  They  may  cause  hemorrhage  or  difficulty  of  breathing,  if 
sulTicienlly  large.  In  the  cases  reported,  the  treatment  consisted  of 
,.!,..  I  ,-,.i,. ;.  ,.r  ..v.;..,,.>     ..-,-. .r. I..-"  til  tlic  rase. 
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SURGERY  OF  THE  FAUCIAL  TONSIL  AS  IT  RELATES  TO 

THE  FUNCTIONS  OF  THE  TONQUE  AND  SOFT 

PALATE  IN  THE  PRODUCTION  OF  VOICE.* 

Dr.  G.  Hudson-Makcen,  Philadelphia. 

The  faucial  tonsil  differs  from  other  tonsils  chiefly  in  respect  to 
the  conditions  attendant  upon  its  location  in  the  pharynx.  The 
pharyngeal  tonsil  hangs  pendant  from  the  smooth,  bony  and  apo- 
neurotic surface  of  the  vault,  and  the  lingual  tonsil  is  attached  to 
the  single  muscle  forming  the  base  of  the  tongue,  whereas  the 
faucial  tonsil  has  a  more  or  less  close  relationship  and  in  many 
instances  actual  attachments,  not  only  to  the  intra-pharyngeal  apo- 
neurosis, which  for  convenience  sake  has  been  called  the  capsule 
of  the  tonsil,  but  also  to  the  following  important  phonatory  and 
articulatory  muscles :— namely,  the  superior  constrictor,  the  palato- 
pharyngeus,  the  palato-glossus  and  the  lingual  muscles.  So  close- 
ly and  intimately  is  the  faucial  tonsil  related  to  these  important 
organs  that  in  its  normal  state  it  forms  with"  them  a  beautiful  and 
unique  mechanical  structure  varying  in  outline  and  presenting  the 
recesses  and  half  arches  or  columns  which  give  to  the  lateral  wall 
of  the  pharynx  its  distinctive  acoustic  characteristics.  The  loca- 
tion of  the  faucial  tonsil,  however,  in  the  verj-  midst  of  this  net- 
work of  muscles  renders  it  particularly  liable  to  infectious  dis- 
eases, and  therefore  its  surgery  has  come  to  be  a  matter  of  consid- 
erable importance. 

There  are  two  kinds  of  tonsillar  surgery  and  they  may  be  broadly 
designated  as  radical  and  conservative  or  palliative.  Radical  ton- 
sillar surger>-,  as  its  name  indicates,  aims  to  enucleate  the  gland, 
or  failing  in  this  to  remove  as  much  as  possible  of  it  including  the 
capsule,  while  conservative  or  palliative  surgers-  aims  to  remove 
only  so  much  of  the  gland  as  is  obstructive,  and  at  the  same  time 
to  so  open  up  diseased  crypts  and  deep  retention-pockets  that  sat- 
isfactory drainage  to  the  tonsillar  region  is  established  without  in- 
terfering in  any  way  with  the  characteristic  structure  of  the  pharyn- 
geal walls. 

The  modern  tendency  is  toward  radical  surgery^  of  the  tonsil,  and 
this  is  probably  due  to  a  desire  to  be  thorough  and  to  be  sure  of 
removing  all  sources  of  infection. 

•Read  before  the  Division  at  Surgical  Specialties  of  the  Clinical  Con- 
gress of  Surgeons  of  N'orth  America,  Chicago.  November  12,  1913.  and  by- 
invitation   before  the   Philadelphia  Laryngological  Society,   March    17,   1914. 
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Formerly  the  surgeon  was  satisticd  willi  so-called  tonsillotomy  or 
the  removal  of  the  projecting  portion  of  the  gland,  but  this  opera- 
tion fell  into  disrepute  largely  because  it  resulted  in  the  formation 
of  adhesions  between  the  cut  portions  of  the  gland  and  the  faucial 
pillars,  and  a  sealing  of  the  crypts  at  their  point  of  section ;  thus 
encouraging  the  formation  of  numerous  retention-pockets  which 
became  hot-beds  of  infection  and  defeated  the  very  purpose  for 
which  the  operation  was  designed. 

The  tonsillotomy  or  section  of  the  tonsil  as  it  is  usually  made 
is  in  the  wrong  plane  of  the  tonsil.  If  it  were  made  more  nearly 
in  the  horizontal  instead  of  the  vertical  plane,  thus  removing  the 
upper  pole  including  the  supra-tonsillar  fossa  and  leaving  the  low- 
er ix)lc  intact,  it  would  be  a  much  more  satisfactory  operation  and 
it  would  meet  nearly  if  not  quite  all  the  requirements  of  a  radical 
tonsil  operation. 

'I'onsillotomy,  as  it  is  usually  performed  however,  is  not  worthy 
of  being  classed  among  the  conservative  tonsil  operations,  and  like 
so-called  surface  cauterization  its  practice  should  not  be  generally 
recommended.  Hut  there  are  other  conservative  procedures  which 
are  worthy  of  consideration.  I  refer  to  those  which  may  result  in 
giving  good  drainage  to  the  diseased  tonsillar  crypts  and  to  the 
tonsillar  fossa  without  removing  the  entire  gland  and  without  do- 
ing injury  to  the  capsule  or  to  the  palatal  muscles  or  the  mucous 
membrane  covering  them. 

During  my  early  apprenticeship  in  surgery  I  devised  a  knife  with 
the  blade  at  an  angle  of  about  120  degrees  to  the  handle,  for  the 
puri>ose  of  conservative  tonsillar  surgery.  Many  similar  knives 
have  been  devi.scd  from  time  to  time  by  other  surgeons  and  for  a 
similar  purpose,  namely  to  oi)en  up  diseased  tonsillar  crypts  and 
other  retention-pockets  formed  by  various  inflammatory  adhesions. 
My  custom  has  been,  after  freely  opening  the  {wckets  with  the 
shaq)  knife,  to  sear  the  edges  with  the  actual  cautery;  thus  pre- 
venting a  union  between  the  cut-surfaces  and  causing  also  a  marked 
diminution  in  the  size  of  the  glaml  itself. 

Someone  has  said  that  in  doing  a  little  good  one  should  take  heed 
lest  he  do  a  great  harm,  and  this  injunction  is  particularly  applic- 
able to  the  surgeon  who  operates  in  the  region  of  the  pharynx. 

The  two  considerations  which  should  actuate  us  in  the  i>cr- 
formancc  of  tonsillar  surgery  are:  first,  to  improve  the  general 
health  of  the  individual,  and  second,  to  improve  his  voice.  While 
these  two  consi<lerations  are  not  strictly  sj»caking  antagonistic,  yet 
it  is  unfortunately  true  that  an  oj)eration  u|K)n  the  toiisiU  may  im 
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prove  the  general  health  of  the  individual  and  at  the  same  time  do 
a  grave  injury  to  his  voice.  The  converse  of  this  proposition,  how- 
ever, is  not  equally  true  because  any  operation  that  improves  the 
voice  must  of  necessity  at  the  same  time  improve  the  general  health, 
because  good  health  is  absolutely  essential  to  good  vocalization. 

It  goes  without  saying  that  no  surgical  operation  is  ever  indi- 
cated in  a  normal  pharynx  because,  forsooth,  the  faucial  tonsils 
may  have  some  slight  and  benignant  function  in  the  human  economy, 
although  only  a  few  of  the  younger  of  us  have  reached  absolutely 
definite  conclusions  in  reference  to  this  matter.  1  am  one  of  those 
who  take  it  for  granted  that  the  faucial  tonsil  has  important  bac- 
tericidal and  protective  systemic  functions,  and  I  am  convinced 
beyond  doubt  that  in  its  normal  state  at  least  it  has  some  very  im- 
portant mechanical  functions  which  are  particularly  operative  in 
the  production  of  voice  and  speech. 

The  lateral  walls  of  the  normal  pharynx  present,  as  I  have  said, 
certain  distinctive  structural  characteristics,  and  in  this  respect  they 
bear  a  close  resemblance  to  the  lateral  walls  of  the  larynx.  These 
distinctive  structural  characteristics — and  I  refer  particularly  to 
the  anterior  and  posterior  half  arches  of  the  palate  with  the  ton- 
sils separating  them  and  directing  their  muscular  action — are  not 
biological  accidents  or  variants,  but  they  are  always  present,  and 
until  attacked  by  disease  and  except  in  respect  to  their  size  they 
are  always  practically  the  same. 

Moreover,  the  soft  palate,  the  integrity  of  which  is  so  essential  to 
the  distinctive  structural  characteristics  of  the  pharynx,  has  im- 
portant muscular  connections  not  only  with  the  tongue  but  also 
with  the  larynx  itself.  It  will  be  observed,  therefore,  that  the 
three  most  important  peripheral  organs  of  phonation  and  articula- 
tion— namely,  the  soft  palate,  the  tongue  and  the  larj-nx — are  ana- 
tomically and  physiologically  inter-dependent,  and  they  also  have 
many  points  of  similarity. 

I  have  called  attention  elsewhere  to  the  importance  of  the  soft 
palate  as  an  organ  of  phonation  and  articulation  and  I  have  espe- 
cially emphasized  its  valvular  action  in  the  pharjnx  and  its  cord- 
stretching  action  in  phonation  through  its  connection  with  the  larynx 
by  means  of  the  palato-pharyngeal  muscles. 

The  soft  palate,  the  tongue  and  the  larynx  are  similar  in  that 
they  are  all  freely  movable  organs,  and  their  position  at  any  par- 
ticular instant  during  phonation  and  articulation  varies  not  only 
as  it  relates  to  each  one  of  them  individually  but  also  as  it  relates 
to  the  more  or  less  fixed  spinal  column.    These  variations  in  posi- 
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tion  take  place  with  great  rapidity  and  great  precision,  each  par- 
ticular tone  or  quality  of  voice  in  singing  and  each  inflection  in 
speaking  requiring  its  own  particular  palatal,  lingual  and  laryngeal 
position.  The  close  anatomical  relationship  of  these  organs  due  to 
their  muscular  attachments  makes  the  position  of  each  one  of  them 
dependent  largely  upon  that  of  the  others.  A  low-hanging  soft 
palate,  for  instance,  which  has  become  so,  owing  to  a  defective  ac- 
tion of  the  levator  muscles  will  result  not  only  in  a  faulty  position 
of  the  larynx,  but  also  in  a  faulty  action  of  the  vocal  cords. 

I'aresis  of  the  palatal  muscles,  however  slight,  always  brings 
about  a  corresponding  disturbance  of  the  laryngeal  musculature. 
In  other  words,  owing  to  the  anatomical  and  physiological  inter- 
ieijendence  of  these  organs,  palatal  insufficiency  always  results  in 
laryngeal  insufficiency  and  the  corresponding  forms  of  vocal  dis- 
ability. The  palatal  muscles  are  virtually  and  practically  extrinsic 
laryngeal  muscles,  the  palato-pharyngei  having  direct  connection 
with  the  larynx,  while  the  palato-glossi  have  an  indirect  connection 
with  it  through  the  muscles  of  the  tongue. 

This  brings  us  to  a  consideration  of  the  faucial  tonsil  in  its  re- 
lation to  these  important  organs  of  phonation  and  articulation. 
There  are  two  kinds  of  faucial  tonsils — the  normal  or  physiological 
.md  the  abnormal  or  pathological  tonsil.  Just  as  the  normal  ton- 
sil is  essential  to  the  normal  structure  of  the  pharynx  and  helpful 
to  the  normal  action  of  the  palato-lingual  and  palato-laryngeal  mus- 
iles  in  voice-production,  so  the  abnormal  tonsil  may  cau.se  distor- 
tion of  the  phar\iii;oal  structures  and  interfere  with  the  action  of 
the  muscles. 

The  distinctive  anatomical  characteristics  of  the  faucial  tonsil 
are  largely  incidental  to  its  location  in  the  pharynx.  The  some- 
what irregular  folds  found  in  the  lymphoid  tissue  in  the  vault  of 
the  pharynx  and  the  follicular  character  of  the  so-called  lingual 
tonsil  give  way  to  the  more  highly  developed  lacunae  and  crypts 
of  the  faucial  tonsil,  these  differences  of  structure  following  as  a 
natural  consequence  of  its  more  or  less  concealed  or  buried  posi- 
tion l)Ctween  the  palatal  pillars. 

The  faucial  tonsil  is  not  a  homogenous  organ  but  is  rather  com- 
plex both  in  respect  to  its  development  and  in  respect  to  its  struc- 
tural arrangrmenK  The  rudiments  of  the  gland  are  laid  down  in 
the  dor.sal  prolongation  of  the  second  branchial  cleft  during  em- 
t>ryonic  life,  and  the  sinus  in  which  it  develops  is  divided  later  by 
a  fibrous  fold  into  an  upper  and  lower  portion.  This  ingrowitjg  or 
infra-tonsillar  fold  n<i  it  has  lv >"<■  '   -non  disappears,  but   not 


.>].i  M   \  K  I  ■  I   ■■.   :      -.11:'. I   I,',     III      l\'(IM      lii\-n 

until  after  it  lias  marked  liic  boundary  line  hci\vci;ii  two  distinct 
portions  or  lobes  of  lymphoid  tissue,  the  upi)er  one  becoming  the 
upper  pole  of  the  tonsil  in  which  we  have  the  supra-tonsillar  fossa 
and  the  other  one  the  lower  [X)le  of  the  tonsil  or  the  gland  proper. 

The  lymphoid  tissue  entering  into  the  formation  of  the  upper 
pole  of  the  tonsil  and  its  supra-tonsillar  fossa  is  the  first  to  appear 
in  the  early  development  of  the  gland,  and  it  always  remains  some- 
what rudimentary  in  character.  This  undeveloped  or  rudimentar)' 
condition  of  the  upper  pole  of  the  tonsil  and  the  concave  or  bowl- 
like shape  of  its  fossa,  combined  with  the  fact  that  nearly,  if  not 
quite  all,  the  crypts  from  the  lower  pole  of  the  tonsil  proper  open 
into  it,  render  this  region  extremely  liable  to  disease. 

In  considering  the  relation  of  the  tonsil  to  the  pharyngeal  struc- 
tures the  So-called  capsule  should  not  be  overlooked.  Authorities 
differ  widely  with  reference  to  the  anatomy  of  the  capsule  of  the 
tonsil,  and  this  seems  to  be  due  to  the  fact  that  the  tonsil  changes 
.so  much  with  the  various  stages  of  its  development  and  also  with 
the  various  pathological  conditions  which  arise  in  this  region. 

Dr.  D.  R.  Paterson,  surgeon  to  the  throat  department  of  the 
King  Edward  Seventh  Hospital,  Cardiff,  who  has  made  many  sec- 
tions of  the  tonsil  in  its  various  stages  of  development,  says  that 
anatomically,  in  the  first  instance,  the  capsule  is  no  essential  part 
of  the  tonsil ;  it  is  nothing  more  nor  less  than  a  portion  of  the  in- 
tra-pliaryngeal  aponeurosis  or  fascia  attached  above  to  the  base  of 
the  skull  and  e.xtending  down  between  the  superior  constrictor  and 
palatal  muscles  as  far  as  the  cellular  portion  of  the  esophagus,  and 
as  its  development  goes  on,  the  tonsil  becomes  more  and  more 
closely  adherent  to  this  fascia  until  during  the  process  of  "phy- 
siological sclerosis"  in  more  advanced  life  it  actually  becomes  an 
integral  part  of  it,  building  upon  it  and  increasing  its  thickness  by 
the  addition  of  its  own  connective  tissue.  "Like  the  larva,"  says 
Dr.  Paterson,  "which  spins  its  own  cocoon,  the  tonsil  may  be  said 
to  weave,  or,  at  least,  to  add  to  its  own  capsule."  and  thus  a 
stronger  wall  of  defense  is  formed  against  injury  or  systemic  in- 
fection through  the  tonsillar  region  during  advanced  life. 

-Although  this  theory  may  not  be  in  accordance  with  the  more 
or  less  generally  accepted  views  with  reference  to  the  anatomy  of 
the  capsule  of  the  tonsil,  yet  those  of  us  who  have  had  a  large 
clinical  experience  know  that  in  many  instances  an  extra-capsular 
enucleation  of  the  tonsil  necessarily  involves  a  kind  of  window  re- 
section of  the  intra-pharyngeal  aponeurotic  sheath,  and  in  some  in- 
stances also,  where  fibers  of  the  superior  constrictor  muscles  are 
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kicking,  a  resection  even  of  a  portion  of  the  extra-phanngeal  apcn- 
iirosis  to  which  the  gland  has  become  firmly  united.  The  tonsil 
that  is  easily  removed  from  its  bed  and  turned  out  of  its  capsule 
somewhat  as  a  finger  is  removed  from  4ts  stall  in  a  glove  is  eitiier 
I  verj-  young  tonsil  or  not  a  pathological,  but  a  normal  one  which 
III  all  probability  should -not  be  removed  at  all. 

It  appears,  therefore,  that  we  are  dealing  with  a  complex  and  a 
-Mmewhat  highly  specialized  organ,  composed  largely  of  lymphoid 
tissue,  the  systemic  function  of  which  is  similar  to  that  of  the  less 
highly  organized  lymphoid  ti.ssue  found  in  other  parts  of  the  body, 
and  this  function  is  operative  chiefly  during  childhood  or  up  to 
the  fifteenth  year,  after  which  time  its  function  becomes  more 
mechanical  in  character  and  is  chiefly  operative  in  phonation.  ar- 
ticulation and  deglutition. 

Let  us  now  consider  just  what  happens  during  and  after  the 
operation  for  cxtra-capsular  eiiucleation  of  the  tonsil.  In  the 
first  place,  all  that  portion  of  the  phar)'ngeal  mucous  membrane 
.  Iiich  covers  the  tonsil  and  extends  into  its  deeper  recesses  and 
crypts  is  removed,  and  the  tonsil  itself  together  with  that  portion 
of  the  intra-pharyngeal  aponeurotic  sheath  which  may  be  attached 
to  it  is  dissected  out,  including  in  many  instances  also  fibers  from 
the  palato-pharyngeus,  the  palato-glossus  and  the  superior  con- 
strictor muscles,  and  when,  as  occasionally  happens,  the  superior 
constrictor  muscle  is  thin  or  absent  in  the  region  of  the  tonsil,  our 
r>,ection  may  include  also  a  portion  of  the  peri-pharyngcal  apo- 
neurosis. This  operation  leaves  a  large,  deep  cavity  with  a  surface 
of  granulation  extending  from  two  to  four  square  inches.  C)pen- 
uig  into  this  cavity  we  have  the  cut  or  torn  edges  of  the  pharyn- 
geal mucous  membrane,  and  in  many  instances  the  raw  surfaces  of 
the  three  important  muscles  to  which  I  have  referred— namely  the 
palato-pharyngeus,  the  palato-glossus  and  the  superior  constrictor 
muscles,  together  with  the  cut  or  torn  edges  of  the  resected  por- 
tion of  the  intra-pharyngeal  a|>oneurosis,  which  it  will  be  recalled 

often  muscular  as  well  as  fibrous  in  its  construction.  In  ;hoM' 
'.  iiich  fibers  of  the  superior  constrictor  muscles  are  want- 
ing, we  may  have  also  a  resected  portion  of  the  peri-pharyngeal 
:i(M)neurotic  sheath. 

The  final  results  of  this  somewhat  extensive  dissection  are  what 
we  should  naturally  cxi>cct,  namely  a  contraction  of  the  cavity  and 
a  more  or  less  firm  cicatricial  union  l>ctween  these  cut  or  lacerated 
surfaces,  binding  them  all  together  at  central  points  of  cicatriza- 
tion, and  thus  two  or  three  months  after  the  operation  the  old  land- 
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marks  that  characterized  the  distinctive  features  of  the  walls  of 
the  pharynx  are  practically  gone  forever.  Instead  of  the  beautiful 
clean-cut,  sharp  edges  of  the  palatal  pillars  during  phonation  and 
articulation,  and  the  well-marked  pharyngeal  recesses  both  be- 
tween and  on  either  side  of  the  pillars,  we  have  plain  oval  pharyn- 
geal walls  with  occasional  bands  of  tense  fibrous  tissue  coming  into 
greater  prominence  when  the  mouth  is  open  and  the  tongue  de- 
pressed. Moreover,  after  the  normal  mucous  membrane  of  the 
parts  is  destroyed  its  place  is  occupied  by  smooth,  cicatricial  tis- 
sue, having  a  glistening  surface  and  no  mucous  secretion  whatso- 
ever. 

The  cicatricial  bands,  of  which  I  have  spoken.,  frequently  give 
rise  to  painful  tugging-sensations  in  the  pharynx,  and  the  absence 
of  normal  lubricating  glands  in  this  region  often  causes  a  dryness 
which  in  some  instances  becomes  exceedingly  annoying. 

Now  what  effect  must  all  this  have  upon  phonation  and  articula- 
tion? In  the  first  place  it  is  not  unusual  to  have  the  patient,  tell 
us  in  a  proud  way  that  he  or  she  can  sing  one  or  two  notes  higher 
than  before  the  operation,  but  surely  this  is  not  a  "consummation  de- 
voutly to  be  wished,"  for  the  higher  pitch  is  always  reached  at  a 
sacrifice  of  other  and  more  important  or  desirable  qualities  of  the 
voice.  It  is  accuracy  of  pitch  and  an  indefinable  something  which 
we  call  timber  or  quality  that  is  desirable  and  that  should  be  sought 
after,  but  accuracy  of  pitch  and  that  marvelous  something  that  dis- 
tinguishes the  great  voice  from  the  ordinary'  voice  cannot  pti.^sibly 
exist  or  be  acquired  under  the  physical  and  neuro-muscular  condi- 
tions which  necessarily  exist  after  a  complete  extra-capsular  ton- 
sillectomy. However  carefully  and  skillfully  the  operation  may  be 
done,  we  must  of  necessity  have  a  more  or  less  crippled  palate  and 
tongue,  and  resultant  inaccuracies  in  the  action  not  only  of  the  ex- 
trinsic but  also  of  the  intrinsic  muscles  in  the  laryn.x.  The  natural 
free  movements  of  these  three  organs — the  palate,  the  tongue  and 
the  larynx — during  phonation  and  articulation  are  wanting  be- 
cause the  smooth,  well  lubricated  musculo-aponeurotic  sheath  with 
which  they  were  in  close  relationship  has  been  in  part  removed 
and  the  tonsil  itself,  which  formerly  served  to  keep  the  muscles  in 
their  normal  relations  and  guide  them  in  the  direction  of  their 
activities,  has  been  sacrificed  and  there  have  been  substituted  the 
resultant  scar-tissue,  fibrous  adhesions  and  insufficient  lubrication. 

These  results  follow,  be  it  understood,  however  well  and  adroitly 
the  operation  may  be  done,  but  when  we  consider  how  often  it  is 
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hadly  or  mal -adroitly  performed  and  how  exceedingly  more  im- 
fortunate  are  the  results  attendant  upon  such  procedures,  we  have 
an  additional  reason  for  teaching  conservatism  in  this  operation. 

At  the  last  meeting  of  the  American  Medical  Association,  Dr. 
Sheedy,  in  discussing  the  tonsil  question,  said  that  in  a  careful 
study  of  the  secondary  results  following  100  tonsillectomies  in  New 
York  City,  more  than  80  per  cent  had  deformed  palates,  and  in 
only  about  20  per  cent  did  the  palatal  pillars  even  approximate  the 
normal.  This  report  is  in  entire  accord  with  my  own  observations 
in  the  study  of  a  far  greater  number  of  cases  in  Philadelphia.  It 
is  the  e.xceptioii  rather  than  the  rule  to  find  the  palatal  pillars  ap- 
proaching the  normal  after  the  radical  operation,  and  I  have  never 
seen  anything  like  perfection  in  their  action  during  phonation  after 
an  extra-capsnlar  tonsillectomy  in  an  adult  patient. 

But  you  will  ask  why  I  seek  perfection  in  the  action  of  these 
muscles,  especially  since  perfection  is  found  nowhere  else  in  na- 
ture. My  reply  to  this  is  that  the  human  pharynx  or  throat,  by  a 
beautiful  provision  of  nature,  furnishes  us  with  the  most  wonder- 
ful of  all  musical  instruments.  No  two  of  them  are  exactly  alike 
and  yet  structurally  they  differ  but  little  the  one  from  the  other. 
It  is  the  slight,  the  almost  imperceptible  structural  differences,  how- 
ever, that  help  to  distinguish  the  great  voice  from  the  ordinary 
voice. 

The  mechanical  instrument  which  most  nearly  approximates  the 
vocal  instrument  in  the  human  quality  of  its  tones  is  the  violin, 
and  the  two  instruments  are  in  some  respects  similar.  For  ex- 
ample, both  may  be  very  good  and  both  may  be  very  bad,  and  it  is 
not  always  easy  to  tell  why  this  is  so.  One  violin,  for  instance, 
looks  very  much  like  another.  You  and  I  might  not  be  able  to 
tell  them  apart,  and  yet  to  purchase  the  one  would  cost  you  thou- 
sands of  dollars,  while  you  may  have  the  other  for  $1.50.  The 
difference,  we  are  told,  is  in  the  materials  of  which  they  are  made 
and  in  the  way  they  are  put  together.  So  I  think  wc  may  look  for 
the  differences  in  vocal  instruments.  Who  has  ever  heard  of  .i 
truly  great  singer  having  ever  undergone  an  extra-capsular  ton- 
sillectomy? The  great  voices  are  the  product  of  the  more  nearly 
fKrrfect  instruments  and  these  in  turn  are  the  products  of  nature 
and  not  of  art. 

In  considering  the  function  of*  the  tonsil  much  time  has  been 
given  to  the  study  of  its  systemic  effect  upon  the  individual  and 
much  more  time  and  labor  will  have  to  \tc  given  before  wc  arrive 
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at  conclusions  tliat  may  serve  as  a  basis  for  intelligent  work  in  this 
line.  We  do  not  know  the  systemic  functions  of  the  tonsil  and  wc 
may  never  know  them,  because  of  the  flifficuities  which  arise  in 
making  the  necessary  investigations.  Judging  from  the  conflictin-^ 
statements  of  those  who  have  made  a  special  study  of  the  sub- 
ject, we  do  not  even  know  the  minute  anatojny  of  the  faucial  ton- 
sils and  of  their  setting  in  the  pharynx,  to  say  nothing  of  their 
physiology  and  general  relation  to  the  human  economy.  .Ml  this 
is  a  strong  argument  in  favor  of  surgical  conservatism. 

The  mechanical  functions  of  the  tonsil  in  phonation,  articulation 
and  deglutition,  have  received  but  little  attention,  and  I  am  con- 
vinced that  a  greater  knowledge  in  this  direction  would  lead  to 
greater  conservatism  in  tonsillar  surgery. 

The  normal  tonsil,  and  by  this  I  mean  the  healthy  tonsil  and 
the  one  of  normal  or  approximately  normal  dimensions,  is  not  only 
beneficial  to  voice-production,  but  it  is  absolutely  essential  to  the 
attainment  of  the  highest  artistic  results  in  singing  antl  speaking. 

The  functions  of  the  tonsil  in  phonation  and  articulation  are 
three-fold:  first,  it  serves  to  maintain  the  normal  anatomical  rela- 
tions of  the  soft  palate,  the  tongue  and  the  laryn.x  not  only  to  one 
another,  but  to  the  comparatively  fixed  spinal  column ;  second,  it 
serves  to  keep  the  pillars  of  the  palate  apart  and  to  direct  them  in 
their  phonatory  and  articulatory  activities ;  and  third,  it  has  in  it- 
self important  acoustic  properties  in  artistic  vocalization. 

The  mechanical  functions  of  the  tonsil  are  somewhat  analogous 
to  those  of  the  nasal  and  laryngeal  cartilages.  Just  as  these  car- 
tilages are  essential  to  the  structural  integrity  of  the  nose  and 
larynx,  so  the  tonsil  serves  to  maintain  the  various  parts  of  the 
walls  of  the  pharynx  in  their  normal  structural  relations,  and  its 
absence  or  its  removal  always  results  in  a  partial  collapse  of  these 
structures.  Moreover,  like  the  cartilages  of  the  larynx  the  tonsil 
has  attachments  to  the  various  surrounding  muscles  and  thus  it 
influences  and  directs  their  activities. 

As  to  the  resonating  function  of  the  tonsil,  we  know  that  the 
tones  of  the  violin  are  materially  changed  by  the  insertion  of  any 
foreign  substance  of  varying  density  into  the  body  of  the  instru- 
ment, and  reasoning  from  analogy,  therefore,  tonsillar  tissue  be- 
ing of  a  different  density  from  the  surrounding  structures  in  the 
fauces  must  have  some  effect  upon  the  resonance  of  the  oral 
cavity.  Just  as  the  normal  tonsil  is  helpful  in  voice-production, 
however,  the  abnormal  tonsil  may  be  altogether  prejudicial,  and 
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it  may  be  prejudicial  to  such  an  extent  as  to  make  some  kind  of 
tonsillar  surgerj*  absolutely  imperative. 

There  are  three  ways  in  which  the  abnormal  tonsil  may  be  in 
jurious  to  the  voice :  first,  it  may  obstruct  the  outgoing  column  of 
vibrating  breath ;  second,  it  may  interfere  mechanically  with  the 
action  of  the  muscles ;  and  third,  it  may  interfere  with  the  neuro- 
muscular activities  of  the  nharsnx  by  the  local  infection  wiiich  it 
g'enerates. 

The  three  kinds  of  abnormal  tonsils,  therefore,  which  interfere 
with  voice  production  are:  tirst,  the  very  large  discreet  tonsil  that 
projects  considerably  beyond  the  edges  of  the  palatal  pillars  and  is 
more  or  less  pedunculated ;  second,  the  large  so-called  submerged 
tonsil  or  the  one  held  within  the  grasp  of  the  palatal  pillars  and 
plica :  and  third,  the  smaller  and  chronically  diseased  tonsil  which 
is  undergoing  degeneration.  The  first  two  types  of  hypertrophied 
tonsil  may  give  no  symptoms  whatsoever  except  those  of  obstruc- 
tion and  pressure,  while  the  third  type  is  one  presenting  foci  of 
infection  and  causing  occasional  attacks  of  peri-tonsillitis.  These 
three  tyi)es  of  tonsil  belong  chiefly  to  adult  life,  and  they  usuallv 
appear  between  the  ages  of  l.">  aiid  ;?.">.  Moreover,  this  is  the  pe- 
riod also  of  artistic  vocal  development  and  the  period  during  which 
the  condition  of  the  tonsils  may  make  or  mar  the  voicr 

Before  15  years  of  age,  the  tonsils  arc  exercisiiij^  iinn  bac- 
tericidal and  protective  functions  and  their  very  hyperemia  and 
hyperplasia  may  be  an  evidence  of  their  activities  in  the  perform- 
ance of  these  functions,  but  after  15  years  of  age,  they  are  phy- 
siologically less  active  and  they  gradually  undergo  important  phy- 
sical changes.  Their  mechanical  functions  now  come  into  greater 
prominence,  and  tonsillar  surgery  should  aim  not  to  destroy  but  to 
mamtain  their  mechanical  efficiency. 

The  surgery  of  the  faucial  tonsil  may  be  considered  under  t\\  j 
headings:  first,  that  of  childhoo<l,  and  second,  that  of  adult  life 
The  tonsillar  surgery  of  childhood  should  be  as  conservative  as 
possible,  because  then  if  ever  the  tonsils  are  exercising  their  sys- 
temic functional  activities.  an<l  the  tonsillar  surgery  of  adult  life 
should  be  conservative  l»ecausc  of  the  mechanical  functions  of  the 
tonsil  in  artistic  vocalization. 

The  two  conditions  of  the  tonsil  which  require  surgical  interfer- 
ence are  true  hyiH-rtrofihy  or  chronic  hyperplasia  and  actual  prini;ir\ 
disease  of  the  tonsil,  A  tonsil  may  Ik-  very  large,  while  in  other 
re-spects  it  is  entirely  healthy.  Such  a  tonsil  calls  for  con.servativc. 
rather  than  radical,  surgical  measures. 
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Actual  disease  of  the  tonsil  is  exceedingly  difficult  of  diagnosis, 
and  some  one  has  well  said  that  one  must  enucleate  it  before  he  can 
he  sure  that  it  is  diseased.  The  so-called  diseased  tonsil  is  often- 
times not  a  diseased  tonsil  at  all,  but  its  condition  is  merely  symp- 
tomatic of  some  general  systemic  affection.  Moreover,  a  tonsil 
may  be  diseased  only  in  part.  A  single  crypt  may  become  a  focus 
of  infection,  while  the  other  crypts  and  the  remaining  jjortion  of 
the  tonsil  may  be  healthy  or  only  secondarily  disturbed.  The  total 
enucleation  of  the  tonsil  under  these  conditions  would  seem  to  be 
wliolly  uncalled  for.  One  might  almost  as  well  think  of  amputat- 
ing a  hand  because  of  an  infection  limited  to  a  single  finger. 

Recurrent  tonsillitis  or  even  peri-tonsillitis  may  often  be  cured 
without  resorting  to  radical  surgery.  Tonsillitis  may  be,  and  often 
is  merely  an  expression  of  a  systemic  condition,  and  thus  may  be 
comparable  to  the  rash  of  measles  or  typhoid  fever,  and  peri-ton- 
sillifis  may  result  not  from  tonsillar  infection  at  all  but  from  ex- 
tra-tonsillar  infection. 

The  most  puzzling  cases  of  tonsillar  disease  are  those  in  which 
the  tonsillar  region  is  suspected  of  being  the  portal  for  the  en- 
trance of  infectious  organisms  into  the  general  system.  It  is  sup- 
posed that  there  comes  a  time  when,  on  account  of  its  diseased 
condition,  the  tonsil  ceases  to  be  a  protective  organ  and  actuallv 
becomes  an  infective  organ,  and  thus  a  menace  to  the  individual 
The  fact,  however,  that  the  tonsillar  defense  appears  to  be  broken 
down,  would  seem  to  be  an  argument  for  its  repair,  rather  than 
for  its  total  annihilation.  The  removal  of  the  tonsil,  therefore, 
merely  upon  suspicion  and  without  a  thorough  investigation  of  the 
conditions  would  scarcely  seem  to  be  a  justifiable  or  scientific  pro- 
cedure. 

Before  doing  a  complete  tonsillectomy,  it  would  seem  only  rea- 
sonable to  demand  a  thorough  diflferential  diagnosis.  It  is  easier 
to  enucleate  than  it  is  to  investigate,  and  especially  is  this  true 
with  our  improved  technic,  in  the  perfection  of  which  we  have 
spent  so  much  valuable  time.  I  predict  that  future  years  will  find 
us  trying  not  how  best  to  enucleate  but  how  to  avoid  enucleation. 

In  the  great  majority  of  instances  there  is  really  only  one  good 
reason  for  doing  an  extra-capsular  tonsillectomy,  and  that,  is  the 
difficulty  of  doing  an  intra-capsular  tonsillectomy.  I  grant  vou 
that  a  tonsil  may  be  more  thoroughly  removed  by  the  former  oper 
ation,  but  I  deny  the  necessity  for  its  thorough  removal.  Goo>I 
drainage,  as  a  rule,  is  better  than  tonsillectomy,  although  it  may 
not  be  so  easily  accomplished. 
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And,  liiially.  Ijccause  of  the  mechanical  functions  of  the  faucial 
tonsil  in  phonation  and  articulation,  if  for  no  other  reason  I  would 
protest  not  against  tonsillar  surgery,  but  against  unnecessary  ton- 
sillar surgery  and  especially  against  extra-capsular  tonsillectomy  as 
a  routine  measure,  and  in  its  stead  I  would  suggest  the  conserva- 
tive measures  to  which  I  have  referred,  and  in  extreme  cases  what, 
in  lieu  of  a  better  term,  I  would  call  intra-capsular  tonsillectomy 
or  a  careful  dissection  of  the  gland  from  within  its  pocket  in  the 
intra-pharyngeal  aponeurosis.  This  is  a  more  difficult  and  more 
tedious  procedure,  but  I  have  found  it  not  to  be  an  impossible  'one, 
and  the  fact  that  some  tonsillar  tissue  may  remain  after  the  oper- 
ation, is  no  great  objection  to  it  because  when  the  operation  is 
l>roperly  performed,  good  drainage,  the  sine  qua  non  of  every  oper- 
ation, is  thoroughly  established. 

The  extra-capsular  tonsil lectomized  pharynx  is  always  neces- 
-arily  a  damaged  phar>'nx,  and  the  radical  operation  should  onlv 
be  done  when  the  damage  to  the  pharynx  and  to  the  individual 
threatens  to  become  greater  by  leaving  it  undone. 

All  the  really  great  singers  have  tonsils,  and  they  probably  would 
not,  an<l  could  not,  lie  as  great  without  them.     Obviously  the  sing- 
ers to  whom  I  refer  are  not  those  who  have  pathological  tonsils, 
!>r  they  also  would  damage  the  pharynx  and  preclude  the  possi- 
bility of  their  Incoming  great  singers. 

The  whole  (jucstion  as  to  the  final  efTivi^  wi  i..iisillar  surgery  up- 
on phonation  and  articulation  lacks  clearness  in  our  minds  l)ecause 
we  are  not  koo<1  judges  or  critics  of  the  voice.  We  cannot  always 
•listinguish  between  arti.stic  and  mediocre  singing  foms.  and  we 
ire,  to  a  great  extent,  satisfied  with  merely  intelligible  articula- 
!ion.  The  patient's  own  testimony  is  of  little  value  because  !u  i^ 
not  a  good  ju<lge  of  his  own  voice  unless,  perchance,  he  happens  to 
be  a  trained  sinjrcr  who  has  learned  to  maki-  fiiir  .listin.  ti,,n<  :,<  to 
tone  and  rjualit 

The  voice  spcci.ilist  and  the  throat  s|.t'cialist  are  at  odds  in  this 
tnalter  l>ccause  they  do  not  understand  each  other's  point  of  view, 
i  he  singer  is  afraid  of  the  surgeon  and  he  will  continue  to  be 
afraid  of  him  and  in  many  instances  to  dis|)ense  with  his  services 
until  the  surgeon  logins  to  have  rrg.in!  for  the  anger's  voice  as 
■veil  as  for  his  health. 

ir,27  Walnut  Street. 


SOME  SURGICAL  CONDITIONS  OF  THE  JAW.* 

Uk.  Hexkv  S.  Dunning,  New  York  City. 

'J'here  are  several  operative  conditions  of  the  jaws  that  have  been 
somewhat  overlooked  by  the  general  surgeon,  and  also  by  the 
dental  surgeon.  .Among  these  are  fractures  of  the  jaw,  epuli  (tu- 
moVs  of  the  gums)  and  cysts.  It  is,  of  course,  very  hard  for  mc 
to  say  very  much  about  these  three  conditions  in  a  twenty-minute 
talk,  but  I  thought  I  would  touch  upon  these  diseases  to-night. 

Fractures  of  the  inferior  maxilla  are  quite  a  common  occurrence 
in  a  great  city  like  ours.  They  generally  occur  in  the  young  male 
aduh,  and  are  often  caused  by  a  blow  of  the  fist.  About  ninety- 
eight  per  cent  of  these  fractures  are  compounded,  where  there  are 
teeth  in  the  mouth.  They  are  generally  simple  fractures  when  the 
jaws  are  edentulous,  or  where  there  are  no  teeth  present. 

The  most  important  part  of  the  treatment  of  a  fractured  jaw  is, 
as  in  other  fractures,  reduction  and  fi.xation.  It  is  more  difficult 
to  get  perfect  fi.xation  of  a  fracture  of  the  lower  jaw  than  in  other 
bones,  as  this  bone  is  being  played  upon  all  the  time  by  many 
muscles,  and  is  hardly  ever  at  rest.  .\  strong  and  carefully  con- 
structed splint  is  required  to  hold  the  fractured  parts  co-apted, 
and  sometimes  it  is  necessary  to  make  quite  an  elaborate  mechanical 
appliance  to  get  good  results. 

True  fractures  of  the  upper  jaw  are  very  rare.  During  the  last 
eight  years,  at  the  Xew  York  College  of  Dentistry,  we  have  treat- 
ed over  eleven  hundred  fractures  of  the  lower  jaw,  and  have  had 
only  si.x  fractures  of  the  upper  jaw.  The  alveolar  process  of  the 
upper  jaw  is  often  fractured,  but  these  fractures  seldom  extend  to 
the  body  of  the  bone,  and  do  not  ven,-  often  involve  the  antra. 
These  fractures  are  best  treated  by  means  of  wire  cribs  and  rub- 
ber splints,  cemented  to  the  teeth. 

Small  tumors  of  the  gum,  or  epuli,  are  caused  often  by  a  sharp 
tooth  or  an  ill-fitting  crown,  and  the  majority  of  these  growths  are 
fibromas.  They  seem  to  occur  more  often  in  women  than  in  men. 
and  most  usually  in  Jewish  women  of  middle  age.  who  have  had 
several  children.  They  are  quite  vascular,  but  are  usually  slow- 
growing.     At  the  Dental  College  where  we  see  a  great  many  of 

•Read  at  the  meeting  of  the  New  York  Academy  of  Medicine.  Section 
on   Laryngology   And   Rhinolo^y.   March    25,    1914. 
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these  cases,  we  find  that  there,  is  a  distinct  relation  between  the>c 
iiimfirs  atul  [>refjnancy.  Our  records  show  that  these  growths  often 
-tart  in  the  early  months  of  pregnancy,  and  grow  quite  rapidly  un- 
til child-birth.  They  are  more  vascular  during  this  period,  and. 
ifter  pregnancy  they  seem  to  become  less  so.  Their  growth  seems 
;<)  h>e  retarded  after  this  period. 

Several  of  our  patients  have  given  histories  of  having  had  :i'i 
<  l>ulis  start  at   the  beginning  of  pregnancy   and  having  had   ila- 
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growth  removed,  but  having  recurrences  of  it  at  subsequent  preg- 
nancies. 

These  cpuli  usually  grow  from  the  periosteum  lining  of  the  al- 
veolus, or  from  the  socket  of  the  tooth,  sometimes  from  the  peri- 
!<ntal  membrane  of  the  tooth  itself.    Most  often  they  grow  around 
1  tooth  or  a  t«x>th-sockct  that  is  infecte«l.     A  thorough  removal  of 
the  periosteum  an<l   the  alveolar  process  and   the  teeth  involved 
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in  the  region  generally  effects  a  permanent  cnre  of  these  cases. 

Dentigerous  cysts,  cysts  that  contain  teeth,  are  more  common 
than  one  would  suppose,  but  their  pathology  has  not  been  very 
tiioroughly  investigated.  They  are  most  often  lined  by  a  fairly  thick, 
tough  membrane,  and  contain  a  thin  fluid,  and  often  pus. 

These  cysts  are  generally  caused  by  some  irritation — usually  a 
tooth  that,  for  some  reason  has  become  impacted  and  does  not 
erupt,  and  becomes  encysted.  They  take  many  years  to  form,  as  a 
rule,  and  often  cause  great  destruction  of  the  bone.     The  treat- 
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ment  of  these  cysts  is  to  open  them,  and  to  remove  the  sac  and 
contents,  and  to  thoroughly  curette  the  bony  cavity.  The  cy- 
cavity,  as  a  rule,  heals  in  very  nicely  with  granulations.  The  ca- 
vities should  be  irrigated  and  packed  with  gauze  daily  to  prevent 
them  from  becoming  infected  by  having  food,  etc.,  pack  in  the 
wound. 

Case  I  shows  a  cap  splint  or  single  arch  splint  which  is  cemented 
to  the  teeth.  It  is  made  of  rubber  or  metal  and  is  used  in  every 
case  where  there  are  one  or  more  sound  teeth  on  either  side  of  the 
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line  of  fracture  to  which  the  splint  can  be  cemented.  It  is  left 
on  for  about  four  weeks,  and  during  this  time  the  patient  has  full 
use  of  the  lower  jaw,  and  can  masticate  easily.  This  splint  cannot 
be  used  in  any  fractures  posterior  to  the  third  molar.  It  is  not  of 
much  use  in  fracture  of  children's  jaws,  as  their  teeth  arc  not 
strotig  enough  to  cement  the  splint.  No  bandage  is  used  when  the 
splint  is  applied. 


riKiirr  .■; 


Cast  2  shows  an  old-fashioned  interdental  s|»lint,  which  is  used 
ver\'  little  at  present.  It  is  a  dirty,  clumsy  affair,  and  need  only 
be  used  in  edentulous  cases,  and  in  fractures  occurring  in  children. 
where  the  teeth  are  not  strong  enough  to  hold  a  cemented  splint, 
and  where  the  angle  method  of  wiring  cannot  Ik;  employed. 

(.ase  J  shows  a  wire  crib  splint  which  is  sometimes  used.  It  is 
not  a  good  form  of  splint,  is  hard  to  keep  clean,  injures  the  gingi- 
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val  margin  of  the  gums  considerably,  and  is.  tor  this  reason,  often 
the  forerunner  of  pyorrhea  alveolaris. 

Case  4  shows  the  Angle  system  of  wiring  upper  and  lower  jaws 


^le-iirc   4. 


togetlier,  and  is  a  vcrv  goorl  method  wlicre  the  fracture  is  situated 
posterior  to  the  third  molar,  where  the  fracture  cannot  be  held 
by  a  splint  in  the  mouth.     The  wire  is  made  of  tin  and  brass,  and 


Figure   5. 


is  much  tougher  than  silver  wire.     The  upper  jaw  is  used  as  a 
splint  against  which  the  lower  jaw  is  held. 

Case  5  shows  a  typical  benign  epulis  which  occurred  in  a  Jew- 
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ish  woman.  11  years  old.  She  liail  a  badly  neglected  mouth,  and  a 
general  pyorrhea  condition  was  present.  Tlie  growth  was  about 
one  year  old  when  I  saw  the  patient.  It  was  thoroughly  excised, 
and  several  broken-down  roots  removed  under  the  growth.  It  has 
not  recurred,  to  my  knowledge. 

Case  f)  is  the  !«ame  type  of  tumor,  and  shows  what  great  force  is 
exerted  by  these  growths  at  times,  and  how  easily  the  teeth  are 
separated,  loosened  and  often  exfoliated.  This  growth  occurred  in 
a    KwisI)   wom;in.   ."is   vr.ir-   uld.   ami    ua^   tlmronu'liK    I'xciscd.   and 


Flitur*  «. 


.  lib   itirir  .ilvi'iil.i 


•lit- 


f  ncighlwring  tccili  r' 
■irrcnce  after  two  year- 

C0.1C  7  shows  another  tpulis  which  was  caused  by  two  ill-liltini,' 
^i)U\  crowns  on  the  seciiud  bicuspid  and  first  molar.  The  gold 
crowns  pressed  on  the  gum  tissue,  and  at  first  caused  congestion, 
and,  later,  a  hypertrophy  which  dcvelope<l  into  an  actual  new  growth. 
■J'hc  cuspid  and  bicuspids  were  removed,  and  the  alveolar  process 
partly  removed  and  curettcfl.  ;ind  there  has  been  no  reciirrence 
after  three  year- 

Case  8  shows  an  cjiulix  which  is  attached  to  the  gum  and  perios- 
teum by  three  pe<licKs.  It  grew  around  a  molar  trM)th  that  had  a 
large  cavity  in  it.     The  sharp  edge  of  the  cavity  caused  the  irrila 
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tioii  of  the  gum.  The  tootli  became  loosened  after  a  few  months, 
and  was  thrown  off.  Tlie  growth  was  of  aix>ut  two  years'  dura- 
tion when  this  picture  was  taken.  The  patient  was  a  woman  of 
Mi  years.     Thorough  excision  resulted  in  a  permanent  cure. 

Ca^e  0  shows  a  true  bony  multi-ocular  cyst  of  the  lower  jaw. 
situated   under   an    infected,   hroken-down   first   molar.      This   cyst 


Figure 


occurred  in  a  young  man  of  1?.  and  probably  had  been  developing 
for  several  years  before  the  patient  noticed  it.  He  had  a  large 
swelling  of  the  jaw,  and  there  seemed  to  be  a  thinning  out  and 
jaw.     I  do  not  believe  that  the  cyst  caused  the  death  of  the  first 


molar,  as  that  had  a  large  cavity  in  it  which  caused  an  exposure  of 
the  nerve  of  this  tooth.  The  cyst,  however,  became  infected  from 
the  death  of  the  molar,  and.  when  it  was  opened,  the  cyst  sac  con- 
tained thin  pus.  The  two  molars  were  removed  and  also  the  lining 
membrane  of  the  cyst  cavity,  and,  after  a  thorough  curettage,  the 
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wound  was  irrigated  and  packed  with  gauze  incorporated  with 
hulijing  of  the  internal  and  external  alveolar  plates  of  the  lower 
white  vaseline  and  bismuth.  This  packing  was  changed,  and  the 
wound  irrigated  daily  for  some  weeks,  and  eventually  the  wound 
filled  in  with  healthy  granulating  tissue.  I  believe  that  the  third 
molar  will  erupt  in  about  its  normal  position  as  its  vitality  was  not 
disturbed. 


Figure  • 


Case  10  shows  a  true  dentigcrous  cyst  of  the  ramus  of  the  lower 
jaw.  The  cyst  involves  the  entire  ramus  and  part  of  the  body  of 
the  jaw.  It  was  line«l  by  a  thick  membrane  and  in  thi.s  membrane 
vas  found  a  developing  third  molar.  The  patient  was  a  man  about 
;■-  years  old.  He  had  noticed  a  swelling  on  the  .side  of  his  jaw  for 
ilx.ut  five  years,  and  had  a  slight  discharge  of  pus  from  a  sinus 
in  his  mouth.  He  had  never  suffered  any  pain  and  there  had  been 
no  di«ititrbance  in  the  motion  of  his  jaw.     The  sac  was  easily  dis- 

-CiIimI     (lilt,     till'    f(Kllll     ri'tllflVril     .lllil     tlli'     .-ivlli       .Mir, .(!,<. I        Irr^, .,•... I     ~.,,| 
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packed ;  and  in  about  six  months  it  had  almost  filled  in  with  healthy 
tissue. 

Case  //  is  a  print  from  a  radiograph  of  a  cyst  caused  by  a 
chronic  abscess  of  a  devitalized  cuspid  tooth,  upper  jaw.  A  metaHc 
filling  was  ])laced  near  the  nerve  chamber,  causing  the  death  of  the 
tooth,  and  siiortly  after  this  a  sinus  formed  in  the  alveolar  process, 
and  pus  discharged.     This  persisted  for  several  years,  and  when 


Figure  10. 


the  x-ray  was  taken,  there  was  a  large  area  of  necrotic  bone,  and 
a  cavity  found,  which  contained  the  apices  of  the  lateral,  cuspid 
and  first  bicuspid  teeth.  All  these  three  teeth  had  become  devitalized 
and  had  to  be  carefully  treated,  after  which  the  three  roots  were 
amputated  at  their  healthy  bony  attachment,  and  the  cavity  above 
thoroughly  curetted,  irrigated  and  packed,  as  the  above  bony  cavi- 
ties were  treated.  The  wound  healed  completely  in  about  two 
months. 
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Case  ij  is  a  copy  of  a  radiograph  taken  of  a  woman,  35  years 
old.  who  liail  an  adamantinoma  of  the  lower  jaw 'in  the  region  of 
the  angle  and  molars.    The  woman  gave  a  history  of  having  liad  a 


FtKin  • 


first  and  second  molar  extracted  atx>ut  five  yearS  before  this  pic- 
ture was  taken.  Her  trouble  commenced  shortly  after  she  had  a 
lower  plate  ma<lc.  which  was  directly  after  the  teeth  were  extract- 


Ktltlir. 


cd.     She  noticed  tha' 
fit.  and  hurt  her  by 
yifin  of  the  mnlar^. 


\v  months,  the  plate  did  not  seem  to 
i<Mi  liar<l  upon  the  tissues  in  the  re- 
ncvcr  had  ;i  third  niol.Tr    and  it  w.j< 
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thought  that  perhaps  she  was  getting  one  on  this  side.  The 
mucous  membrane  in  the  region  of  the  molars  was  quite  normal, 
but  the  tissues  and  the  jaw  itself  were  thickened  considerably.  This 
condition  was  operated  upon,  and  the  growth  found  to  be  quite 
tough,  somewhat  resembling  a  fibroma  in  consistency.  It  was 
thoroughly  removed,  the  cavity  packed  and  irrigated :  and  the 
growth  has  not  recurred. 

Pathological  report  was  adanianiinoma. 

Case  1$  shows  radiograph  taken  of  a  dentigerous  cyst  of  the 
upper  jaw  region  of  the  canine  fossa.  This  cyst  occurred  in  a 
woman,  30  years  old,  who  had  never  had  a  permanent  canine  tooth. 
There  was  a  slight  swelling  over  the  bicuspid  and  a  discharge  of 
pus  from  a  sinus  at  the  neck  of  the  first  bicuspid.  A  probe  could 
be  passed  for  two  inches  up  into  a  large  bony  cavity  which  included 
the  antrum.     X-ray  showed  a  large  cavity  containing  pus  and  an 


Figure  13. 

unerupted  canine  tooth.  This  cyst  was,  of  course,  an  infected  cyst, 
but  was  draining  freely  and  did  not  cause  the  patient  any  discom- 
fort. The  bicuspids  were  "'dead"  teeth  and  had  to  be  removed 
when  the  cyst  was  opened  and  the  cavity  curetted.  There  was 
quite  a  thick,  tough  sac  found,  and  the  unerupted  tooth  was  in- 
side the  sac.  The  cavity  was  thoroughly  curetted,  irrigated  and 
packed  daily  with  bismuth  paste  and  gauze,  and  the  wound  filled  up 
considerably  in  four  months  when  I  lost  track  of  the  patient.  There 
was  no  discharge  of  pus  through  the  nose  on  this  side,  and  it  was 
found  that  the  lining  membrane  of  the  cyst  covered  over  the  mid- 
dle meatus,  and  shut  oflF  the  communication  of  the  antrum  with  the 
nose. 

Madison  Avenue  and  Thirty-eighth  Street. 


(A)   ANOTHER  UNUSUAL  LARYNGEAL  TUMOR.  SPECIMEN. 

(BJ      A  CURIOUS  ESOPHAGEAL  EXPERIENCE. 

SKIAGRAPH  AND  FOREIGN   BODY.* 

Dr.  Hubert  Arrowsmith,  New  York  City. 

(  A  I  1  present  this  tumor  of  the  larynx  as  a  companion  to  that 
shown  here  by  T.  R.  Chamberlain  at  the  Octol)er  meeting.  The 
f>atient   was  a  man  4."   vear>  of  ai:e.  an  olfctric   welder  by  occupa- 


Klgure    1.      Eplthcnoma    <>f    th<-    larynx.      Natural    ulii-.      Aritirlor    vi»w. 
•   ••  of  EHIott.     Trafheotomy   tube   worn  viKhtrrn   monthii.     Notf   trach<-i>- 
riv   wound. 


tion,  who  came  to  my  clinic  in  December,  1910.  About  a  year  be- 
fore, he  had  first  noticed  a  hoarseness,  which  subse<|ucntly  in- 
creased, and  he  had  had  "chf)king  attacks"  and  increasing  dyspnea 
.ih!  dysphagia  for  six  months  previous  to  admission. 

•Krad  at  the  mrelInK  of  ih*  Nt>w  York  Academy  of  Mrdlrlnr.  S«cll«n  on 
l^aryncolocy  and   Ithlnoloo.    Dvctmbrr.    Itll. 

an 
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An  immediate  tracheotomy  was  done,  and  he  was  kept  in  the 
hospital  for  some  time  subsequently,  (or  observation.  As  far  as  I 
could  determine,  the  tumor  seemed  as  large  when  I  first  examined 
him  as  it  is  now.  He  lived  for  eighteen  months  after  the  tracheo- 
tomy, working  at  his  trade  for  almost  a  year  of  that  time,  and  fin- 
ally died  from  inanition  from  the  closure  of  the  esophagus  bv  out- 


Figure  2.     Epithelioma  of  the  larynx.  Posterior  view.     Natural  size.     Note 
tracheotomy    wound. 


side  pressure,  due  to  the  enormous  surrounding  glandular  involve- 
ment, though  the  esophagus  itself  was  not  affected. 

The  tumor  is  an  epithelioma  completely  obliterating  the  lumen 
of  the  larynx,  with  an  enormous  though  curiously  limited  extrin- 
sic involvement  of  the  cartilages,  so  that  the  appearance  of  the 
larynx,  as  removed,  suggests  a  large  cyst.  A  point  of  interest  is  the 
appearance  of  the  trachea  which  is  uninvolved,  and  particularly  the 
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tracheotomy  wound  which  looks  smooth  enough  to  be  a  natural 
anatomical  opening. 

(B)  The  patient,  a  young  woman,  18  years  of  age,  employed  as 
dressmaker,  came  to  my  clinic  October  3.  saying  that  two  hours 
previously  she  had  swallowed  an  open  safety  pin.  The  skiagraph 
showed  the  pin  plainly — point  up.  That  evening  I  attempted  to  re- 
move it.  I  found  it  immediately,  but  had  the  bad  judgment  to  de- 
monstrate it,  through  the  esophagoscope,  to  a  dozen  or  more  spec- 
tators. The  patient  came  out  from  the  influence  of  the  anesthetic, 
and  vomited  profusely.  I  was  forced  to  withdraw  the  esophagus, 
and  on  reintroducing  it,  could  not  find  the  pin.  I  assumed  that  it 
had  gone  into  the  stomach,  but  a  radiograph  of  the  abdomen,  made 
next  day,  failed  to  reveal  it:  another  of  the  esophagus,  showed  it 
reversed  in  position  and  somewhat  lower  down.  Esophagoscopy 
immediately  disclosed  the  coiled  end,  and  it  was  extracted  without 
the  least  difficulty. 

The  only  solution  that  I  can  suggest  for  the  reversal  of  the  pin 
is  the  violent  effort  of  vomiting. 


MaliKnant  Tumors  of  the  Pharynx  in  Children.  Lucien  Jean- 
.NKkKT.     Revue  liehd.  de  I.aryugol,  .April  IS,  1914. 

Primary  malignant  tumors  of  the  pharynx  in  children  are  ex- 
tremely rare.  The  tonsil  is  the  most  frequent  site ;  then  the  palate 
and  occasionally  the  walls  of  the  pharynx.  Sarcoma  of  incomplete 
maturity  is  the  most  frequent  type.  Alveolar  sarcoma  and  rhabdo- 
myosarcoma have  been  observed.     Carcinoma  is  exceptional. 

The  case  of  congenital  sarcoma  reported  demonstrated  that  a 
malignant  tumor  may  originate  in  llic  pharynx  in<lcj>endent  of  all 
irritations. 

All  mah^iiaiit  uiinnr-.  <ii  thi-  |Mi,ii_»ii.\  m  iiimumii  m.im-  .i  M-ry 
rapid  evolution  and  the  jjrognosis  is  extremely  l)ad.  As  soon  as  they 
give  rise  to  symptoms,  surgical  intervention  is  generally  usele.ss  on 
account  of  the  progress  which  the  growth  ha.x  made. 

SCHEPPECRELI.. 


BRONCHO-ESOPHAQOSCOPY.* 

Ur.  E.  W.  Carpenter,  Greensville,  S.  C. 

In  the  summer  of  1912  I  reported  five  cases  of  foreign  bodies 
removed  from  the  bronchi  with  one  death  due  to  the  parents'  de- 
lay in  obtaining  aid  for  an  infant  whose  trachea  presented  suffi- 
cient inflammatory  narrowing  to  prevent  the  introduction  of  the 
instrument  by  cither  a  high  or  low  operation.  At  the  same  time 
I  presented  one  successful  case  of  esophagoscopy. 

Since  then  my  share  of  similar  work  has  amounted  to  eight 
cases.  Before  reporting  them,  let  me  say  a  few  words:  The  ma- 
jority of  foreign  bodies  in  the  lungs  cannot  be  expelled  by  the 
efforts  of  the  patients  and  most  often  will  cause  death  sooner  or 
later ;  therefore,  never  procrastinate  and  wait  for  them  to  be 
coughed  up.  Do  not  accept  all  that  children  say  about  the  nature 
of  a  foreign  body,  because  fear  or  other  reasons  often  prompt  them 
to  obscure  the  truth  of  the  situation.  Cough  of  a  paroxysmal  and 
spasmodic  nature  is  always  present  in  recent  cases  where  foreign 
bodies  have  been  introduced  intp  the  lungs.  A  chronic  cough, 
which  cannot  be  accounted  for,  should  be  submitted  to  broncho- 
scopy. Be  very  insistent  in  obtaining  the  minutest  detail  connected 
with  the  initial  symptoms,  and  after  exhausting  all  your  resource- 
fulness, submit  your  patient  to  the  x-ray.  A  good  negative  will 
sometimes  show  results  different  from  those  suggested  by  the 
case  history. 

Case  I :  Infant,  14  months  old,  while  playing  at  an  open  bureau- 
drawer,  had  severe  choking  spell.  It  was  brought  to  my  office 
within  an  hour,  transferred  to  hospital  and  within  three  hours 
after  the  accident,  investigation  was  begun.  Bronchoscope  intro- 
duced without  difficulty  and  a  hard,  smooth,  round,  blue  substance 
was  exposed  in  the  right  bronchus,  firmly  wedged  and  immobile. 
Diagnosis  of  a  small  marble  was  made,  and  after  working  for  an 
hour,  my  colleague.  Dr.  J.  W.  Jervey,  who  was  in  the  building,  was 
invited  to  see  the  case.  We  worked  alternately  for  three  hours, 
when  he  very  deftly  and  skillfully  succeeded  in  withdrawing  a 
large  bead.    Recovery  after  right  lobor  pneumonia. 

•Presented  before  the  Southern  Medical  Society.  Lexington.  Ky„  Novem- 
ber. 1913. 
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Case  2:  Infant,  •>  years  old,  while  playing  with  a  mouth  full 
of  grains  of  com,  laughed  and  was  seized  with  violent  choking 
I  saw  the  case  after  two  weeks,  pneumonia  present,  infant  des- 
I>erately  ill.  Bronchoscope  passed  through  the  sub-glottic  area 
with  difficulty  l)ecause  of  the  presence  of  a  subglottic  infiltration, 
when  respiration  was  immediately  suspended,  necessitating  the  with- 
drawal of  the  tube,  after  which  it  was  impossible  to  reintroduce  it. 
It  could  be  passed  between  the  cords  and  below  them  about  one- 
third  of  an  inch,  but  the  subglottic  mucosa  presented  a  firm  ring 
which  prevented  further  progress.  The  trachea  was  opened,  the 
instrument  introduced,  and  a  grain  of  com  discovered  completely 
lining  the  right  bronchus  like  a  cork.  It  was  extracted  at  the  first 
attempt  when  a  flood  of  pus  deluged  the  lungs. 

Because  of  the  subglottic  hyperplasia,  it  occurred  to  me  to  in- 
tubate the  laryn.\  and  close  the  tracheal  opening,  believing  thii 
would  give  good  ventilation,  reduce  the  chances  of  sepsis,  and 
overcome  the  subglottic  hyperplasia  early  instead  of  running  the 
risk  of  having  to  treat  a  tracheal  stenosis  later.  While  introduc- 
ing an  O'Dwyer  tube,  successful  at  first  attempt  but  tight-fitting, 
respiration  suddenly  stopped  and  all  attempts  to  re-establish  it 
fail.,:, 

Ciiji-  v:  Infant,  10  months  old,  brought  to  my  office  in  stupid, 
relaxed,  cyanotic  state  with  very  shallow  breathing.  History  of 
choking  spell  an  hour  before  while  eating  some  corn-bread,  A.s 
there  was  no  time  to  transfer  the  child  to  the  hospital.  I  at  once 
introduced  the  bronchoscope  in  the  prone  position.  Trachea  and 
main  bronchus  were  filled  with  thick  mucus  and  numerous  par- 
ticles of  corn-bread,  .\ftcr  careful  moiiping,  they  were  cleaned 
out  and  respiration  l>ccame  regular  ami  deep ;  on  removal  of  tube 
the  baby  sat  up  and  cried  and  seemed  perfectly  comfortable. 

Case  .(:  Child,  .'j'j  years  old.  This  was  a  second-hand  case. 
Eight  days  after  inhaling  a  colTcc-bcan  another  physician  exposed 
the  bean,  but  for  some  rea.son  failed  to  remove  it  and  abandoned 
the  attempt.  The  child  was  brought  to  me  two  days  after  this 
attempt  with  the  statement  that  the  first  operation  was  ahandoncil 
l>ccausc  it  was  necessary  to  do  a  low  o|)eration  and  the  mother  at 
that  time  withheld  her  consent  to  open  the  trachea,  and  that  the 
I  !i.id  now  consented  to  any  measure  deemed  advisable  and 

li  ,  cian  who  had  con<iucte<l  the  first  investigation  was  out  of 
the  city.  Pulse,  130;  respiration,  32;  temperature,  102.5°  ;  respira- 
tion Jioisy;  grey  cyanosis;  tracheal  tug;  ab<lominal  reiession  and 
iri-iiiralnrv    stridor     child   in   .t   critical   conilifirm.      liislnimfiits    in- 
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trodticed  into  iraciica  aiKl  iiijcralcd  a  Hi)o<l  of  pus  and  blood.  L'li- 
der  constant  mopping  both  main  bronchi  were  explored,  also  the 
right  inferior  lobe  bronchus.  At  the  end  of  the  right  main  bronchus 
an  area  of  bleeding  and  intumesence  was  encountered  and  passed 
with  difficulty.  As  no  foreign  body  appeared  and  the  patient  was 
in  extremis,  the  search  was  discontinued  after  an  hour's  work.  The 
child  was  put  to  bed,  and  in  a  short  time  was  breathing  easily,  deep, 
and  with  much  less  noise  than  before  the  operation. 

The  subsequent  behavior  of  this  case  suggests  that  this  patient 
was  being  drowned  by  his  own  excretions,  for  after  emptying  the 
trachea  and  bronchi  of  the  retained  pus  and  blood  respiration  was 
easier,  deeper  and  less  labored  than  before.  He  passed  through  a 
broncho-pneumonia  and  a  week  later  was  in  good  condition.  My 
failure  to  find  the  bean  was  due  to  the  fact  that  it  was  probably  in 
a  swollen  small  bronchus  or  had  ulcerated  through  the  bronchial 
wall,  and  I  was  unable  to  locate  the  perforation. 

Case  5:  Mrs.  W.  H.  H.,  aged  42  years.  History.  Nine  years 
ago,  while  eating  hurriedly,  became  choked  on  bolus  of  beef  steak. 
Since  then  hurried  eating  of  poorly  masticated  food  irequently  pre- 
cipitated choking  spells,  which  have  lasted  fifteen  to  twenty  min- 
utes, during  which  time  nothing  could  be  swallowed.  Esophago- 
scope  showed  oval  ulcer,  of  about  2  cm.  in  longest  diameter,  just 
below  the  lower  border  of  cricoid  cartilage  on  anterior  esophageal 
wall ;  edges  thick,  center  dark,  red  and  bleeding  easily.  At  this 
point  the  lumen  of  the  esophagus  was  reduced  considerably,  a  tube 
of  11  mm.  diameter  passing  with  difficulty. 

She  was  given  Hyd.  Chi.  Cor.  grs.  1/16  t.  i.  d.  in  a  glass  of 
water  to  be  taken  in  sips,  and  applications  of  nitrate  silver  grs. 
100-Aq.  51  applied  to  the  ulcer  every  third  day.  Near  the  end  of 
the  healing  process  bougies  were  used  to  dilate  the  stricture.  Dur- 
ing the  treatment  which  occupied  two  months,  the  patient  gained 
twenty  pounds  in  weight  and  now  eats  meat  freely,  a  thing  she 
had  not  done  in  nine  years. 

Case  6:  E.  Hughes,  514  years  old,  had  severe  diphtheria  when 
18  months  of  age.  No  serum  administered ;  convalesence  protract- 
ed. Since  this  illness  he  has  never  been  able  to  swallow  any  solid 
food,  and  semi-solids  are  swallowed  with  difficulty.  Has  lived 
mainly  on  soup  and  milk.  This  was  a  very  obstreperous  and  un- 
ruly child  and  a  general  anesthetic  was  necessary.  The  instrument 
entered  the  esophagus  and  passed  easily  to  a  point  just  above  the 
sternal  notch,  where  a  perfectly  normal  mucous  membrane  stretched 
l\k«  a  diaphragm  across  the  lumen  with  a  central  opening  about 
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1  '/i  millimeters  in  diameter.  With  a  dilating  instrument  this  was 
stretched  under  direct  guidance  of  vision  to  about  o  mm.  in  diam- 
eter.   This  was  probably  a  congenital  membrane. 

Case  7:  Hughes,  5  years  old.  For  two  weeks  attacks  of  spas- 
modic coughing  leading  to  cyanosis  and  syncope.  After  careful 
questioning  it  was  brought  out  that  two  weeks  previously  he  was 
found  on  the  piazza  steps  in  a  stupid  condition  by  his  little  sister. 
Her  cries  brought  the  mother,  who  thought  he  was  just  recovering 
from  a  fainting  spell.  On  further  questioning  the  child  admitted 
that  he  had  swallowed  a  piece  of  stick  he  had  been  holding  in  his 
mouth.  When  first  seen  by  me  his  temperature  was  101° ;  pulse, 
130 ;  breathing  was  quiet  and  the  only  clinical  condition  discov- 
ered by  examination  of  chest  was  a  general  moderate  moisture 
with  reduced  vesicular  murmur  over  right  middle  lobe. 

The  child  was  so  insistent  that  a  piece  of  stick  had  "choked"  him 
that  I  proceeded  to  use  the  bronchoscope  without  an  x-ray  nega- 
tive. This  proved  to  be  an  error  because  the  offending  body  was  a 
large  lead  bullet  iZYz  mm.  by  30  mm.  in  circumference,  which  was 
located  at  the  V>ottom  of  the  left  main  bronchus  after  time  lost  in 
exploring  the  whole  right  tree.  It  was  very  diflicult  to  grasp  the 
bullet  firmly  enough  to  dislodge  it,  it  disengaged  itself  several 
times,  and  was  brought  through  the  cords  by  exerting  considerable 
force.    Recovery  without  complications. 

Case  8 :  Baby,  2  years  old,  was  brought  to  my  office  within  two 
hours  after  swallowing  a  safety-pin.  It  had  no  cough,  but  refused 
to  swallow  anything  and  was  dribbling  freely.  My  first  procedure 
A  as  to  introduce  my  finger  into  the  phar)nx,  then  passed  it  over 
the  laryngeal  introitus  and  into  the  esophagus  as  far  as  possible 
when  I  encountered  a  hard  substance. 

I'l.ioing  the  baby  in  a  winding  sheet  in  the  Johnston  position,  I 
lackson  laryngoscope  over  the  cricoid  cartilage  into  the 
cM)i)iiagu>  and  on  firm  retraction  of  larynx  exposed  the  shielded 
end  of  an  open  safety-pin,  point  to  the  right.  It  could  not  be  with- 
<lrawn  as  the  point  engaged  the  soft  tissues,  but  after  pushing  it 
down  a  short  distance,  I  turned  the  point  to  the  vertebra  and  then 
extracted  it  by  direct  force,  the  pin  l)eing  a  small  one,  the  pointed- 
end  yielded  after  engaging  it  in  the  Iwdy  of  a  vertebra.  It  was  1 
inch  long  and  "/j  inch  wide  at  hooded  end.  Recovery  without  com- 
plications. 

Remarks :  I  believe  that  case  2  died  from  too  forceful  dilation 
of  the  suliglottic  area  with  a  full-sized  intubation  tube  for  the 
age.  Respiration  ceased  on  the  first  introduction  of  the  broncho- 
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scope  in  the  swollen  trachea  in  the  early  stages  of  the  operatioii 
and  had  to  be  withdrawn  immediately.  In  the  future  1  shill  be 
careful  not  to  use  force  in  entering  the  trachea.  Killian  has  re- 
cently insisted  that  we  have  been  using  tubes  of  dangerously  large 
diameter,  and  recommends  a  much  smaller  set  for  children  than  for- 
merly used. 

Anesthesia :  To  inspect  the  larj'nx  none  is  ever  necessary,  no 
matter  what  the  age  of  the  patient.  Morphin  and  atropin  are  of 
great  assistance  in  exploring  the  bronchial  tree  but  never  give 
enough  morphin  to  overcome  the  cough-reflex,  for  it  is  the  "watch 
dog  of  the  lungs."  The  upper  end  of  the  esophagus  can  always  be 
exposed  with  a  speculum  even  in  obstreperous  children  by  using 
a  winding  sheet,  placing  them  flat  on  their  backs  and  introducing 
the  speculum  between  the  cuspid  and  bicuspid  teeth  with  the  pa- 
tient's head  turned  about  CO  degrees  away  from  the  operator. 

With  the  co-operation  of  an  adult  patient  the  whole  trachea  and 
esophagus  can  be  inspected  after  an  application  of  4  per  cent  co- 
cain  to  the  pharynx  and  larjnx.  1  am  convinced  that  no  attempt 
should  be  made  to  pass  an  instrument  into  the  trachea  of  a  vigorous- 
ly resisting  child.  I  have  found  atropin  of  much  assistance  in 
these  cases  as  it  lessens  the  bronchial  secretions,  thus  expediting  in- 
vestigation ;  it  prevents  an  immediate  post -operative  out-pouring  of 
secretions  into  the  trachea  and  bronchi.  This  complication  has,  I 
believe,  caused  the  death  of  a  few  patients.  Jackson  has  an  excel- 
lent editorial  on  this  subject:  "Drowning  of  a  patient  in  his  own 
secretions,"  in  The  Laryngoscope,  December,  1911. 

Case  3,  reported  in  this  paper  was  moribund  when  it  reached 
my  office,  not  because  of  the  grains  of  corn-bread  in  its  respiratory 
apparatus,  but  because  of  the  abundance  of  mucus  which  it  was 
unable  to  cough  up  and  which  was  drowning  it. 

Case  4  is  also  an  example  of  this  kind.  There  was  only  a  small 
area  of  consolidated  lung-tissue,  yet  cyanosis  was  present  because 
the  respiratory  tree  was  filled  with  pus,  mucus  and  blood,  thereby 
interfering  with  oxygenation.  This  patient  would  undoubtedly  have 
died  had  not  the  abundance  of  fluid  been  removed. 


A  NEW  TONSIL  HEMOSTAT. 

Dr.  Arthur  \V.  Watson,  Philadelphia. 

For  a  long  time  the  writer  has  been  of  the  opinion  that  very  lit- 
tle pressure  was  necessary  to  control  hemorrhage  following  tonsil- 
lectomy, and  that  it  was  not  necessary  to  have  such  heavy  and  cum- 
l)ersome  instruments  as  those  now  in  use  for  that  purpose.  The 
instrument  here  described  and  pictured  was  made  with  that  idea  in 
mind.  It  is  a  tonsil  hemostat  but  not  a  tonsil  clamp.  It  acts  on  both 
tonsil  fossae  at  the  same  time  by  pressure  from  within  only,  thereby 
causing  less  pain  to  the  patient  and  avoiding  the  danger  of  undue 
constriction  of  the  tissues  and  consequent  sloughing  The  instru- 
ment is  made  very  light  and  as  simple  as  possible  in  construction. 
I'.eing  light  it  does  not  drag  on  the  patient's  mouth  and  the  simple 
construction  docs  not  readily  get  out  of  order  and  is  inexpensive. 
The  blades  are  separated  and  pressure  regulated  by  bringing  the 
handles  together,  and  they  arc  retained  in  any  position  by  the  ratchet. 
As  there  is  no  lock,  simply  a  pin,  the  handles  can  pass  each  other 
md  thus  the  separation  of  the  blades  may  be  very  wide,  accom- 
modating the  instrument  to  adults  as  well  as  to  children.  The  oval 
I)lates  for  pressure  are  roughened  to  prevent  slipping  of  the  gauze 
"T  cotton  wrapping.  This  wrapping  should  be  made  large  or  small 
.iccording  to  the  size  of  the  fossae  to  be  compressed.  The  length  of 
the  instrument  is  five  and  three-quarters  inches.  This  hemostat  was 
originally  devised  more  esiHJcially  to  be  used  immediately  after  com- 
jilcting  the  tonsil  operation,  in  order  to  save  the  time  that  frequently 
IS  lost  in  controlling  all  hemorrhage  before  sending  the  patient  from 
the  o|)erating  table,  a  saving  which  is  very  appreciable  when  doing 
a  number  of  such  operations  consecutively.  Under  these  circum- 
stances the  patient  may  l)C  removed  from  the  table  with  the  instru- 
ment in  place  and  left  in  the  care  of  a  nurse,  and  the  next  operation 
prcKceded  with.  After  fifteen  or  twenty  minutes  the  instrument  may 
t>e  removed.  This  hemostat,  however,  is  just  as  useful  for  con- 
trolling hemorrhage  which  may  come  on  later,  and  can  be  worn  as 
long  as  any  other  hemostat.  The  instrument  has  now  been  in  use, 
by  the  writer  and  others,  for  about  six  months  and  has  proved  its 
ease  of  adjustment,  with  no  tendency  to  slip  (which  cannot  \x  said 
of  all  the  clamj)  hcmostatsi.  and  its  rfticiency  in  the  control  of 
hemorrhage. 

12f.  South  Kighteenth  Street. 


UNIVERSAL  SYRINGE  FOR  EAR.  NOSE  AND  THROAT. 

Dr.  p.  Schoonmaker,  New  York  City 

This  instrument  meets  all  the  requirements  for  cleansing  treat- 
ment of  the  ear,  nose  and  throat,  and  is  the  only  instrument  com- 
bining these  qualities  on  the  market. 

It  is  made  of  hard  and  soft  rubber  and  has  no  loose  joints,  cavi- 
ties or  rough  places  to  retain  infection.  It  is  simple,  durable,  easily 
cleansed  and  sterilized,  does  not  get  out  of  order,  and  requires  no 
additional  means  for  its  use. 

The  instrument  consists  of  a  firm,  pear-shaped  rubber  bulb  of 
six-ounce  capacity,  made  of  the  best  rubber.  The  small  end  is  re- 
en  forced  and  fits  closely  to  and  is  cemented  to  the  neck  of  a  hard 
rubber  pipe.  The  pipe  is  five  inches  long  and  is  bent  to  an  angle 
of  forty-five  degrees.  The  proximal  end  of  the  pipe  has  a  neck 
and  shoulder  for  attachment  to  the  bulb.  The  distal,  or  small  end, 
is  ground  even  to  make  a  friction  joint  with  the  tips. 

The  tips  are  made  to  conform  to  the  end  of  the  pipe  and  are 
held  firmly  by  the  friction  joint.  There  are  five  tips  which  are 
designated  by  letters. 

The  nasal  tip  (N)  is  of  hard  rubber,  conical  in  shape,  the  end 
being  contracted  to  conform  to  the  nasal  opening  of  an  adult  or 
child. 

The  ear  tip  (E)  is  made  of  soft  rubber,  is  acorn  in  shape  with 
a  small  tubular  extension  to  introduce  into  the  external  aural  canal, 
but  will  not  reach  the  drum  membrane.  With  this  tip  attached  to 
the  bulb,  the  physician  or  patient  can  thoroughly  cleanse  the  ex- 
ternal canal  of  the  ear  with  a  warm  antiseptic  or  aseptic  solution 
thrown  into  the  ear  by  compressing  the  bulb  filled  with  the  fluid 
with  sufficient  force  to  cleanse  the  parts  of  secretions  or  foreign 
body,  or  to  irrigate  the  ear  in  diseased  conditions.  The  middle  ear 
can  be  aspirated  of  secretions  when  there  is  a  perforation  of  the 
drum  membrane,  or  after  a  paracentesis.  Where  there  is  a  small 
perforation,  it  should  be  enlarged  to  give  free  drainage.  In  as- 
pirating the  middle  ear,  the  bulb  should  be  compressed,  and  the 
ear  tip  pressed  well  into  the  canal  and  allowed  to  expand  If  it 
does  not,  withdraw  it  a  little  allowing  some  air  to  enter  the  canal. 
The  bulb  expands  with  enough  force  to  produce  a  vacuum  in  the 
canal  and  aspirate  the  secretions  into  the  outer  ear,  but  not  into  the 
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bulb;  the  next  syringeful  cleanses  the  canal  of  secretions  and  agaii; 
aspirates  the  middle  ear  on  allowing  the  bulb  to  expand.  Cases 
with  acute  or  chronic  otitic  discharge  heal  more  quickly  when  this 
manner  of  treatment  is  carried  out  than  with  the  usual  routine 
method  of  cleansing,  {is  it  is  assisting  Nature's  method  of  freeing 
the  parts  of  irritating  discharges  without  force  enough  to  do  dam- 
age to  the  ear.    This  instalment  can  safely  be  placed  in  the  hands 
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of  patients  giving  them  instructions  and  showing  them  how  to  use  it. 
The  throat  tip  (T)  is  an  oval,  spatula-shaped  tube  of  hard  rub- 
ber with  expansion  of  the  end  and  several  large  perforations.  With 
this  tip  attached  to  the  bulb  a  coarse  spray  can  be  throwp  into  the 
larynx.  This  tip  can  be  used  in  children  and  adults  when  they  arc 
unable  to  gargle. 

The  |)Ost-nasal  tip  {VS)  is  a  hard  rubber  tul>e  with  i>crforateil 
end  bent  upward.  With  this  the  naso-pharynx  can  be  thoroughly 
cleansed. 
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The  Eustachian  tip  (ElJ)  is  of  soft  rubber,  the  distal  end  fits 
into  the  end  of  an  Eustachian  catheter,  and  is  used  with  the  bulb  to 
inflate  the  middle  ear,  or  aspirate  mucus  from  the  pharyngeal  end 
of  the  tube.  With  this  method  one  can  estimate  quite  accurately  the 
amount  of  pressure  required  to  open  the  tube.  This  tip  can  also 
be  used  with  proper  canula  to  wash  out  any  of  the  facial  sinuses. 

This  instrument  can  be  used  as  a  Politzer  bag  or  for  pressure 
for  the  fistula  test  of  the  semicircular  canal. 

There  is  no  other  instrument  on  the  market  that  combines  all 
these  qualities  for  cleansing  treatment  of  ear,  nose  and  throat. 

Unless  otherwise  ordered,  it  is  put  up  with  the  aural  and  nasal 
tips.  Careful  directions  are  furnished  with  each  syringe.  It  is 
sold  under  the  name  of  Schoonmaker's  syringe  for  ear,  nose  and 
throat. 

Manufactured  and  sold  by  the  Euclid  Rubber  Company,  2345 
Broadway,  New  York. 

Broadway  and  Eighty-sixth  Street. 


Spasmodic  Retraction  of  the  Esophagus  in  a  Child  of  Sixteen 
Months.  Laroziekk.  Revue  liebd.  de  Laryngol.  March  28, 
1914. 

Spasmodic  retraction  of  the  esophagus  is  characterized  by  a  con- 
striction of  the  pharyngo-esophageal  canal  more  or  less  prolonged. 
It  is  rarely  idiopathetic  and  nearly  always  symtomatic  of  some  gen- 
eral or  local  condition,  sometimes  being  the  only  manifestation  of  a 
neurosis. 

In  the  case  reported  the  paroxysms  had  developed  after  the  swal- 
lowing of  a  button  by  the  little  patient  and,  continuing  for  25  days, 
had  resulted  in  marked  emaciation.  Two  radiographs  were  made 
without  results  and  the  esophagoscope  failed  to  show  a  foreign  body 
or  ulceration,  but  the  passage  of  the  tube  was  followed  by  gradual 
improvement  and  a  week  later  the  symptoms  had  disappeared. 
The  spasm  had  evidenly  been  produced  by  a  foreign  body  and  had 
persisted  after  its  spontaneous  expulsion.  Scheppegrell. 


TWO  MODIFIED  FORCEPS. 

Dr.  Emu,  Amberc,  Detroit,  Michigan. 

1.  A  forceps  (Model  5)  to  be  used  by  the  assistant  in  a  mastoid 
operation,  modified  and  somewhat  different  from  the  forceps  pub- 
lished in  the  Transactions  of  the  Michigan  State  Medical  Society, 
1899,  and  the  one  presented  to  the  American  Otological  Society, 
19i:!.      This    forceps   is   somewhat   stronger   and   the   branches   arc- 


Model  V. 

somewhat  shorter  (about  one  inch  long)  and  stouter.  The  han- 
dles, 5'/S  inches  long,  allow  the  assistant  to  keep  his  hand  out  of 
the  field  of  operation 

2.     An   ordinan,-   knee   forreps   on   a   somewhat  enlarged   scale. 
(Model   i;  I      Tlic   li.iii'!  -hes  and  branches  4 


iiic1r>  l;)iiK-  1 1'c  ItJiiH  handle  all()W^  ,.  ^;.,.  with  the  whole  hand, 
and,  at  the  same  time,  the  hand  does  not  obstruct  the  view.  The 
cup-like  endings  in  this  particular  instrument  are  for  a  special  pur- 
pose, namely,  to  remove  superfluous  granulations  in  a  wound  after  a 
radical  mastoid  operation,  ami  otherwi.sc  irrelevant  in  as  much  as 
the  general  shape  of  the  forceps  is  concerned. 
270  Woodward  Avenue. 
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THE    DEAF 

Their  Education — Improvement  of  Conditions — 
Responsibilities  and  Participation  of  the  Profession. 


JOHN     DUTTON    WRIGHT.     M.    A. 

DIRECTOR   OF  THE   WRIGHT   ORAL   SCHOOL   FOR  THE    DEAF 
NEW  YORK   CITY 

The  aim  of  this  department  of  THE  LARYNGOSCOPE  will  be  to  bring 
to  the  notice  of  Its  readers  from  month  to  month,  facts  that  may  b« 
helpful  to  physician  and  patient  In  dealing  with  the  life-problems  involved 
In  deafness.  Suggestions  from  readers  will  be  gladly  received  and  all 
questions  answered  to  the  best  of  our  ability. 

THE  EDUCATIONAL  NEl-.Lis  ol-    IHE  DEAF. 

A  concise  summary  of  information  for  the  guidance  of  phy- 
sicians, in  procuring  for  their  deaf  patients  the  requisite  educa- 
tional treatment  supplementary  to  medical  and  surgical  relief. 

INTRODUCTION. 

The  physician  cannot  practice  his  profession  and  at  the  same 
time  perform  the  functions  of  a  teacher.  But  he  has  constantly 
thrust  upon  him  the  necessity'  of  giving  advice  and  guidance  to  his 
patients  in  educational  matters.  He  needs,  therefore,  to  have  in 
his  mind,  or  near  at  hand  for  ready  reference,  the  information  re- 
quired to  enable  him  to  wisely  and  intelligently  guide  those  who 
depend  upon  him  for  advice  in  matters  not  strictly  a  part  of  his 
professional  function. 

It  will  be  the  object  of  this  series  of  four  papers  to  supply,  with 
as  much  brevity  as  possible,  the  requisite  information.  If  the 
several  papers  are  preserved  and  filed  for  reference  when  need 
arises,  many  an  unhappy  patient  may  be  helped,  and  saved  from 
irreparable  error,  or  from  loss  of  time  and  opportunity. 

If  request  for  suggestion  and  guidance  is  not  made  by  the  pa- 
tient, the  physician  should,  nevertheless,  give  it  as  part  of  his  pro- 
fessional service,  and  in  many  cases  it  may  prove  the  most  valuable 
thing  obtained  by  the  visit  to  his  office. 

CLASSIFICATION. 

For  the  purpose  of  ready  reference  let  us  first  classify  the  pa- 
tients that  may  present  themselves,  and  then  take  up  the  educational 
requirements  of  the  various  classes  in  the  order  named. 
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Class  1.  Children.  A.  Under  school  age.  That  is  from  birth  to  four 
and  a  half  or  five  years  of  age  in  the  case  of  otherwise  normal  child. 
il.  Children  and  young  people  of  school  age.  1.  Those  with  hear- 
ing slightly  impaired  from  infancy.  2.  Those  with  hearing  ser- 
iously impaired  from  infancy.  '■  ihose  totally  deaf  from  in- 
fancy. 4.  Those  adventitiously  partially  deaf  after  speech  has 
licen  acquired.  5.  Those  advontitiou^K-  tot.illy  deaf  after  speech 
had  been  acquired. 

Class  II.     Adul;  Those  with  hearing  but  slightly  impaired 

by  conditions  that  win  yield  to  treatment.  2.  Those  with  hear- 
ing slightly  hut  permanently  impaired,  with,  or  without,  the  prob- 
ability of  a  progressive  increase  in  deafness.  3.  Those  with  hear- 
ing seriously  and  permanently  impaired. 

Perhaps,  before  taking  up  in  detail  these  gnniii.>,  il  may  Ik  vscll 
to  say  a  few  general  words  as  to  the  possibilities,  educationally, 
open  to  the  deaf.  Every  deaf  adult,  possessing  moderately  good  sight, 
iiid  an  average  alertness  of  mind,  can  learn  to  so  supplement  im- 
perfect hearing  by  training  the  brain  to  associate  ideas  with  visual 
impressions  as  well  as  with  auditory  impressions,  that  much  of  the 
strain  and  inconvenience  of  impaired  hearing  will  be  removed. 

Every  deaf  child,  otherwise  normal  physically  and  mentally,  can 
be  taught  to  speak  and  to  understand  when  spoken  to,  and  can  al- 
Mj  be  given  as  good  an  education  by  the  speech-method,  without 
the  use  of  any  form  of  manual  communication,  as  if  it  were  not 
deaf.  This  cannot  be  satisfactorily  accomplished,  however,  when 
igns  and  manual  alphabet  are  combined  with  training  in  speech, 
.(•i  is  unfortunately  done  in  very  many  public  schools  for  the  deaf 
III  the  United  States. 

While  it  is  far  better  to  begin  the  training  in  speech  as  early  as 
the  age  of  5  years,  nevertheless  it  is  possible,  where  the  pupil  is 
anxious  to  learn,  and  will  heartily  co-operate  with  the  teacher,  to 
teach  a  person  of  good  intellect  to  speak  who  has  never  spoken  a 
word  up  to  18  or  20  years  of  age.  I,  myself,  have  done  this,  and 
know  of  instances  where  it  has  been  accomplished  by  others. 

Class  I.  Group  A.  Children  under  school  age:  Hearing  u>l> 
and  treatment  of  little  children  of  2  or  3  years  of  age  are  usually 
lather  unsatisfactory  to  the  physician.  The  difficulties  involved  in 
making  an  accurate  determination  of  hearing-power  are  very  great 
with  a  little  child  that  does  not  respond  with  certainty.  Often 
there  is  no  5i)cc>fic  physical  condition  to  be  remedied.  What  shall 
the  physician  say  to  the  parents  when  he  has  finished  his  examina- 
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tion,  and  has  stated  his  specific  findings?     He  could  probably  say 
something  as  follows: 

The  child  is  too  young  yet  for  anyone  to  be  able  to  say  definitely 
how  much,  or  how  little,  it  hears.  Nor  is  it  possible  to  state  with 
certainty  that  it  will  not  gradually  outgrow  the  present  condition ; 
while,  on  the  other  hand,  the  condition  may  possibly  grow  worse 
rather  than  better.  In  the  case  of  a  child,  even  a  slight  impairment 
of  hearing  is  a  much  more  serious  matter  than  a  considerable  im- 
pairment in  an  adult.  Because  even  slight  deafness  in  a  child  in- 
terferes with  its  proper  acquisition  of  speech  by  imitation  of  the 
speech  heard  from  others.  It  is  necessary,  therefore,  to  take  every 
possible  precaution  to  preserve,  and  to  develop  to  the  fullest  de- 
gree, its  sense  of  hearing.  For  this  purpose  great  care  should  be 
taken  to  speak  loudly  and  distinctly  to  the  child,  and  near  its  ear. 
The  mother,  while  holding  it  in  her  lap,  should  talk  and  sing  to  it ; 
should  show  it  pictures  and  talk  about  them;  talk  about  the  per- 
sons and  things  around  it ;  at  table  take  special  care  to  teach  it  the 
names  of  the  food  and  the  table  utensils;  in  short,  throughout  the 
day  keep  in  mind  that  unless  extra  attention  is  paid  to  the  child, 
its  defective  hearing  will  shut  it  out  from  acquiring  language  and 
speech  at  the  proper  time  and  in  the  ordinary  way.  If  the  child 
is  evidently  very  deaf,  then,  in  addition  to  the  above  directions, 
the  parents  should  be  told  to  be  careful  to  have  the  child's  gaze 
fixed  upon  their  lips  when  they  talk  to  it,  in  order  that  even  in  in- 
fancy it  may  acquire  the  habit  of  watching  the  lips,  and  so,  gradually 
and  unconsciously,  learn  to  associate  ideas  with  their  movements, 
combined  with  such  assistance  as  may  be  rendered  by  the  ears. 
If  there  is  a  school  for  the  deaf  that  the  mother  can  visit  where 
there  are  oral  classes,  it  would  be  of  value  to  her  to  make  herself 
intelligent  on  the  subject. 

If  the  parents  will  closely  follow  this  advice  from  the  physician 
the  child  can  be  only  the  gainer.  If,  as  time  goes  on,  the  impair- 
ment to  hearing  grows  less,  no  harm  has  been  done;  probably  the 
child's  development  has  been  hastened ;  while,  on  the  other  hand, 
if  the  deafness  continues,  or  increases,  then  prompt  action  has  been 
taken,  and  precious  time,  that  would  otherwise  have  been  lost,  has 
been  conserved  to  the  immense  advantage  of  the  child. 

(To    t>r   continued.) 
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i<  ontiiiHid  from  page  iS'i,  March,  VJlk.) 

In  regard  to  the  question  of  operating  without  anesthesia  Dr.  Cocks 
said  that  he  would  like  to  say  a  few  words:  Uast  year  he  was  asked  by 
the  Visiting  (.'otnmittee  of  the  N.  Y.  State  Charities  Aid  Association 
to  examine  a  series  of  school  children  who  bad  been  operated  upon 
for  tonsils  and  adenoids, — a  certain  number  without  anesthesia,  and  a 
certain  number  with  anesthesia.  Uf  the  cases  operated  upon  with  gen- 
eral anesthesia,  73  per  cent  were  satisfactorily  done.  The  tonsils  were 
completely  removed,  or  only  insignitlrant  portions  of  tonsillar  tissue  re- 
mained. On  the  other  hand,  of  the  cases  operated  upon  without  general 
anesthesia,  90  per  cent  were  badly  done.  These  Hgures  prove  conclusively 
that  adenoid  and  tonsil  operations  on  children  should  only  be  per- 
formed with  a  general  anesthetic. 

Ub.  Ut  NTzfs  asked  whether  the  Board  of  Health  takes  any  notice  of 
the  small  embedded  tonsils  with  enlargement  of  the  lymph  nodes,  as 
an  indication  for  operation,  and  also  whether  they  consider  a  persistent 
discharge  from  the  ear  as  an  indication  for  operation  upon  tonsils  and 
adenoids. 

Uk.  VoiHLAWftKY  asked  where  the  Board  of  Health  Stations  were 
located  and  how  many  there  were  in  the  city.  It  was  his  experience 
that  at  the  Hospital  anywhere  from  six  to  a  dozen  slips  were  brought 
in  every  week,  aad  It  was  Impossible  to  accommodate  all  the  cases  that 
should  be  operated  upon.  That  was  not  saying  that  all  of  the  children 
who  brought  the  slips  required  o|>eratlon.  So  far  as  he  could  learn, 
in  oar  general  hospitals  where  tonsils  and  adenoids  were  removed,  as 
many  children  are  operated  upon  as  can  be  accommodated. 

The  Doctor  said  that  he  did  not  believe  that  any  of  the  members 
of  the  section  were  anUgonisttc  to  the  Board  of  Health,  but  rather 
that  they  were  grateful  to  Dr.  I'ark  and  to  the  othor  momb<T8  for  what 
they  were  dnlng.— but  it  Is  feared  that  there  arc  not  sufficient  sUtlons 
and  hospitals  to  accommodate  the  demand. 

D«.  Cohh  aaked  whether  the  children  had  a  return  slip  given  to  them 

Da.  CAartR  aald  that  the  members  of  the  Section  were  to  be  con- 
gratulated on  having  Dr.  Baker  present  this  matter  before  them  In  such 
a  clear  and  concise  manner,  iherc  was  one  matter  to  which  ho  would 
like  to  refer  which  had  bef^n  brought  up  In  the  discussion,  but  which 
waa  not  -  ne  to  the  subject  of  the  paper,  and  that  was  op«'r 

atlons  on  :  tonsils  without  an  anesthetic;  the  statement  that 

the  enucleation  operation  is  done  time  after  lime  on  children  and  adulU 

M? 
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In  three  minutes  without  an  anesthetic  baa  been  made.  Dr.  Carter  felt 
that  this  statpmcnt  was  open  to  criticism;  he  wished  also  to  remind  the 
members  that  the  Section  has  placed  Itself  on  record  as  being  unre- 
servedly opposed  to  the  removal  of  adenoids  and  tonsils  without  an  an- 
esthetic by   any   melho<l    whatsoever. 

Dr.  Cofiin  asked  Dr.  Baker  if  she  had  ever  seen  a  case  in  which  ton- 
sillectomy had  been  well  done,  wfilch  seemed  to  have  been  harmed  on 
account  of  the  consequent  lack  of  tonsillar  tissue. 

Db.  S.  Josepiii.ne  Baker:  I  came  here  to-night  not  to  criticise,  but.  If 
possible  to  defend  the  position  that  the  Department  of  Health  has  taken 
In  this  matter.  I  seemed  to  me  that  the  statement  emt>odled  in  your  re- 
solution required  explanation,  particularly  as  a  body  like  the  Public 
Health  Education  Association  had  used  your  resolution  as  a  basis  for 
asking  us  to  have  the  school  inspectors  state  whether  or  not,  in  their 
opinion,  a  case  of  hypertrophied  tonsils  should  be  subject  to  operation. 

I  do  not  believe  that  the  medical  inspectors  In  the  schools  should  give 
an  opinion  as  to  whether  or  not  operation  Is  advisable.  The  Inspectors 
we  get  are  from  the  Civil  Service  list,  and,  as  a  rule,  are  competent  phy. 
sicians.  They  should  know  whether  or  not  tonsils  are  hypertrophied  but. 
In  the  short  examination  made  In  the  school,  I  do  not  l>elleve  they  can 
obtain  the  noccssary  information  to  decide  whether  or  not  an  operation 
should  be  performed. 

In  answer  to  the  question  as  to  whether  or  not  I  have  seen  injurious 
results  from  tonsil  operations,  I  would  say  that  I  have  never  seen  a  case 
where  the  operation  was  properly  performed  where  the  child  suffered  any 
harm  afterwards.  The  statement  that  only  20  per  cent  of  the  cases  listed 
by  the  school  Inspectors  as  hypertrophied  tonsils  were  operated  upon 
shows,  in  my  opinion,  that  we  have  too  few  operations  rather  than  too 
many. 

This  brings  up  the  question  of  hospital  facilities,  as  the  Bureau  of 
Child  Hygiene  does  not  believe  that  operations  In  dispensaries  are  prop- 
er. I  wish  to  repeat  that  in  no  inconsiderable  number  of  cases  where 
children  have  been  operated  upon  in  dispensaries  there  has  been  con- 
siderable hemorrhage  requiring  medical  care  at  home. 

Physical  examinations  of  the  school  children  are  all  made  by  phy- 
sicians; the  nurses  never  examine  the  children  physically.  In  each  case 
where  anything  wrong  is  found  a  slip  Is  sent  to  the  parents  telling  th« 
nature  of  the  disease.  The  department  would  like,  in  each  Instance,  to 
have  this  slip  endorsed  by  the  doctor  who  is  taking  care  of  the  child, 
and  the  department  always  accepts  as  evidence  of  treatment  any  state- 
ment from  a  physician  to  this  effect  The  decrease  In  the  number  of 
cases  of  hypertrophied  tonsils  In  the  last  few  years  is  due,  in  my  opinion, 
largely  to  the  care  that  these  children  have  received.  There  is  no  doubt, 
however,  that  some  of  the  reduction  is  due  to  Improved  diagnoses.  The 
doctors  that  are  working  In  the  schools  now  are  largely  the  same  men 
who  were  working  there  four  years  ago,  and  while  they  are  more  care- 
ful. It  Is  probable  that  a  large  number  of  cases  that  have  been  operated 
upon  in  the  last  four  years  must  account,  to  a  very  large  degree,  for  the 
reduction. 

I  feel  very  strongly  in  regard  to  the  question  of  anesthesia  for  oper- 
ations In  these  cases,  and  that  Is  the  reason  that  I  believe  we  should 


SOCIETY  PROCEEDINGS.  •")(:• 

have  more  hospital  facllitleg.  Without  anesthesia,  there  Is  a  very  ser- 
ious result  In  the  shock  to  the  child  and.  in  addition,  the  operation  Is 
very  often  poorly  done.  A  very  extreme  case  was  brought  to  my  atten- 
tion not  long  ago.  A  laboring  man  came  to  me  with  his  boy.  and  said: 
"My  boy  has  been  sent  out  of  school  with  a  slip  stating  that  he  has  en- 
larged tonsils.  This  Is  the  fourth  time  this  has  happened,  and  three 
times  I  have  had  his  tonsils  taken  out."  1  asked  him  where,  and  he 
named  three  of  the  most  important  dispensaries  in  Manhattan.  I  asked 
him  If  they  removed  the  tonsils  without  anesthesia  and  he  said:  "Yes. 
the  boy  was  held  down  while  the  tonsils  were  removed,  the  boy  strug- 
gling and  crying  violently  during  the  process."  Kach  year  the  boy  had 
come  home  again  from  school  after  examination  by  the  school  doctor 
with  the  statement  that  his  tonsils  must  be  again  removed.  The  man 
was  perfectly  willing  to  do  everything  necessary  for  his  boy.  but  he 
thought  he  had  met  the  requirements  In  having  him  operated  upon  three 
times.  I  looked  at  the  boy's  throat,  and  had  never  before  seen  a  throat 
Just  like  It.  His  tonsils  were  like  bunches  of  fringe.  I  cannot  Imagine 
what  had  been  done  to  him  at  each  operation  unless  a  small  piece  of 
the  tonsil  had  been  removed  in  a  haphazard  fashion,  and  that  the  strug- 
gles of  the  child  discouraged  the  operator  from  completing  the  operation. 
The  boy  wag  referred  to  a  hospital,  operated  upon  under  anesthesia,  with 
satisfactory  results. 

I  do  not  believe  that  the  school  Inspectors  should  diagnose  adenoids. 
After  a  child  has  been  taught  to  blow  Its  nose  properly,  breathing  may 
then  l)e  tested  and  If  It  Is  still  occluded,  the  child  should  be  referred  to 
Ita  own  physician  for  a  more  detailed  diagnosis.  The  results  of  mouth- 
breathing  are  well  known  to  you  all.  so  that  there  can  be  no  question  as 
III  the  serious  effei't  of  neglect  In  these  cases.  As  a  rule  the  cause  of 
(his  occlusion  Is  the  presence  of  adenoid  growths. 

In  anHwer  to  the  criticism  of  my  statement  about  the  difference  of 
opliiiim  In  relation  to  diagnosis  held  by  the  various  physicians  who  an- 
swi-i'd  the  Inquiries  of  the  department  of  Health,  I  wish  to  state  that 
each  of  these  gentlemen  received  a  personal  letter  and  each  one  replied 
nt  length.  I  trust  that  my  remarks  have  not  been  taken  as  criticism  ot 
ihese  men  Individually.  The  point  I  wish  to  make  Is  that  a  diagnosis 
which  may  be  made  In  the  office  of  a  specialist  In  throat  diseases,  work- 
ing under  favorable  conditions,  is  not  always  a  feasible  diagnosis  for  a 
ini'll'^l  liiM|u'.  t.jr  uorking  in  a  school,  and  having  as  his  only  imple- 
ihfiit  a  liiiitu'   il'  |ir.-.Mi|- 

The  method  «e  follow  in  determining  the  flnanclal  status  of  a  child 
who  is  treated  at  the  clinic  Is  as  follows:  The  school  nurse  flrst 
visits  the  home,  finds  out  the  Income  of  the  father  or  mother,  how  many 
wage-earners  there  are  In  the  family,  and  how  much  rent  is  paid.  In 
•acb  case  a  almllar  Investigation  is  made  by  the  registrar  of  the  clinic. 
We  do  not  pretend  to  l>e  more  than  human,  and  it  is  possible  that  err- 
'Ts  are  made  and.  occasionally,  a  child  may  be  treated  whose  family 
.  iiuld  afford  to  pay,  but  there  Is  no  desire  on  the  part  of  th<'  depart- 
ment to  have  this  happen,  and  If  any  one  has  knowledge  of  such  a  case 
we  are  more  than  glad  to  receive  It  and  to  Investigate  it  at  once.  It  is 
probably  true  that  there  are  few  other  clinics  in  the  city  where  investiga- 
tion n*  to  nnanclal  status  of  the  family  la  more  carefully  and  consist- 
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ently  made.  I  should  like  to  know,  specincally,  of  any  iiuUnce  in  the 
Borough  or  the  Hronx  or  elsewhere  where  a  child  hag  been  taken  to  a 
department  clinic  without  having  first  been  urged  to  consult  Its  own 
physician.  The  families  we  come  In  contact  with  are  always  referred 
first  to  their  family  physician,  second  to  the  most  convenient  dispensary, 
and  third,  and  as  a  last  resort,  to  the  Department  of  Health  clinics. 

During  the  last  year  about  .08,000  children  obtained  treatment  as  a  result 
of  the  work  of  medical  school  Inspection.  Of  this  number  52  per  cent 
were  treated  by  private  physicians  and  tnese  are  all  cases  which 
would  not  have  sought  medical  advice  unless  they  had  been  referred  by 
the  department  Inspector. 

The  department's  clinics  for  school  children  are  located  as  follows: 

Borough  or  M.\.miatt.\x:  ?.41  Pleasant  avenue,  449  E^ast  121»t  street. 
164  Second  avenue,  Gouverneur  Slip. 

Borough  of  i-he  Bro.nx:     5S0  East  169th  street. 

BoRouuH  of  RicH.MOxn:     689  Bay  street,  Stapleton. 

Borough  ok  Brooklyn:  330  Throop  avenue.  124  Lawrence  street.  1249 
Herkimer  street. 


Regular  Meeting,  January  X8,  19H. 
Dr.  J.  Henry  Ouentzer,  Chairman. 

1.  Laryngeal  Growth.    Presented  by  DR.  Wolff  Pbeudenthal. 

The  patient  was  a  brick-layer  by  occupation,  67  years  of  age.  who  had 
Buffered  from  pain  in  the  throat  since  last  May.  He  had  been  to  different 
clinics  and  was  examined  several  times.  Finally  a  diagnosis  of  carcinoma 
of  the  larynx  was  made  and  he  was  referred  by  Dr.  Harris  for  treatment 
with  radium.  Dr.  Freudenthal  said  that  he  had  another  piece  of  tissue 
examined,  and  the  report  stated  that  it  was  malignant  neoplasm. 

When  he  first  saw  the  patient  there  was  an  extensive  growth  reaching 
Ironi  the  base  of  the  tongue  down  into  the  right  portion  of  the  larynx.  It 
vas  diflicult  to  determine  the  size,  but  it  looked  to  be  as  large  as  a  thumb. 
It  was  treated  with  radium  for  periods  varying  from  half  an  hour  to  two 
hours;  then  the  mass  began  to  break  down,  until  Instead  of  the  former 
large  mass  there  is  a  deep  depression  and  the  case  resembles  a  broke'i- 
down  gumma, — which  it  is  not,  but  that  is  the  effect  of  the  radium  in  thi.s 
case.  Whether  or  not  the  condition  can  be  cured  cannot  as  yet  be  stated 
positively.  Very  few  cases  of  real  malignancy  can  be  cured  'n  spite  of  the 
optimistic  newspaper-reiK>rts. 

2.  Leontiasis   Ossea  with    (Marked    Involvement  of  the   Maxillary   Sinus. 
Presented  by  Dr.  Wolff  Frfi  uk.ntiial. 

The  patient  was  a  boy,  16  years  of  age,  born  in  this  country.  He  could 
not  tell  much  about  his  history  for  he  had  lost  his  father  and  mother 
early.  About  nine  years  ago  the  mass  in  the  neighborhood  of  the  left 
antrum  began  to  grow  and  has  since  increased  slowly.  There  was  no 
accompanying  pain.  When  Dr.  Freudenthal  first  saw  the  case,  about  half 
a  year  ago,  he  made  a  diagnosis  of  osteoma  of  the  antrum.  Careful  ex- 
amination of  the  patient  showed  also  hard  bony  growths  all  over  the  body. 
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Since  last  year  one  has  been  noticed  on  the  femur,  which  is  growing. 
The  hands  were  not  quite  normal  and  the  bones  of  the  sltull  were  thick- 
ened all  over.  Many  radiographs  have  been  taken  which  show  the  condi- 
tion quite  dearly.  The  question  of  operation  was  considered,  but  it  was 
deddt'd  not  to  attempt  anything  of  the  kind.  The  patient  nas  been  ex- 
amined by  a  number  of  general  surgeons  and  all  agree  that  It  Is  best  to 
leavo  him  alone.  There  Is  a  possibility  that  the  condition  may  have 
xoriitthing  to  do  with  hereditary  syphilis.  This  was  suggested  by  Professor 
V'lrchow,  who  gave  to  the  condition  the  name  of  leontiasls  ossea.  The 
Wasserraann  reaction  is  negative  in  this  Instance. 

oiscussio.v. 

Dk.  Cartkk  said  that  he  personally  had  never  seen  one  of  these  cases 
but  had  been  consulted  by  a  physician  in  Columbia.  S.  C,  about  one  al- 
most Identical  with  the  one  shown  tonight.  In  this  instance,  however, 
the  patient  was  a  girl,  12  years  of  age.  In  whom  the  oeteomata  began  to 
develop  when  she  was  7  years  old.  The  first  one  made  Its  appearance  in 
the  same  position  as  in  this  case  of  Dr.  Freudenthal's, — over  the  antrum, 
—next  on  the  scapulae,  humerii.  the  radius,  and  the  femur  on  one  side. 
The  osteoniata  iK-gan  as  small  enlargements  of  the  bone,  and  Increased  to 
such  an  extent  that  the  one  on  the  femur  has  Interfered  with  locomotion. 
as  the  child  can  scarcely  walk  on  account  of  the  severity  of  the  pain  due 
to  pressure  on  the  nerve.  X-ray  plates  showed  that  these  tumors  were 
part  of  the  bone  from  which  they  sprang;  they  were  solid  tumors.  The 
child  was  an  eight-months  baby  and  the  parents  were  perfectly  healthy 
ao  far  as  could  be  learned.  The  child  was  fed  on  the  bottle,  but  was 
strong  and  hcnllhy  up  to  7  years  of  age.  The  physician  was  in  doubt  as 
to  what  should  be  done.  He  had  given  the  child  all  sorts  of  treatment, 
mercury,  the  high-frequency  current,  electricity  in  various  forms,  and 
everything  that  be  could  think  of,  but  the  tumors  continued  to  grow.  Dr. 
Carter  said  that  when  he  last  heard  from  the  case,  last  April,  the  tumor 
over  the  antrum  had  Increased  to  such  an  extent  that  the  cheek  was  pro- 
truding U|>ward  and  the  child  could  not  open  Its  eye  fully. 

Dh.  ABkAnAM,  referring  to  the  case  of  carcinoma  of  the  larynx  treated 
with  radium,  said  that  be  had  had  two  somewhat  similar  cases  treated 
with  radium  but  that  he  could  not  offer  Dr.  Freudenthal  much  encourage- 
ment, for  In  both  Instances  the  results  were  very  poor.  One  of  these  wa» 
seen  In  consultation  with  Dr.  Abbe.  The  radium  was  applied  three  times 
with  absolutely  no  effect.  In  another  Instance  Dr.  Abbe  hlriself  ha<t  ad- 
vised against  the  application  of  radium.  Dr.  Abraham  said  that  he  knew 
very  little  about  the  pathology  of  the  condition  in  the  other  case,  but 
would  suggest  a  trial  trentment  with  pituitary  gland  extract. 

Dr.  Harmok  Smith,  speaking  of  the  resemblance  of  laryngeal  carcinoma 
to  syphilitic  Involvement  following  the  application  of  radium,  said  that 
In  a  case  of  laryngeal  cancer  re<'ently  coming  under  his  observation,  fol- 
lowing a  thyrotomy  for  Its  removal.  Dr.  Freudenthal  had  twice  appltci 
radium  and  that  the  tissues  had  assumed  an  app(>arance  remarkably  simi- 
lar to  that  of  syphlll*.  In  fact  Inspection  of  the  larynx  iit  the  present 
moment  would  lend  the  observer  to  believe  that  It  was  a  syphilitic  Involve' 
tnrnt    rnlhir   thim   (  ancerous. 
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Dn.  Fkeudkntiiai,  Inquired  whether  the  case  to  which  he  referred  wai 
white  or  colored. 

Uh.  Caktkk  replied  that  the  child  was  white. 

Dr.  Freudentlial  said,  replying  to  Dr.  Abraham,  that  the  ^-Jggestlon  of 
pituitary  gland  treatment  appealed  to  him.  and  he  would  try  it.  With 
regard  to  treatment  of  the  larynx  with  radium,  a  few  sessions  of  a  half 
to  three-quarters  of  an  hour  are  not  enough.  Besides,  it  ought  to  be 
placed  in  the  larynx  and  not  nearby!  In  a  few  postoperative  instances 
he  has  applied  it  for  as  long  as  twenty  hours.  He  would  be  very  glad  to 
hear  the  outc-onie  of  the  cases  spoken  of  by  IJr.  Smith. 

Plastic  Operation  for  the  Restoration  of  the  Severed  Vocal  Cords  on 
One  Side  Following  Traumatic  Self-inflicted  Injury  of  the  Throat. 
Dr.  H.MiMoN  S.Mirji. 
This  is  a  case  of  attempted  suicide  In  which  the  patient  used  a  razor 
In  the  right  hand,  cutting  his  throat  from  left  to  right  transversely  across 
the  thyroid  cartiUige.  The  cut  was  deeper  on  the  left  side  than  on  the 
right,  Involving  the  recurrent  laryngeal  nerve  of  that  side  and  severing 
the  thyroid  cartilage.s  transversely  and  from  above  downwards,  at  the 
same  time  cutting  away  from  their  anterior  attachment  the  true  and  false 
cords  of  the  left  side.  When  the  wound  healed  a  permanent  fistula  In 
tile  cartilaginous  box  remained  and  the  ends  of  the  severod  cords  were 
left  flapping  In  the  air  tract.  The  movement  of  the  left  side  was  unap- 
preciable.  To  overcome  the  condition  present  the  ordinary  incision  for 
thyrotomy  was  made,  the  detached  cords  stitched  to  the  perichrondrium 
of  the  thyroid  cartilage  and  the  fistulous  opening  in  the  cartilaginous  box 
closed.  The  accident  occurred  in  November,  1912,  and  the  operation  in 
June,  1913.  During  the  last  three  or  four  months  the  movement  on  that 
side  of  the  larynx  has  been  improving  and  from  an  unintelligible  whisper 
the  voice  has  increased  to  a  husky  but  perfectly  intelligible  one.  The 
movement  of  that  side  of  the  larynx  demonstrates  the  fact  that  the  re- 
current laryngeal  nerve  has  re-established  some  of  Its  nerve  function. 
although  it  Is  claimed  by  some  neurologists  that  a  severed  nerve  never 
regains  its  function. 

Laryngo-pharyngeal    Abscess.     Du.  F.  White. 

August  21.  1913:  bone  lodged  in  patient's  throat.  Ordiuarv  means  used 
to  dislodge  It  (dry  bread,  etc.).  Consulted  doctor  and  throat  was  washed 
out  for  about  half  an  hour  with  no  result.  Went  to  a  hospital  for  treat- 
ment but  without  result,  then  went  to  Manhattan  Eye.  Ear  and  Throat 
Hospital.  Was  treated  by  the  house-surgeon  without  success  Xext  morn- 
ing he  returned  to  the  first-meniioned  hospital  and  had  an  x-ray  picture 
made.    Bone  not  located. 

August  31:  Returned  to  Dr.  Harmon  Smith's  clinic  at  the  Manhattan 
Eye,  Ear  and  Throat  Hospital  for  treatment  and  came  under  my  care. 
Upon  examination  the  throat  showed  all  the  signs  of  a  very  active  in- 
flammation. The  details  of  the  larynx  could  only  with  difficulty  be  made 
out.  Patient  could  swallow  fairly  well,  however.  A  careful  examination 
by  the  Indirect,  and  a  superficial  examination  by  the  direct  method  re- 
vealed no  foreign  body.  Advised  him  to  come  into  the  hospital  for  local 
treatment  and  for  thorough  examination  by  the  direct  method.    This  he 
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did  not  do.  X-ray  neKa^.t.  uii  accouiu  i..  uim-os  I  did  not  see  th* 
patient  for  several  weeks  but  he  came  to  the  clinic  regularly. 

Se[>teinl>er  5:  During  a  hard  spell  of  coughing  the  patient  stated  a 
piece  of  bone  was  dislodged  from  his  throat  and  expettoraled.  He  ex 
hiblted  the  speoimen. 

October  15:  Returned  to  worlc  as  his  throat  apparently  was  pro- 
gressing favorably,  but  In  a  few  days  had  to  give  up  on  a  count  of  the 
severe  pains  In  the  back  of  the  head.  He  was  treated  at  a  doctor's  office 
but  came  back  to  the  clinic  and  was  taken  into  the  hospital  for  a  couple 
of  days,  and  the  swelling  about  the  left  arytenoid  was  Incised  and  a  small 
amount  of  pus  allowed  to  escape.  In  a  few  days  the  swelling  reappeared 
and  gradually  increased  in  size  despite  frequent  Incisions. 

November  S:  An  external  esophagotomy  was  performed  by  Dr.  Mac- 
pherson  and  me,  and  the  areas  involved,  namely  the  tissues  a'wut  the  left 
arytenoid  cartilage,  the  beginning  of  the  esophagus  and  posterior  portion 
of  the  pharynx  in  relation  to  these  structures  were  freely  opened  and 
drained.  The  temperature  the  next  day  was  101°,  but  dropped  to  100  and 
remained  so  for  about  two  weeks. 

December  6:  The  patient  was  discharged  from  the  hospital.  He  had 
,1  tem|)erature  of  99.4"  for  some  time,  but  for  the  last  couple  of  weeks  it 
lia.s  been  normal.  On  account  of  the  severe  pains  in  the  back  of  the 
hi  III  and  wishing  to  eliminate  any  deeper  lesions,  Dr.  fJeo.  K.  Urewer  was 
'allfd  in  consultation.  He  coincided  with  all  that  was  being  done. 
I'atient  is  now  free  from  pain,  eats  and  sleeps  well.     Regained  weight. 

Pathological  Reports:  Wassermann  reaction,  negative  (two  occasions). 
I'us  from  abscess,  streptococci.  Speclmeh  from  throat,  granulation  ;i.s8ue. 
.More  tuberculin  test,  negative. 

1»1.S<  IS.SION. 

Dr.  Hakmox  Smith  said  that  he  examined  the  patient  when  he  first 
presented  himself  at  his  clinic  and  at  that  time  there  was  a  distinct  ab- 
scess at  at>oui  the  pyrlforra  fossa  which  was  evacuating  pus.  The  operative 
procedures  which  followed  seemed  at  one  time  inefficient  but  aa  the  condi- 
tion has  progressed  the  tumor  has  entirly  disappeared,  although  the  ••- 
quence  of  partial  laryngeal  paralysis  is  still  In  existence. 

Dr.  Smith  said  that  this  demonstrated  to  his  mind  that  the  paralysis 
was  an  Infiltration  paralysis  rather  than  a  nerve  lesion  itrr  sr  and 
corroborntrd  what  Dr.  Lynah  had  called  attention  to  In  cases  of  diph- 
theritic Infiltration  paralysis,  and  that  while  be  had  differed  from  Dr. 
l.ynah  relative  to  bis  view  on  the  subject,  be  was  now  convinced  that  Dr. 
I.ynnh  was  probably  right  in  the  majority  of  bis  conclusions. 

8p«cim«n.    Presented  by  Da.  H.  L.  Lv.s.^ii. 

The  specimen  was  removed  from  a  patient  at  the  Kingston  Avenu« 
Ho-i,Ual  who  suffered  from  laryu  '  ia.     He  had  been  intubated 

I.  itsirte  of  the  hospital  t)y  on«»  of  otma  who  reported  that  h« 

;.  nl  found  the  patient  in  extremis  when  he  reached  the  house  and  had 
iiiuiK'dlately  inserted  a  tube.  Being  anxious  to  learn  the  condition.  Dr. 
I.ynab  examined  hira  and  found  that  the  tub«  bad  been  coughed  out  and 
h.td  I'xtei'd  In  his  nasapharynx;  he  suddenly  became  cyanotic,  and  a  hur- 
ri' il   T.ihcotomy  was  performed,  but  pus  was  inspired  Into  bis  larynx. 
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The  man  breathed  for  a  few  niotnenU  and  then  died.  Dr.  Lynab  Bald  that 
had  he  not  been  no  over-anxious  to  examine  the  man  by  the  direct  method, 
he  would  have  seen  that  the  thyroid  cartilage  was  dlsplace-l  to  the  left; 
the  trachea  below  the  cricoid  was  also  displaced. 

The  specimen  is  to  be  examined  to  find  out  whether  the  condition  waa 
of  syphilitic  or  malignant  origin.  As  far  as  could  be  learned  the  history 
showed  that  the  man  was  sick  for  a  week,  but  he  had  denied  any  gpeciSc 
history.  The  abscess  was  an  old  one  and  very  foul  smelling.  Patho- 
logically, it  shows  a  fistula.  The  abscess  cavity  was  lateral  and  extended 
behind  so  that  an  instrument  could  be  passed  in  for  about  four  Inches. 
The  case  was  an  illustration  of  the  fact  that  aometimes  in  being  over- 
zealous  one  may  overlook  the  main  ix>lnt  of  a  case. 

mscussiON. 
0R.  Cabter  said  that  he  had  examined  very  carefully  the  specimen  pre- 
sented by  Dr.  Lynah,  with  the  view  of  possibly  discovering  the  origin  of 
the  abscess,  and  thought  that  he  had  discovered  a  place  on  the  inner  wall 
of  the  esophagus  where  an  injury  of  some  kind  had  been  produced.  It 
would  seem  that  the  abscess  in  this  case  was  produced  by  the  lodgment 
of  a  foreign  body  at  a  point  where  the  cricoid  cartilage  compresses  the 
esophagus,  which  is  the  point  where  foreign  bodies  usually  lodge.  It 
was  possibly  produced  by  a  bone  or  other  foreign  body  becoming  lodged 
in  the  throat  and  setting  up  an  abscess.  The  appearance  of  the  specimen 
does  not  seem  to  Indicate  a  specific  or  malignant  condition,  but  it  looks 
like  a  case  of  pyogenic  infection. — just  an  ordinary  abscess  originating 
in  the  interior  of  the  esophagus  and  burrowing  into  the  adjacent  tissues. 

Cleft  Palate  and  Tumor  of  the  Pharynx.     Dk.  L.i.nn  Emerson. 

The  patient  was  a  little  boy  with  a  cleft  of  the  hard  and  soft  palate. 
An  unusual  feature  of  the  case  was  that  the  child  had  also  a  large  fibrous 
tumor  in  the  vault  of  the  pharynx  which  Dr.  Emerson  planned  to  remove 
with  the  adenoid  tissue  before  repairing  the  cleft.  Dr  Emerson  said 
that  he  had  seen  the  turbinate  bodies  projecting  into  the  pharynx,  but 
never  anything  like  this  case  before.  The  tumor  has  the  appearance  of 
a  fibrous  polypus.  The  palate  itself  slopes  well  and  ought  to  come  to- 
gether very  nicely.  That  will  be  attended  to  a  few  weeks  later.  Th« 
case  first  came  under  observation  about  two  weeks  ago. 
Double   Hare-lip.     Dk.  Li.nx  Emebson. 

Dr.  Emerson  said  that  this  was  one  of  the  most  pronounced  cases  he 
had  ever  seen.  About  seven  months  ago  he  had  repaired  the  double  hare- 
lip, a  drawing  of  which  he  had  made  on  the  blackboard.  The  premaxllla 
stuck  out  horizontally  leaving  the  mouth  and  nostrils  to  form  one  wide 
cavity,  with  the  premaxllla  sticking  out  like  a  horn.  A  V-shaped  piece 
was  cut  out  of  the  septum  and  the  premaxllla  was  brought  back  Into 
place.  If  this  is  taken  out,  as  is  sometimes  done,  it  leave.?  a  very  pro- 
nounced depression  of  the  upper  lip  In  later  life.  From  the  method  pur- 
sued this  child  has  now  a  very  good  lip,  and  two  teeth  have  come  through 
In  the  premaxllla.  That  is  the  fault  of  taking  out  a  piece  from  the  sep- 
tum, so  that  these  teeth  are  inclined  back  Into  the  mouth,  but  that  Is 
better  than  taking  out  the  preniaxilla.  It  was  quite  a  problem  where  to 
get  tissue  to  close  the  opening  and  there  were  a  number  of  difnculties. 
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The  child  waa  marasmic  and  waa  nothing  but  skin  and  bones,  and  the 
day  before  that  set  for  the  operation  it  was  Ulcen  sick  with  pneumonia 
and  was  111  for  four  to  six  weeks.  Later,  whrn  It  was  about  7  months  old, 
the  operation  was  performed  on  the  lip.  Considering  the  horrible  deform- 
ity that  existed  before,  the  result  seems  to  be  very  good. 

Fatal  Case,  Resulting  from  Morphln.        Uk.  Ui.nn  Kmk.k.so.n. 

Dr.  Kmerson  said  that  he  felt  that  failures  as  well  as  successes  should 
be  reiwrted,  and  told  of  a  case  on  which  he  had  operated  two  days  before. 
This  waa  a  case  in  private  practice,  the  child  of  a  family  of  considerable 
means.  He  had  operated  very  successfully  on  the  lip  about  six  months 
before.  The  cleft  went  forward,  clear  through  the  gum,  and  the  maxilla 
had  to  be  fractured  in  order  to  bring  it  together;  this  was  accomplished 
satisfactorily  and  a  very  nice  result  obtained.  Following  this  operation 
the  case  waa  treated  in  the  usual  manner,  the  most  important  feature 
being  to  keep  the  child  aa  quiet  as  possible.  For  this  purpose  he  has  been 
in  the  habit  of  giving  morphln  In  very  small  doees.  The  nurse  was  in- 
structed to  put  one-fourth  grain  of  morphln  In  one  drachm  of  water,  and 
to  give  the  child  two  drops,  or  1-120  of  a  grain  every  four  hours.  The 
■  hlld  was  operat«Hl  upon  about  4  o'clock  .Monday  afternoon,  and  early 
Tuesday  morning  the  nurae  called  up  Dr.  Emerson  over  the  telephone 
and  reported  that  the  child  had  passed  a  very  restless  ni^'ht  and  had 
cried  all  night,  and  that  the  mother  was  very  insistent  In  demanding  that 
the  child  ought  to  be  kept  quieter.  An-ordingly,  he  Instructerl  the  nurse  to 
^Ive  another  drop;  In  that  way  the  child  got  1-80  grain  hypidermically. 

On  Tuesday  the  child  had  three  doaes,  at  8,  12,  and  i  o'clock.  At  noon 
it  waa  reported  doing  very  well,  and  had  a  temperature  of  101  o.  At  6:30 
In  the  eventiig.  the  nurse  reported  that  the  child  had  a  temperature  of 
103  .  but  did  not  say  that  anything  else  was  wrong:  so  Dr.  ICmerson  said 
over  the  phone  that  he  would  call  to  see  It  after  dinner.  On  reaching 
th)'  hospital  at  9  o'clock,  (having  stopped  on  the  way  to  see  another 
patient)  the  interne  reported  that  he  had  been  trying  to  reach  him  foi 
an  hour,  aa  the  child's  condition  seemed  very  precarious.  This  was  the 
flrat  intimation  he  had  had  that  there  was  any  cause  for  anxiety. 

At  that  time  the  child  had  a  temperature  of  105^\  the  resi>lrations  were 

shallow,  but  not  slow, — about  20.     He  told  the  parents  tha^  he  thought 

the  child  had  had  too  much  opium,  still  Ita  reflexes  were  not  abolished, 

<he  pulse  waa  strong  and  full,  and  the  heart  was   120,  but  the  reaplra- 

w  r,'  quite  shallow.     He  gave  the  child  1-120  of  a  grain  of  str.vchnin, 

i;  ,  .  .  irted  the  interne  not  to  over-stimulate  the  <  hlld  so  that  it  would 
be  wide  awake  and  crying  In  three  or  four  hours,  but  to  vatch  it  veo 
carefully  and  If  It  did  not  improve  to  give  it  more  strychnin;  and  that 
he  himaelf  would  return  In  a  very  altort  time.  He  then  went  to  make 
another  call,  and  when  he  returned  the  child  was  dead.  The  Interne 
said  that  the  nurse  had  reported  that  the  child  waa  faillnc  rapidly,  and 
((••fore  she  could  administer  the  hy|><»derml<-  it  was  dead. 

There  la  no  doubt  but  that  the  child  died  of  the  effecta  of  the  opium. 
It  wu  II  montha  old.  and  had  had  one-flfteenth  of  a  grain  of  morphln 
In  thirty  boura.  the  first  do««  being  1-120  of  a  grain,  and  the  last  three 
one<>lghtleth  of  a  grain. 
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The  autopsy  was  performed  this  morning.  Dr.  Freeman  web  of  the 
opinion,— on  account  of  the  fever.— that  the  child  had  pneuiionla.  Thl» 
proved  not  to  be  the  case,  but  It  seems  quite  certain  that  death  was  oc- 
casioned by  opium  poisoning.  The  child  probably  had  an  unusual  Idlo- 
syncracy  to  opium,  for  much  larRer  doses  have  been  given  fr<-iuently  with- 
out any  bad  results. 

I)I.S(  I  .S.sJdN. 

Uk.  C'aiitkk  congratulated  Dr.  Emerson  on  the  excellent  results  ob- 
tained in  the  cleft  palate  case,  and  then  told  of  a  case  of  his  own,  a  child, 
9  months  of  age,  who  had  been  operated  upon  three  times  before  he  saw 
It.  The  child  came  from  the  west,  and  one  of  the  men  who  had  operated 
cut  off  the  preniaxillary  bone.  Ur.  Emerson's  case  showed  the  advantage 
of  preserving  this  bone.  In  his  own  case.  It  was  ini|>os8ible  to  approximate 
the  two  sides  of  the  superior  ma.xilla.  However,  he  wired  the  two  sides 
and  brought  them  somewhat  closer,  but  It  was  im|X>sslble  to  bring  them 
together  entirely.  The  lip  was  a  difficult  proposition;  he  had  to  illsaott 
the  upper  lip  way  up  from  the  superior  maxillae  on  both  sides  In  order 
to  get  enough  tissue  to  make  a  Up.  He  then  made  stront;  traction  by 
means  of  adhesive  straps  on  both  sides  in  order  to  approximate  the  edges 
and  relieve  the  tension.  I3ut  where  the  pre-maxlUary  bone  is  missing 
there  Is  a  depression.  A  recent  report  from  the  case  indicates  that  the 
two  sides  of  the  superior  maxillae  have  gradually  been  pulled  together  by 
the  newly  constructed  upper  lip,  and  that  the  deformity  Is  much  less  than 
It  was  shortly  after  the  operation. 

Dii.  E.  A.  BocuE  said  that  he  had  not  intended  to  take  any  part  in  the 
discussion  but  in  view  of  what  Ur.  Carter  had  said  he  wisned  to  add  a 
word  in  favor  of  Dr.  G.  V.  I.  Brown's  method  of  putting  on  adhesive  plas 
ter  strips  when  the  pre-maxillary  bone  Is  projecting,  and  continuing  that 
for  some  time.  In  that  way  Dr.  Brown  had  been  able  to  retract  the  entire 
Inter-maxlllary  bone  through  pressure  on  the  lips  and  cheeks  and  has 
avoided  the  necessity  of  destroying  or  injurying  It.  This  is  a  matter  ot 
great  importance  to  the  patient,  as  the  permanent  upper  incisor  teeth 
are  involved. 

Dr.  E.mki!s(>.\  said  that  in  the  case  he  had  reix)rled  the  child  had  worn 
adhesive  strips  for  three  months  without  any  appreciable  effect  In  getting 
the  pre-maxillary  bone  back  into  i>osition.  He  had  had  to  undermine  It  far 
back  In  order  to  bring  the  lip  forward  and  get  union. 

Dr.  C.\htkr  said  that  in  the  case  to  which  he  had  referred  the  pre- 
maxillary  bone  had  been  removed  before  he  saw  the  child.  He  hoped 
that  Dr.  Bogue  had  understood  this. 

Report  of  Three  Cases  of  Foreign  Bodies  Removed  from  the  Bronchus. 
Db.  SiD.Ni-n-  Yaxk.wer. 
1.  Kernel  of  corn  removed  from  the  right  stem  bronchus:  Dr.  Yankauer 
showed  the  grain  of  corn,  which  had  been  inhaled  by  a  child  of  .">  years, 
living  in  Paterson,  N.  J.  The  case  was  Interesting  because  of  the  classic 
symptoms  presented.  The  child  became  cyanotic  directly  after  the  acci- 
dent, and  this  continued  until  the  child  was  exhausted,  ween  suddenly 
It  gave  a  deep  Inspiration  and  the  foreign  body  passed  into  the  trachea 
and  the  cyanosis  was  relieved;    this  was  followed  by   a  paroxysmal  and 
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spasmodic  cough  for  iwenty-four  hours,  during  which  time  the  foreign 
lx)dy  which  was  now  located  In  the  trachea  was  niov..-d  up  and  down  with 
respiration.  At  the  end  of  this  time,  the  foreign  body  was  caught  In  the 
lower  part  of  the  right  bronchus,  the  spasmodic  cough  ceased,  and  the 
child  had  an  ordinary  bronchial  cough.  Under  general  anesthesia  there 
was  no  difficulty  In  passing  the  bronchoscope,  but  the  subglottic  space 
was  markedly  swollen  and  some  difficulty  was  encountered  in  passing  it. 
When  this  waa  overcome  the  kernel  was  removed  without  difficulty. 

-'  IphoUterer't  lack  removed  from  the  lotccr  lobe  branch  of  the  right 
in.ii' iiut:  In  this  case  the  patient,  a  child  7^4  years  of  age,  inhaiefl  a 
Ijrass-headed  upholsterers  tack.  The  patient  was  admitted  to  Mount 
Sinai  Hospital  on  .November  14,  and  was  bronchoscoped  on  .November  21 
under  general  anesthesia,  and  the  foreign  body  removed.  The  x-ray  pic- 
ture showed  that  the  tack  had  become  lodged  low  down  in  the  lung,  with- 
in an  inch  of  the  diaphragm,  and  on  passing  the  bronchoscope  into  the 
right  bronchus  it  was  found  that  the  tack  had  lodgtnl  In  the  lowest  branch 
of  the  right  bronchus,  the  point  of  the  tack  being  upward,  which  pre- 
vented it  fritin  being  expelled,  as  the  point  be<anie  lodged  in  the  wall  of 
the  bronchus.  The  bronihlal  mucous  membrane  was  swollen  and  the 
(tern  of  the  tack  was  surrounded  by  this  swollen  mucous  membrane,  so 
that  it  was  difficult  to  see  the  shank  of  the  tack,  and  only  a  very  small 
part  of  the  head  could  be  seen.  With  cocain  and  adrenalin,  the  swollen 
tissues  were  reduced  sufficiently  to  allow  half  of  the  tack  to  be  seen,  but 
no  attempt  to  dislodge  It  succeeded,  for  it  was  firmly  imbedded  in  th« 
mucous  membrane.  Dr.  Vankauer  said  that  although  he  succeeded  In 
passing  a  hook  around  the  ehank.  be  could  not  free  it  until  he  employed 
an  inKtrument  which  he  had  devised  some  time  ago  (or  this  purpose,  as 
tacks  of  all  kinds  are  particularly  difficult  to  remove,  for  the  head  Of  a 
tack  will  l>e  caught  by  the  swollen  mucous  membrane  and  'he  point  will 
t)ecome  lmb«>dded.  He  showed  the  instrument  which  he  used,  which  con- 
sisted cf  a  rod  with  a  claw  at  one  end,  something  like  a  carpenter's  claw 
hammer.  With  this  he  demonstrated  how  he  got  the  claw  of  the  Instru- 
ment over  the  shank  of  the  tack,  and  then  by  pushing  the  Instrument 
down  nnil  rotating  It,  was  flnally  able  to  bring  the  point  up.  This  pro- 
cedure workiKl  very  well,  but  one  difficulty  was  encountered.  As  soon  an 
the  point  was  lifted  up  the  elasticity  of  the  bronchial  wall  pulled  on  th(> 
head  and  snaptied  the  point  over  against  the  opiKwIte  wall;  it  waa  not 
until  after  much  manipulation  that  he  was  able  to  get  the  point  of  the 
tack  InHidt-  of  the  I  "pc,  and  then  to  lay  hold  of  it  with  forceps. 

Kvcn  then  the  dl:'  Aire  not  ended,  for  the  entire  head  was  Rtlll 

■urro\inded  by  nwolien  mucous  membrane,  and  wii.s  locatoil  in  a  small 
branch  bronchus.  After  the  tack  was  In  the  grasp  of  the  forceps  it  wu 
found  impoMlbte  To  dislodge  It  by  traction  but  by  repeated  lateral  move- 
ments, working  It  fl/st  against  one  side  and  then  the  other  he  Anally 
sur reeded  in  getting  It  out  of  the  smaller  bronchus  and  Into  the  main 
tironc'hus,  and  then  got  It  out  without  any  further  trouble. 

I»r.  Yanlinucr  Hald  that  ti  is  was  unquestionably  the  most  difficul;  c-a*e 
with  which  he  has  ever  had  to  deal.  It  presented  very  few  symptoma 
of  the  presence  of  a  foreign  body  and  the  child  waa  not  greatly  Incon- 
venienced by  It.     Two  or  three  day*  after  the  operation  It  caught  cold 
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and  bud  bronchitis  for  twenty-four  hours,  but  was  soon  out  of  bed  and 
discharged. 

J.  Pwi:e  of  bone  removed  from  the  middle  lobe  branch  of  the  right 
O'onchKs:  This  was  another  case  of  especial  interest  and  some  very  in- 
structive x-ray  plates  were  shown.  The  patient  was  a  man,  45  years  of 
age,  who  had  had  an  alcoholic  pharyngitis  and  a  slight  cough  which 
troubled  him  from  time  to  time.  One  day,  while  eating,  he  began  to  cough, 
and  swallowed  a  niiml>er  of  pieces  of  chicken  bone.  He  coughed  a  good 
deal  after  that,  and  some  one  suggested  that  he  might  have  swallowed  the 
chiclten  bones.  He  watched  for  them  In  his  stools,  and  a  couple  of  weeks 
afterwards  found  a  number  of  the  pieces.  The  cough,  however,  con- 
tinued and  Anally  got  so  bad  that  he  could  not  sleep.  He  had  chills  and 
fever,  and  night  sweats,  and  was  a  very  sick  man.  He  also  bad  pain  in 
the  right  side  of  his  chest.  He  consulted  an  Internist,  Dr.  George  .Manti- 
heinier,  who  In  turn  consulted  Dr.  Yankauer  and  presented  this  proposi- 
tion: Here  is  a  patient  who  states  that  he  swallowed  a  foreign  body  some 
five  or  six  months  ago  but  passed  foreign  bodies  per  rectum,  but  the 
cough  continues  and  he  has  other  symptoms  Indicating  the  presence  of  a 
lung  abscess. 

There  was  evidence  of  consolidation  on  one  side  with  a  good  deal  of 
expectoration,  and  Dr.  Mannheimer  suggested  that  he  might  have  some 
of  the  pieces  of  bone  in  his  lung.  An  x-ray  picture  wa.s  taken,  and 
showed  the  shadow  of  the  diaphragm  continuous  with  the  shadow  of  the 
abscess. 

The  patient  was  brought  to  Dr.  Yankauer's  oflBce,  and  under  local  an- 
esthesia the  bronchoscope  was  passed  into  the  right  bronchus.  The  open- 
lug  in  the  middle  lobe  was  easily  reached  and  just  beyond  the  opeoing 
there  was  a  considerable  quan-tlty  of  pus.  Upon  wiping  this  away  more 
pus  appeared,  and  eventually  it  was  determined  that  there  was  a  foreign 
body  there.  The  moment  this  was  touched  there  was  a  gush  of  pus 
which  continued  until  the  abscess-cavity  emptied  itself.  It  was  a  little 
difficult  to  get  hold  of  the  foreign  body,  but  finally  It  was  brought  out 
through  the  bronchoscope.  The  abscess-cavity  was  completely  emptied 
after  the  removal  of  the  foreign  body. 

The  patienfs  cough  improved  materially,  he  was  able  to  sleep  at  night, 
and  his  expectoration  during  the  day  was  verj'  much  less.  He  was  not, 
however,  satisfied.  The  bronchoscopy  was  done  on  Noverab-  r  8,  and  for 
two  or  three  weeks  he  confined  to  cough.  He  expressed  the  opinion  that 
he  had  more  bone  in  his  lungs  and  wanted  another  bronchoscopy.  Ac- 
cordingly, three  weeks  later  a  second  bronchoscopy  was  performed,  but 
nothing  was  found  and  it  was  determined  that  the  bronchus  was  normal 
In  size.  After  this,  the  patient  continued  to  improve,  and  eventually  the 
cough  ceased  altogether.  On  December  22,  another  x-ray  picture  was 
taken,  and  In  this  plate  the  shadow  of  the  heart  is  normal  and  the  edge 
of  the  diaphragm  is  visible  all  the  way  over,  in  the  normal  manner.  The 
patient  is  now  entirely  well. 

During  the  course  of  the  operation  the  patient  coughed  up  a  large  num- 
ber of  pieces  of  casts  of  the  bronchial  tube,  which  were  preserved  as  they 
were  rather  interesting. 
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Ul.M  LiJSlO.V. 

Dk.  Quinla.x  said  that  this  very  Interesting  series  of  cases  reminded 
htm  of  one  he  saw  last  fall.  A  physician  consulted  him  regarding  a 
patient  from  one  of  whose  molar  teeth  a  dentist  had  removed  a  large  gold 
crown.  The  patient  was  convinced  he  had  swallowed  it.  especially  as  ho 
felt  some  discomfort  at  the  junction  of  the  left  lower  ribs  at  the 
diaphragm.  He  had  no  other  subjective  symptom,  but  stated  that  in  the 
morning,  when  he  brushed  his  teeth,  he  coughed  slightly,  with  a  stain  of 
blood  in  his  expectoration.  The  physician  aslted  what  he  should  do  with 
the  patient,  who  was  convinced  that  he  had  swallowed  the  tooth  cap  and 
felt  It  in  his  chesu 

Dr.  Qulnlan  had  him  brought  to  St  Vincent's  Hospital,  where  the  radio- 
grapher made  an  x-ray  plate  and  thought  he  detected  the  outline  of  the 
cap  of  the  tooth,  but  on  account  of  some  peculiarity  of  the  lower  jaw 
the  bronchoscope  could  not  be  employed.  How  to  proceed  was  a  question. 
It  was  decided  to  do  a  low  tracheotomy,  and  an  exploration  was  made, 
with  radiographic  exposure,  the  radiographer  supplying  information  as  to 
direction  with  a  long  Klllian  forceps.  After  a  time  the  cap  was  removed, 
and  with  the  exception  of  a  slight  emphysema  the  man  had  no  further 
trouble.  The  case  was  interesting,  as  the  ordinary  procedures  were  nega- 
tive, leaving  nothing  to  be  done  but  the  rather  unusual  measures  which 
were  Anally  resorted  to.  namely,  low  tracheotomy  and  exploration  through 
the  bronchial  tul)e  on  the  involved  side,  guided  by  the  radiographer. 

Old   Silver  Tongue-depressor.    Db.  Hxjbo. 

Ur.  Murd  presented  to  the  Section  a  silver  tongue-depressor  formerly 
used  by  Or.  Sass,  which  had  been  made  by  Tiffany,  and  was  presented  to 
hini  by  a  patient.  This  depressor  had  come  into  the  hands  of  Dr.  B.  J. 
Birmingham,  through  whose  courtesy  Dr.  Hurd  was  enabled  to  make  the 
prfsi-nlaiion.  It  seemed  to  be  of  sufllcient  interest,  at  least  from  an  a.- 
tistlc  point  of  view,  to  add  to  the  collection  of  early  Instruments  already 
in  the  possession  of  the  Section. 

Db.  Ocjkntzkh,  in  the  name  of  the  Section,  thanked  Dr.  Hurd  for  the 
Intereetlnx  addition  to  the  collection. 

Urea  and  Quinin  Hydrochlorld  In  Nose  and  Throat  Surgery     ''■■     v 

J.   HKRZKi. 

Dr.  Hensig  said  that  he  pn\plf>yg  a  4  per  cent  solution  nwdc  up  with  I 
per  cent  boraclc  acid,  and  Injects  ten  minims  Into  the  anterior  pillar  of 
the  fauces.  He  also  applies  a  hO  per  cent  solution  post-nasally  to  tha 
adenoid  space.  He  then  waits  ten  to  fifteen  minutes  before  operating, 
and  performs  either  a  tonsillectomy  or  a  tonsillotomy  with  the  punch 
operation.  The  adenoids  are  removed  as  usual,  with  the  curette  only. 
There  is  some  bleeding  during  the  operation,  but  none  Ave  minutes  after 
the  operation  la  finished.  He  has  operated  on  .190  cases  of  tonsils  and 
adenoids,  and  has  performed  six  uvula  resections  and  four  tonsillar 
cauterizations.  The  anesthesia  In  the  pharynx  lasts  from  two  to  eight 
days:  the  edema,  from  two  to  ten  days.  Then  a  membrane  forms  at  the 
site  of  the  Infection.     This  disappears  In  from  two  to  ten  days. 

In  '  '<n,  he  stated  that  he  wished  to  emphasize  the  fact  that  the 

ad\.i:  i  urea  and  quinin  over  cocain  are  that  the  former  la  non- 
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toxic  and  that  the  anesthesia  of  the  pharynx  lasts  from  two  to  eight 
days,  preventing  the  soreness  that  always  follows  the  use  of  cocaln  or 
general  anesthesia.  It  also  acts  as  a  hemostatic,  even  in  fibrous  tonsils. 
.  The  disadvantages  are  those  of  any  local  anesthetic,  in  that  the  patient 
gets  nervous  from  seeinp  the  doctor,  and  also  from  the  sight  of  blood 
and  instruments. 

DISC  I'.S.SIO.V. 

Dr.  Phkudknthai,  said  that  he  had  been  especially  interested  in  Dr. 
Herzig's  paper,  as  he  himself  had  written  a  paper  on  a  similar  subject 
some  two  years  ago  for  the  Centrnihinti  iurr  f-nri/iionii./in  nt  ih<^  rooii<>«» 
of  Professor  Findler,  of  Berlin. 

There  is  no  question  about  the  ioxh  iiy  of  cocain.  aiinoiigri  now  a-ilays 
very  few  cases  of  evil  effects  are  reported  from  its  use.  Of  <ourse  no  one 
would  dream  of  injecting  a  10  per  cent  solution  into  the  tonsils  of  a 
young  child,  as  has  happened  in  this  city.  Those  accidents  that  do  bap- 
pen  are  usually  due  to  a  combination  of  adrenalin  and  cocuin.  He  had 
demonstrated  in  a  number  of  cases  that  the  adrenalin  was  the  cause  of 
the  death.  The  effects  of  adrenalin-iwisonlng  are  so  characteristic  that 
if  once  seen  they  can  never  be  forgotten.  If  a  large  quantity  is  used  the 
toxic  effects  are  visible  in  half  a  minute. — extreme  pallor  of  the  face  and 
the  next  minute  the  patient  is  gone. 

Coming  to  the  question  of  urea  and  quinin  hydrochlorid.  Dr.  Freuden- 
thai  said  that  he  had  tried  this  method  of  anesthesia  several  years  ago 
and  some  rather  unpleasant  occurrences  resulted.  The/  wer»  not  danger- 
ous, but  the  edema  was  rather  more  than  he  liked  to  see  and  there  was 
some  sloughing  of  the  parts  which  did  not  heal  readily.  Shurley,  of 
Detroit,  described  similar  occurrences;  so  he  abandoned  it  but  he  had  re- 
cently taken  it  up  again  and  had  used  it  very  satisfactorily  on  some 
cases  this  summer.  He  is  not  yet,  however,  prepared  to  give  a  final 
opinion  regarding  it.  It  can  be  used  to  advantage  in  laryngeal  and 
pharyngeal  work  where  we  have  to  use  enormous  quantities  of  cocain 
and  where  the  toxic  effect  might  be  very  great,  and  for  th.-se  cases  he 
would  advise  its  employment. 

Dk.  Harmon  Smith  said  that  he  had  never  employed  this  method  of 
nnesthesia  and  therefore  the  force  of  his  remarks  would  be  to  that  ex- 
tent unimportant.  He  said  that  he  would  certainly  never  employ  such 
anesthesia  in  children,  but  in  adults,  provided  the  sloughing  and  slow 
healing  could  be  averted,  he  saw  no  reason  why  it  should  not  be  used, 
particularly  if  the  good  results  claimed  by  the  author  would  follow  in  the 
experience  of  all  operators.  As  to  the  objectionable  results  from  the  use 
of  adrenalin,  spoken  of  by  Dr.  Freudenthal,  he  said  that  he  would  like  to 
state  that  the  evil  results  were  due  to  cerebral  anemia  and  that  this 
could  be  obviated  by  having  the  patient  in  a  reclining  position  at  the  time 
of  the  injection;  that  the  danger  of  the  dizziness  and  syncope  were  over 
in  from  five  to  ten  minutes  after  the  injection  if  the  patient's  head  were 
placed  sufliciently  low  to  prevent  the  cerebral  anemia. 

Dr.  Smith  said  that  if  the  analgesia  lasted  for  several  days,  as  stated 
by  Dr.  Herzig,  that  it  might  be  an  economy  of  time  as  well  as  an  ad- 
vantage to  the  patient  to  inject  him  one  day  and  have  him  return  on 
some  subsequent  day  for  the  operation.     Moreover  in  view  of  these  last- 
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Ing  effects  of  the  anenthesJa.  In  the  removal  of  tonalls  from  adults  or  in 
casM  of  flbrous  tonsil.  It  might  be  advisable  to  inject  the  solution  to  pre- 
vent pain  subsequent  to  the  operation. 

Dk.  Caittu  said  that  he  did  not  wish  to  be  considered  ultra-conservative 
about  matters  pertaining  to  laryngology,  but  that  he  did  not  see  the  use 
of  getting  out  another  drug  for  anesthesia  if  we  have  one  which  Is  per- 
fe<tly  satisfactory.  Objections  have  been  made  to  cocaln  on  the  ground 
of  Its  toxicity  but  he  has  used  it  in  solutions  of  half  of  one  per  cent  up 
to  pure  crystals  and  has  not  yet  had  a  case  In  which  he  felt  that  the 
symptoms  of  the  patient  were  due  to  cocaln.  Cocaln-poisonmg  has  been 
exploited  to  a  degree  that  has  reflected  undue  dl.scredlt  on  the  drug.  On 
several  occasions  he  ha.s  had  patients  drop  over  before  they  have  been 
touched  by  an  in.strument  or  by  cocaln,  merely  from  the  psychic  effect  of 
havlns  an  examination  made.  Such  cases  are  not  due  to  the  drug,  but  to 
the  dread  of  a  |)osslble  operation.  In  poisoning  by  cocaln.  entirely  dif- 
ferent symptoms  are  presented,  and  he  believes  that  the  psychic  disturb- 
ance Is  mistaken  for  true  poisoning,  which  is  rare.  Several  objections 
to  urea  and  quinin  hydrochlorld  were  admitted  by  the  essayist.— the 
having  to  wait  for  ten  or  fifteen  minutes  for  the  anesthesia,  and.  on  the 
other  hand,  that  this  lasts  from  six  to  eight  days.  Dr.  Career  said  that 
the  only  advantage  he  could  see  in  such  a  prolonged  anesthesia  in  operat- 
ing on  the  nose  and  throat  is  that  if  one  is  not  satisfied  with  the  first 
<>peratlon  and  finds  that  something  more  has  to  be  done  he  can  do  It 
several  days  afterward  without  re-anesthetlzing  the  patient.  We  do  not 
have  edema  with  cwaln  and  we  do  not  have  a  false  membrane.  These 
objections  should  stand  against  the  urea  and  quinin  hydrochlorld. 

In  regard  to  the  hemostatic  qualities,  everyone  knows  that  cocaln  la 
hemostatic,  that  it  contracts  the  blood-vessels  and  shrinks  the  niucoua 
membranes. 

I»r.  Carter  thinks  that  we  should  not  adopt  a  drug  for  local  anesthesia 
in  nose  and  throat  work  that  has  no  more  points  In  Its  favor  than  were 
shown  In  the  paper.  Urea  and  quinin  hydrochlorld  Is  a  useful  drug,  but 
Its  greatest  usefulness  Is  found  in  other  fields  of  surgery,  as  shown  by 
the  work  of  Crile. 

I>H.  Y\.xkai'»:k  said  that  some  years  before  In  a  paper  read  before  the 
Section  he  had  called  .attention  to  a  mothod  of  anesthetizing  the  tonsil 
which  re<iulred  a  minimum  of  cocaln:  It  consisted  in  injecting  the  nerve 
of  the  posterior  palatine  foramen  with  a  single  injection  of  10  minims  of 
a  I  per  cent  solution  of  cocaln.  In  that  way  one  can  anesthetize  the  en- 
tire tonsillar  area  and  can  do  a  tonsillotomy  without  any  pain  whatever. 

I>K.  Myi.i.h,  referring  to  the  amo<int  of  pain  experienced  by  the  patient, 
wild  that  he  had  heard  It  stated  many  times  by  distinguished  phyHlcians 
that  It  depcmded  largely  ut>on  the  power  of  moral  suasion  exercised  by 
I  he  surgeon. 

Many  years  ago  quinin  was  used  bypodermically  for  malaria,  and  at 
thnt  time  some  unfavorable  results  were  reported,  but  the  use  of  the  drug 
was  not  80  well  understood  then  as  now.  The  urea  and  quinin  hydro- 
■  hlorld  certainly  seems  worthy  of  a  trial.  Dr.  Myles  said  that  he  did  not 
know  how  much  attention  the  operators  paid  to  the  complaints  of  their 
paiienta  after  tonsillectomy,  but  he  had  known  them  to  niaiie  the  atmos- 
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phere  blue  for  a  week,  complaining  that  they  could  not  swaUow  and  that 
they  suffered  pain  all  the  time.  There  is  often  a  great  deal  of  distreM, 
and  he  wag  in  favor  of  using  moderate  solutions  of  this  druij  subsequent 
to  the  operation  if  experience  proves  the  claims  to  be  true.  He  is  strong- 
ly inclined  to  do  everything  possible  to  prevent  the  patient  from  suffering 
pain  both  at  the  time  of  operation  and  afterward;  and  If  the  urea  and 
quinln  hydrochlorld  can  be  used  in  this  way  without  being  followed  by 
edema  or  sloughing  it  would  be  a  great  help  in  operations  for  tonsil- 
lectomy. 

Dr.  Huki)  said  that  there  was  no  doubt  about  the  use  of  urea  and  qui- 
nln hydrochlorld  as  an  anesthetic.  An  interesting  theoretical  point  had 
been  given  to  him  by  a  Southern  physician  in  relation  to  the  quinln 
causing  acute  mania, — at  times  this  can  be  relieved  by  morphln.  The 
una  does  not  produce  edema;  it  is  not  an  exudation  of  serum  but  of 
fibrin,  and  that  was  proved  soon  after  its  discovery.  It  was  found  to  be  a 
fibrosis  not  an  edema.  Anything  above  1  per  cent  will  produce  It;  1  per 
cent  does  not  give  a  post-operative  anesthesia.  Four  or  ten  per  cent  will 
give  a  fibrosis  and  post-operative  anesthesia.  How  much  that  will  Interfere 
with  tonsil  operations  depends  on  the  amount  of  fibrosis  In  the  pillars. 
It  is  an  ideal  anesthetic  to  run  ahead  in  extensive  operations  about  the 
neck,  like  glands  of  the  neck  as  one  need  not  be  afraid  of  poisoning. 

Dk.  Glt.xtzkk  inquired  in  regard  to  the  quantity  of  solution  used  and 
the  method  of  operation,  and  also  whether  during  the  period  of  ooavar 
lescence  there  were  any  ear-symptoms. 

Uk.  Hkkziu  said  that  he  had  never  noticed  any  ear-symptoms.  He  uses 
the  urea  and  quinln  mixed  with  boric  add  and  injects  10  minims  of  a  4 
per  cent  solution.  The  reason  for  the  sloughing  was  brougut  out  by  Dr. 
Hurd.  With  stronger  solutions  than  4  per  cent  one  will  get  sloughing. 
If  a  4  per  cent  or  less  be  used,  there  will  not  be  sloughing.  He  himself 
has  never  had  a  case  of  sloughing. 

In  regard  to  the  edema:  This  never  travels  downward.  The  urea  and 
quinln  hydrochlorld  is  actually  a  hemostatic  and  It  is  better  than 
adrenalin.  He  has  never  had  a  post-operative  hemorrhage. 
.  It  Is  the  anesthesia  of  choice  in  adults.  Dr.  Herzig  said  ;hat  he  never 
uses  It  for  children.  He  had  given  a  resume  of  his  experiments  with 
children,  but  only  employs  it  with  grown  persons  and  older  children; 
he  also  uses  it  to  allay  the  soreness  of  which  they  complain  and  which 
often  lasts  for  a  week  after  ether  or  cocain.  Patients  do  not  suffer  from 
soreness  with  urea  and  quinln. 

The  operation  which  he  performs  is  tonsillectomy,  sometimes  with 
the  snare,  and  sometimes  with  the  tonsillotome  and  punch. 

He  also  uses  urea  and  quinin,  four  per  cent  injection  with  ether.  In- 
jecting it  when  the  patient  is  under  tha  imfluence  of  the  ether.  It  acts 
as  a  hemostatic. 
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Regular  Meeting,  January  3'y,  191  J. 
Ur.  B.  B.  Oleason,  Vkairman. 

Tubercular  Growth  of  Septum.       1)k.    K.    MatIjOCK. 

Dr.  K.  .Mallaok  prt-sented  a  patient  who  consaltfd  him  on  account  of 
na«al  obstriKtlon  and  nose-bleed,  lie  found  several  pale,  tumor-like 
formations  on  both  sides  of  the  nasal  septum,  which  bled  readily  on 
being  touched.  .Microscopically  their  appearance  suggesterl  syphilis  or 
a  malignant  growth,  but  a  section  removed  for  diagnostic  purposes 
showed  typical  tubercular  growths.  Although  symptoms  have  been  pres- 
ent over  a  year,  there  has  been  very  little  damage  to  the  general  health. 

SYMPOSIUM    ON    THE    FRONTAL    SINUS. 

The  Normal  and  Abnormal  Frontal  Sinus  with  Demonstration  of  Speci- 
mens. 1)K.  y.  M.  STBOL'SE. 
Frontal  sinusea  are  never  exactly  alike  in  size  or  shape  but  often 
very  nearly  so.  The  septum,  which  may  be  considered  a  continuation 
<<  the  nasal  septum,  is  frequently  deflected  to  one  sl(ie  or  to  the  other 
and  therefore  very  largely  determines  the  size  of  the  sinus.  To  out- 
line the  normal  sinus,  draw  a  curved  line  from  one  rupra-orbltal  notch 
to  the  other,  then  a  vertical  line  from  the  8U|>erlor  function  of  nasal 
bones  to  the  top  of  the  curved  line.  The  frontal  sinus  is  pyramidal  in 
shape,  base  Inferlorly  located;  has  anterior,  posterior  and  Inferior  walls. 
Anterior  wall  thicker  but  less  compact  than  poMlerior,  later  separating 
sinus  from  frontal  lobe.  Interior  Is  Irregular;  mucous  membrane  Is 
thin  and  adherent,  similar  to  lining  of  other  accessorv-  cavities,  sparsely 
supplied  with  lymphatlca.  Venous  anostomosis  Important  on  account 
of  surgical  patholng>-.  ronimunliatlng  with  ophthalniir.  nasal,  facial  and 
'■erebral  veins.  Normally  the  sinus  communicates  witn  the  nose  through 
its  ostium  info  seml-iimar  hiatus;  fr«'quently,  owing  to  ronforniatlon  of 
anterior  group  of  ethmoid  cells,  an  Intermediate  passage,  ductus  naso- 
frontalis,  is  formed  or  communication  with  nares  may  be  by  an  indirect 
route  through  an  anterior  ethmoid  cell.  Occasionally  the  drainage  Is 
into   the    ■      '  •    antrum.     In    probing   the   frontal   sinus   the   surgeon 

must  be  f  mindful  of  Itx  peculiarities.     Kxaniination  of  anoma- 

lous specimens  hwe  exhibited  Is  a  convincing  object  les.son  of  the  fre- 
quency with  which  this  condition  Is  found.  Almost  every  variety  of 
abnormal  stnua  may  be  seen  here,  namely  the  abnormally  small,  the 
very  large,  those  of  remarkable  Inequality,  sinus  --xtendlng  high  on 
the  vortex  or  laterally  to  the  superior  orbital  process  of  the  molar  bone 
and  again  another  extending  Into  the  leawnr  wing  of  the  sphenoid.  Again 
but  one  sinus  Is  sometimes  found,  and  in  such  a  case  there  Is  but  one 
ostium.  Frr4)uentlr  we  find  partial  septa  and  then  again  we  note  en- 
tire  absence   of   the    sinus,   size   and    sh«p«   depending    on    position    of 
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septum,  Intra-nasal  pressure  and  over-reebeorption  of  bone.  Dehiscences 
may  be  found  in  any  ur  all  walls  including  septum.  Caueee  for  ttaese 
defects: — conKeuital,  traumatic,  Hi'nll«>  and  patholoRical  changes. 

Bullet  Wound   of  the   Frontal   Sinus  and    Brain.        Uii.    GKOttor.   W.    Mac- 

KK.NZIE. 

Male,  age  47  years,  was  shot  in  the  middle  of  the  forehead  at  close 
range  with  a  32  caliber  revolver.  September  15.  1913.  When  seen  by 
the  writer  a  short  time  after  Its  occurrence  the  patient  was  found  to 
be  consiious  but  rather  uncommunicative. 

Examination  showpd  a  rounded,  depressed  wound  about  one  Inch 
above  the  root  of  the  nose  and  slightly  to  the  right  of  the  middle  line. 
Neurologic  examination  was  negative.  The  skiagraph  showed  the  bullet 
located  in  the  head  about  one  and  one-quarter  Inches  deep.  Inner  wall 
of  the  sinus  was  splintered  and  depressed.  Temperature  101.2  =  ,  pulse 
88,  respirations  26. 

Operation:  Under  ether  narcosis;  horizontal  incision,  about  2Vi 
Inches  long  from  the  crest  of  one  brow  to  the  crest  of  the  other  through 
the  soft  parts  and  periosteum  to  the  bone.  A  second  Incision  extending 
from  a  ix)lnt  about  the  middle  of  the  first  incision,  vertically  upward, 
about  1^  Inches  long,  making  two  right-angled  flaps.  Elevation  of 
periosteum  and  soft  tissue  which  exposed  the  wound  --ind  the  bone  about 
the  wound  for  an  area  of  6  sq.  cm.  Close  Inspection  of  the  wound 
showed  a  punched-out  hole  resembling  a  small  trephined  opening  Into 
which  one  could  introduce  the  tip  of  the  .small  finger.  In  the  depths 
of  the  wound  could  be  seon  a  disc-shaped  fragment  of  loose  bone.  The 
external  opening  was  enlarged  with  bone-cutting  forceps  to  about  the 
size  of  a  quarter  of  a  dollar.  It  was  then  attempted  to  remove  the  disc 
of  bone,  but  without  success,  because  its  diameter  exceeded  that  of  the 
opening.  The  wound  was  still  further  enlarged  to  about  the  size  of 
half  a  dollar,  when  the  disc-shaped  bone  was  removed  without  difficulty. 
Examination  of  this  fragment  showed  that  which  corresponded  to  the 
external  surface  was  about  the  size  of  a  dime  but  the  internal  surface 
was  beveled  in  such  a  way  that  it  was  equal  In  size  to  a  quarter.  Behind 
this  fragment  of  bone  could  be  seen  the  black,  somewhat  shiny  appear- 
ing bullet  which  was  at  a  lower  level  than  the  fragment  of  bone,  some- 
what nearer  the  ostium  of  the  frontal  sinus.  (At  .itiout  this  time  air 
bubbles  and  blood-tinged  mucous  were  noticed  coming  up  from  the 
nose.)  Several  small,  splintered  fragments  of  bullet  and  bone  were 
removed,  after  which  tie  bullet  mass  was  grasped  and  removed  with 
but  little  difficulty.  The  side  presentiijLg  Inward  was  flattened  consider- 
ably (mushroomed).  The  Inner  wall  of  the  frontal  sinus  was  found 
to  be  fractured  and  splinters  presented  inward  towards  the  brain.  Two. 
half-inch,  long  spicules  of  bone  had  penetrated  the  dura  and  were 
buried  about  half  an  Inch  in  the  brain  substance.  These  were  removed 
with  a  very  slight  loss  of  brain  substance,  if  any.  Wet  iodoform  gauze 
packed  In  the  wound.     Superficial  dressing  of  plain  gauze  and  bandage. 

Recovery  was  uneventful,  patient  discharged  November  23,  191".  with 
small  depressed  scar. 

(To  te  continued.) 
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(Ort(inaI   Communications  are  received  with  the  undefstandinc\ 
that  ther   are   contributed   eieluiirelr  to  Tm  I.OTMCoacori./ 

CORRECTIVE   RHINOPLASTY.* 

1>      '         ''  Ualtimore. 

Where  the  nose  lia.-.  Liecii  iiartiaily  or  completely  destroyed  by 
disease  or  trauma,  the  individual  so  disfigured  is  for  the  most 
j)art  an  object  of  pity  and  sympathy,  but  at  the  same  time  he  is 
not  accorded  those  privileges  in  the  social  and  commercial  world 
enjoyed  by  other  jiersons.  For  hundreds  of  years  past,  therefore, 
since  the  appearance  of  Tagliacozzi's  work  in  1597,  rhinoplasty 
lor  the  relief  of  such  conditions  has  been  an  accepted  surgical 
procedure. 

For  some  reason,  however,  corrective  rhinoplasty  has  not  re- 
ceived the  attention  which  it  merits.  By  corrective  rhinoplasty 
is  meant  those  operations  which  have  for  their  object  the  restora- 
tion to  a  presentable  form,  size  and  position  noses  which,  from 
acci<lcnt.s  or  congenital  causes,  are  so  deformed  as  to  give  tn 
the  individual  an  unsightly  ap{)earance.  Rhinologists  in  general 
have  shown  but  little  inclination  to  develop  this  line  of  surgery, 
although  the  feasibility  and  advisability  of  the  work  have  been 
provetl  by  the  excellent  results  obtained  by  Roe.  Joseph,  Berens 
and  others  for  a  number  of  years  past.  This  indifference  may  be 
due  to  the  fact  that  there  has  been  absolutely  no  systematic  treat- 
ise on  this  work  until  the  appearance  of  Joseph's  article  in  the 
German  Handbuch  almut  a  year  ago.  An  operator,  however  clev- 
rr,   might   lack   sufticient  originality   to  develop  a   projwr  tcchnic 

!»(»'«    IhPiilK    Dr^tftilvd    n<    tli*    twentieth    itnntikl    mcetlnK    of    the 
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along  these  lines  in  the  absence  of  such  literature.  Then  also, 
there  still  exists  a  feeling  among  many,  that  so  long  as  some  sort 
of  nose  is  present  we  are  not  justified  in  tampering  with  the  work 
of  providence. 

A  general  belief  prevails  that  persons  so  disfigured  are  prompt- 
ed only  by  vanity  to  seek  relief,  but  men  who  have  done  most  in 
this  field  have  cited  many  instances  which  abundantly  show  that 
such  patients  are  so  frequently  objects  of  comment  and  ridicule 
that  they  become  keenly  self-conscious,  and  a  physical  depression 
is  brought  about,  amounting  in  marry  instances  to  melancholia.  Jo- 
seph cites  cases  of  actual  attempt  at  suicide  owing  to  this  depress- 
ing effect  upon  the  nervous  system. 


Fleuri-    ].      Framework    of    nose    (<jra.vK 

The  interest  of  the  writer  was  first  attracted  to  this  subject  about 
four  years  ago  when  two  patients  applied  for  relief  from  such 
conditions.  One,  a  young  woman,  "^2  years  of  age,  had  a  horribly 
flattened  and  laterally  displaced  nose,  following  a  badly  managed 
fracture  sustained  by  falling  down  stairs.  This  girl's  face,  other- 
wise quite  pretty,  was  very  much  marred  by  the  deformed  nose — 
her  disfigurement  was  most  noticeable,  and  she  was,  consequently, 
in  a  continually  depressed  state. 

The  second  case  was  that  of  a  young  man  with  a  congeniialiy 
over-sized  nose.  So  enormous  was  this  man's  nose  that  he  was 
constantly  reminded  of  it  by  comments  of  persons  w'th  whom  ce 
had  to  come  in  contact.     Further,  he  fel*  'han  any   i '.  .inctmi'.Tt 
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with  the  concern  that  employed  him  was  actually  hampered  by 
his  a|)pcaraiue.  He  also  brooded  imich  over  his  condition,  and 
expressed  a  willingness  to  spend  all  of  his  small  savings  if  he 
couUl  hut  lie  freed  from  such  disfigurement. 

The  mental  condition  of  these  two  individuals  at  this  time  made 
-o  profound  an  impression  uiwn  me  that  I  was  led  to  take  up  this 
work  seriously,  and  at  once  began  to  search  literature  for  light  on 
the  subject  and  to  work  it  up  in  the  dead-house  and  clinic. 

Text-l)ooks  on  general  surgery  furnished  no  information  since 
they  detailed  only  methods  where  skin  incisions  were  employed. 
Even  as  late  as  ID  11,  Kolle's  books  on  'Plastic  surgery"  makes 
but  casual  mention  of  any  other  procedure.     Books  on  rhinolog>- 
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have  had  so  little  to  say  on  the  subject  that  but  slight  assistance 
could  Ik;  obtained  from  them.  A  number  of  interesting  monographs 
have  l)cen  written  in  this  country  and  abroad  since  1887  (when 
Roe's  first  publication  appeared  I.  from  which  much  can  be  learned, 
!iut  they  arc,  with  few  exceptions,  mostly  made  up  of  case-rejjorts, 
vith  pictures  of  subjects  before  and  after  operation,  leaving  much 
o  the  rca<ler's  imagination  as  to  finer  details  of  technic.  s-i  iiii 
)ortant  for  a  successful  outcome  in  these  oi)erations. 

An  endeavor  will  here  Ik-  made  to  describe  more  fully  details  of 
echnic  which  have  yielded  l>est  results  in  the  work  thus  far  done 
ly  the  writer,  in  the  hope  that  the  little  he  has  learnc<l  may  inter- 
s\  others  in  the  work,  so  that  it  may  lie  given  the  standing  in  sur- 
:cry  which  »eems  its  due.  This  might  also  help  fo  do  away  with 
he  so-called  "beauty  specialist"  who  flourishes  in  mriv\  ur 
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larger  cities  at  tiic  expense  of  those  who  should,  as  a  matter  of 
fact,  be  cared  for  by  the  skilled  rhinologist.  For  only  the  rhinolo- 
gist  is  capable  of  relieving  the  impaired  nasal  breathing  so  fre- 
quently existing  along  with  the  external  deformity. 

Classification :  The  deformities  here  under  consideration  are  di- 
vided into  two  classes:  (1)  idiopathic  or  congenital;  (2)  acquired. 
To  the  former  belong  the  over-developed  nose,  hump-nose,  con- 
genital saddle  and  pug  nose,  while  to  the  latter  belong  all  sorts  of 
grotes(]ue  alterations  in  shape  and  position  of  the  nose  caused  by 
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Rubber  apron   used   by  writer. 


fracture  or  dislocation,  and  likewise  by  destruction  of  the  bony  or 
cartilaginous  framework  from  syphillis,  tuberculosis  and  lupus. 

For  practical  purposes,  a  further  subdivision  is  generally  made 
into  deformities  aflfecting  the  bony  and  those  affecting  the  cartila- 
ginous portions,  although  both  are  frequently  involved  at  the  same 
time.  The  various  types  of  deformity  have  been  admirably  de- 
scribed by  Roe,  whose  classification  seems  the  most  comprehensive. 

Anatomical:  Reference  to  Figures  1  and  2  reminds  us  of  the 
normal  relationship  of  the  various  parts  making  up  the  framework 
of  the  nose,  and  the  part  played  by  the  nasal  septum  in  the  sup- 
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port  of  the  lower  cartilaginous  portion.  It  is  well  to  bear  in  mind 
that  the  anterior  edge  of  the  triangular  cartilage  can  be  felt  di- 
rectly under  the  skin,  and  also  that  the  fleshy  tip  of  the  nose  is 
quite  mobile,  owing  to  the  existence  of  the  membranous  septum 
between  it  and  the  lower  edge  of  the  triangular  cartilage.  The  ex- 
istence of  this  membranous  septum  makes  alteration  in  the  posi- 
tion of  the  nasal  tip  a  comparatively  simple  matter. 

Preparation  of  operatize  field:  To  guard  against  any  possible 
infection,  great  care  should  be  exercised  in  preparing  the  interior 
and  exterior  of  the  nose  prior  to  operation. 


KiKure  4.     {%)  SinaU  pulntrd  kniie.     {,»>    V\  riter'a  i<t)rtu«iual  vluvut 
and  sides  sharp,     (c)  Writer's  flic. 


After  thoroughly  douching  with  a  sterile  saline  solution,  the  hair 
is  closely  cut  from  within  the  vestibule  of  the  nose  with  a  pair  of 
Inng-|>ointed  surgical  scissors,  and  the  parts  thoroughly  washed 
uitli  plrdgrts  of  cotton  soaked  in  l-2(M)fl  bichlorid  of  mercury 
-olution,  followed  by  95  per  cent  alcohol.  The  entire  face  is  now 
washed  with  soap  and  water,  alcohol  and  ether.  Further,  to  prc- 
veiU  infecti<»n  when  operating  in  the  sitting  position,  the  mouth  is 
overed  with  a  sterile  apron  made  of  dental  rubber  dam.  (Figure 
'.)  This  apron  also  «cr\cs  to  keep  bloo«l  from  running  into  the 
mouth  of  the  patient.  When  o|>crating  in  the  recumbent  posture, 
the  mouth  is  covered  with  gauze,  as  the  rubier  apron  would  ob- 
struct breathing. 


'nl) 


COHEN:    CORRKCTIVK  RHINOPLASTY. 


J II  order  that  miiciis  from  within  the  nose  may  not  cause  infec- 
tion, we  always  enforce  mouth-breathing  by  means  of  a  naso- 
piiaryngeal  tamjjon  if  operating  under  general  anesthesia,  or  by 
packing  the  rear  end  of  l>oth  nasal  cavities  if  the  patient  is  in  a 
sitting  position,  under  local  anesthesia.  Xeed  for  this  precaution 
is  far  greater  when  operating  under  ether,  which,  as  a  rule,  stimu- 
lates an  excessive  flow  of  mucus  and  this  might  be  carried  into  the 
wound  during  nasal  respiration.  Besides,  the  posterior  tampon  pre- 
vents blood  from  flowing  back  into  the  throat  to  be  aspirated  by  the 
patient. 


Figure  5.     Nasal  saws  ot  Coakley.  ri^; 
niinlc  1?8   inches  lone. 


L-d. 


Anesthetic :  While  in  cases  of  lateral  deformity,  in  which  Berens' 
method  of  mobilization  is  employed,  ether  is  administered,  in  all 
instances  where  subcutaneous  methods  have  been  followed  we  have 
found  local  anesthesia  sufficient,  even  in  subjects  as  young  as  13 
years.  A  preliminary  dose  of  morphia,  according  to  the  age  of 
the  patient  is  given  hypodermically.  The  nasal  vestibule  is  cocain- 
ized with  a  10  per  cent  solution  of  cocain,  after  which  the  sub- 
cutareou.'!  tissue  over  the  entire  nose  is  infiltrated  with  a  one-quar- 
ter per  cent  solution  of  cocain  in  1-1.")000  adrenalin  chlorid.  This 
is  best  injected  with  a  regular  hypodermic  syringe,  using  a  special 
needle  1  to  lyi  inches  long,  according  to  size  of  the  nose.  The 
needle  is  inserted  from  within  the  vestibule,  under  the  skin,  which 
of  course  is  not  to  be  perforated. 
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Incision:  in  all  mctluxls  uf  correcting  these  ileturmities.  tiie  main 
object  should  be  to  avoid  marring  t!ic  subsequent  appearance  of  the 
nose  by  scar,  or  in  other  words  to  work  entirely  from  within.  For 
these  subcutaneous  operations,  then,  incision,  as  first  advocated  by 
Kot,  should  be  made  within  the  vestibule  of  the  nose,  generally 
above  the  lower  lateral  cartilage  of  the  left  side,  and  subsequently 
if  necessary  on  the  right  side,  cutting  through  the  mucous  mem- 
brane and  the  cartilage  to  the  undcr-surface  of  the  skin.  Whether 
this  incision  is  made  close  to  the  septum  or  more  laterally,  depends 
on  whether  we  wish  to  alter  the  line  of  the  nasal  dorsum  only,  or 
whether  the  nasal  processes  arc  to  be  severed  from  their  attach- 


KlKiiio   B.     <'u|>p«T  saildle  In  place  after  opt-ratlon. 

mcnt  to  the  su|>erior  maxillar\.  it  is  suri)rising  with  what  ease 
one  can,  with  a  very  small  straight  knife  (Figure  4a).  under- 
mine the  skin  over  the  entire  nf)se  through  a  small  incision  on  one 
side,  owing  of  course  to  the  He.xibility  of  the  cartilaginous  j)ortion. 
By  following  the  course  of  the  knife  under  the  skin  with  the  in- 
dcx-fingcr  on  the  outside,  it  is  not  difficult  to  avoid  injury  to  the 
skin. 

Hemorrhage  during  this  process  is  not  great  or  annoying,  unless 
one  should  injure  the  angular  branch  of  the  facial  in  its  course  up 
the  side  of  the  nr)sc,  cml>cddcd  in  the  fibers  of  the  levator  lahii 
supcrioris  alac(|ua  nasi  mii.sclc.  Injtiry  to  this  vessel  may  W  avoid- 
ed by  working  close  to  the  skin  while  undermining,  in  iln-  way 
leaving  the  muscle  attached  to  the  framework  of  the  nose. 

In  correcting  the  cartilaginous  portion,  incision  must  l)e  made 
lower  down  and  will  lie  referred  to  later. 
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TIic  skin  having  been  uii<lcrmiiicd.  one  proceeds  with  the  subse- 
quent steps  of  the  ojjcration,  working  under  the  skin  as  if  it  were 
a  tent  and  guiding  the  movements  of  the  various  instruments  with 
the  left  hand  over  the  outside  of  the  nose. 

Hump  nose :  This  is  the  simplest  of  these  operations.  The  hump  is 
usually  situated  at  the  junction  of  the  osseous  and  cartilaginous  por- 
tion of  the  dorsum  nasi.  It  may  be  of  congenital  origin  due  to  over- 
development of  the  nose  in  this  situation,  or  may  be  acquired  through 
fracture  of  one  or  both  bones.     In  consequence  of  fracture,  the 


Figure  7.     (Schematic.)     Ijark   i>uriio!i  indicatinf;  amount  of  dorsum 

removed   in   lowering  plane.      (Joseph.) 

hump  may  be  situated  in  the  middle  line  or  to  one  side,  according 
to  whether  both  bones  were  fractured  or  only  one.  In  this  in- 
stance also,  the  hump  is  generallv  sharp  and  the  skin  over  it  very 
sensitive.  For  removal  of  hump  the  skin  should  be  undermined 
only  so  far  as  to  permit  of  freedom  in  the  use  of  instruments  be- 
neath it. 

The  periosteum  over  the  hump  is  pushed  aside  with  a  small  peri- 
osteal elevator  (Figure  4b).  The  hump  is  then  sawed  off  with  a 
short  saw  (Figure  o).  and  removed  through  the  incision.  A  small 
file  (Figure  4c),  made  for  this  purpose,  is  then  used  to  make  the 
surface  round  and  smooth,  and.  the  skin  is  now  placed  back  and 
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held  against  the  Lone  by  means  ol  a  jachiie  ut  thin  sheet  copiJer. 
j)atterned  to  suit  the  shape  and  size  of  eaeh  nose.  Tliis  saddle 
first  used  bv  Roe  in  recent  fractures  is  cf)vered  with  adhesive  plaster 
which  not  only  keeps  the  copper  from  direct  contact  with  the  tis- 
sues but  also  prevents  the  edges  from  cutting  into  the  skin.  A  one- 
inch  strip  of  adhesive  plaster  passing  over  the  saddle  and  termin- 
ating under  each  ear  holds  it  in  place  (  Figure  *'<).  While  the  sad- 
dle must  be  snugly  fitted  and  held  to  the  nose,  care  must  be  exer- 
cised lest  the  pressure  be  so  great  as  to  interfere  with  the  proper 
blood-supply  of  the  skin.     I  might  say.  before  placing  the  saddle 


I'lfture  8.     (Schpinatlc.)     Dark  line  indicating  direction  of  >'au 


w\ii     i  I  n'    ii''^f,    iiic    \c^uiiiinj    i^    nlw>^■I\     piiv  kciI    With    iuut»I''IIU    l.ijH'. 

and  that  sutures  are  not  necessary  in  this  operation. 

There  arc  many  advantages  of  the  copper  saddle  over  any  other 
means  of  retention  in  all  of  these  sulKUtaneous  operations.  First, 
owing  t<i  its  flexibility,  it  can  be  lient  to  any  desired  shape,  and  the 

I'crator  is  al>le  to  make  greater  or  less  pressure  at  any  required 

point  abmg  the  side  of  the  nose.     Secondly,  by  encasing  the  nose 

in  "iuch  a  splint,  the  extreme  swelling  which  otherwise  must  follow 

prevented  without  the  least  danger  of  constriction.    Thirdly,  the 

km  is  hcUi  do^wn  so  evenly  by  it  that  an  accumulation  of  secretion 

'•ncath  is  impossible.     Then  also,  in  working  with  Om<  >-"''t  '.1ir-,-t 

upper,  any  onlinary  pair  of  scissors  may  be  used. 
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In  these  cases  the  dressing  is  changed  every  forty -eight  hours,  the 
interior  of  the  nose  douched,  and,  to  prevent  maceration,  the  skin 
well  bathed  with  alcoiiol.  Tlic  saddle  should  he  worn  continuously 
for  ten  days,  after  which  time,  owing  to  a  tendency  of  the  skin  to 
swell,  the  patient  is  required  to  replace  the  saddle  at  night  for  a 
few  weeks  longer,  hut  now  holding  it  in  place  with  garter  elastic 
instead  of  the  adiiesive  plaster. 

Reduction  of  over-sized  nose:  The  over-sized  nose,  usually  of 
congenital  origin,  may  he  simply  an  exaggerated  hump  involving 


Figure   9.      (Schematic.)      Trlangk-    n  nuv.d   from    1. .".•■■    i  i  .! 

caitUage   in  shortening  nose.      (Joseph.) 

the  dorsum  of  practically  the  entire  nose,  or  the  nose  may  at  the 
same  time  be  too  wide  at  the  base  as  well  as  too  long,  therefore  re- 
quiring reduction  in  all  directions.  It  is  necessary  in  this  operation 
to  undermine  the  skin  more  extensively  than  in  the  simple  removal 
of  a  hump.  It  must  be  undermined  from  the  frontal  eminence  to 
the  tip  of  the  nose,  going  well  down  over  the  nasal  processes  of  the 
superior  maxillary,  if  the  nose  is  to  be  narrowed  at  its  base.  It  is 
rarely  necessar}-,  however,  to  undermine  the  skin  ovef-  the  lobule  or 
extreme  fleshy  tip.  nor  is  it  well  to  routinelv  undermine  over  the 
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uiiiu«>  oi  iiir  nasal  alac,  as  an  cffaccmcnt  of  these  iuii(iu>  is  like- 
ly to  result,  making  the  profile  of  the  nose  appear  too  flat. 

In  reducing  the  height  of  the  nose,  the  method  first  suggested  by- 
Joseph  has  been  followed.  After  undermining,',  we  saw  through 
the  nasal  bones  from  above  downward,  beginning  at  the  frontal 
notch,  and  remove  as  much  of  the  bony  dorsum  as  required.    The 

artilaginous  portion  is  pared  off  with  the  knife  in  the  same  way 

I'igure  Ti.  and  all  tissue  thus  detached  is  removed  through  the 

iicision.    The  file  is  here  also  used  to  smooth  and  round  off  the 

iirface.  In  sawing  dorsum  of  the  nose,  Roe  advises  against  creat- 
ing an  opening  into  the  nasal  chambers,  whereas  Joseph  enters  with 
the  saw  in  nearly  all  cases.    I  have  not  yet  seen  any  infection  fol- 

<w  from  making  such  an  opening. 

After  thus  lowering  the  dorsum,  the  length  and  width  of  the 
nose  f>ftcn  api>ear  even  more  accentuated,  and  the  lobule  too  prom- 
iiKiit  To  reduce  the  width  of  the  nose  at  the  base,  both  nasal 
procos.-cs  are  sawed  through  at  their  junction  with  the  bodies  of 
the  superior  ma.xillar)-  bones  (Figure  S ),  first  separating  the  perios- 

<-um  with  elevator.    Now  by  making  firm  pressure  with  the  thumb 

tid  index-finger,  the  lower  edges  may  be  made  to  approach  the 
..liddle  line  of  the  nose  and  the  nasal  bones  fractured  at  their 
junction    with    the    frontal.      Sometimes,    however,   to    sufficiently 

Mobilize  the  nasal  processes  and  nasal  bones,  it  is  necessary  to  grasp 
lite  bones  with  forceps,  one  blade  of  which  is  introduced  through 
the  incision  and  the  other  into  the  vestibule  of  the  nose. 

Should  lowering  the  dorsum  cause  the  top  of  the  nose  to  api>ear 

><)  l)r(>ad  and  flat,  this  may  be  overcome  by  tilting  the  up|)er  edges 

•  I  the  nasal  bones  toward  the  middle  line. 

Shortening  the  entire  nose,  if  too  long,  may  be  accomplished  in 
the  following  manner :  A  triangular  piece  should  be  removed  hor- 
izontally from  the  lower  l»ordcr  of  the  cartilaginous  septum,  in- 

iuding  a  portion  of  the  membranous  sei)tum  below.  The  base  of 
this  triangle,  .'{  to  '»  mm.  in  width,  should  I)€  situated  forward  di- 
rectly under  the  tip  of  the  nose,  and  the  apex  at  the  interior  nasal 
-pine  (Figure  9).  Any  small  straight  knife  may  be  used  to  trans- 
fix the  septum  for  this  purpose.  After  removing  the  triangular 
including  the  mucous  menibrane  on  both  sides,  the  tip  and 
niia  arc  sutured  to  the  newly  made  lower  t)f)rder  of  the  triang- 

lar  cartilage,  thus  shortening  the  septum  and  raising  the  tip.  It 
may  also  be  t  ■  to  shorten  the  lateral  walls  of  the  nose  by 

removing  hon.        .  .     irom  the  inside  of  each,  just  aUjvc  the  low- 

r  lateral  cartilage,  a  triangular  strip  including  mucous  membrane 
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and  cartilage.  In  closing  the  wounds  thu.s  made  with  two  or  three 
sutures  of  black  silk,  the  lateral  walls  are  shortened  in  proportion 
to  the  size  of  the  strips  removed. 

If  the  cartilaginous  portion  of  the  nose  is  too  broad  it  may  Ijc 
due  to  a  bulging  of  the  alae  nasi,  which  at  the  same  time  causes 
the  anterior  nasal  orifices  to  appear  too  large.  In  several  such 
cases  the  writer  has  obtained  excellent  results,  by  removing  a  ver- 
tical strip  from  each  lower  lateral  cartilage  near  the  septum,  as 
suggested  by  Joseph.  These  strips,  3  to  5  mm.  in  width,  should 
include  everything  but  the  outer  skin.  To  excise  these  strips,  an 
incision  should  be  made  2  mm.  above  and  parallel  with  the  skin 
margin  just  within  each  ala  nasi.    Through  these  incisions  the  skin 


Before  operation. 


Fiyruie  10.     Cast  1. 


After  operation. 


over  the  alae  is  elevated,  and  with  a  pair  of  long-pointed  surgical 
scissors  the  strips  are  removed.  Suturing  of  these  wounds,  which 
is  accomplished  with  the  Yankauer  or  a  small  curved  surgical  needle 
reduces  the  breadth  of  the  nose  and  lowers  the  tip,  at  the  same 
time  making  the  opening  smaller. 

Where  the  tip  of  the  nose  is  simply  too  high,  as  frequently  hap- 
pens, in  the  absence  of  any  other  deformity,  the  method  of  Charles 
C.  Miller  for  changing  the  position  of  the  tip  will  be  found  simple 
and  eflfective.  This  operation  consists  in  transfixing  the  mem- 
branous septum  where  it  joins  the  triangular  cartilage,  and  in 
severing  the  attachment  of  the  entire  tip  therefrom.  Then  with 
several  sutures  properly  placed,  the  tip  may  be  sewed  to  the  sep- 
tum in  a  new  position  lower  down. 
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Management  in  these  cases  after  operation  is  \t.iv  -.uuuii  u.  ui.a 
mentioned  in  the  after-care  of  liump  nose,  that  is,  tlie  vestibule  is 
packed  with  iodoform  tape  and  the  saddle  splint  applied.  After 
reducing  the  size  of  the  nose,  the  redundant  skin  should  be  smooth- 
ly held  to  the  dorsum  and  sides  of  the  nose.  This  apparent  excess 
of  skin  soon  shrinks  and  adapts  itself  to  the  change  in  size  and 
position  of  the  nose.  The  copper  saddle  is  not  removed  from  the 
nose  for  four  days  following  operation ;  thus  allowing  sufficient 
time  for  some  union  to  take  place.  The  vestibule  is  irrigated  with 
normal  salt  solution  and  repacked  with  iodoform  tape,  after  which 
the  saddle  is  replaced.  Subsequently  the  dressings  are  changed 
I  very  forty -eight  hours.    I'atient  is  required  to  wear  the  splint  coti- 


FiKure   11.     Caae   i. 
liffore  operation.  After  oiu-ratlon. 

timiou^iy   Mir  liirrr  t'.  ii\<    weeks,  and  at  nigln   tor  several   weeks 
longer. 

Where  the  width  of  the  nose  has  been  reduced  at  its  ba- 
omjircss  the  mobilized  nasal  processes  and  prevent  them  from  as- 
^unling  the  old  position,  several  layers  of  adhesive  strips  onc-quar- 
ii  r  inch  wide  arc  stuck  to  the  skin  al<»ng  the  base  of  the  nose  on 
each  side,  so  that  when  the  copper  .saddle  is  placed,  tirm  pressure 
may  be  made  l-y  tli<'  '■«.. -r  ,„.iti.,i.  ,,("  ii,,.  ^^,],||j.  ^vithotit  iiijurv  to 
the  .skin 

After  shortening  the  nose,  to  prevent  tcn.««ion  on  the  stitches,  the 
iip  of  the  nose  is  supported  by  a  sling  made  of  one-quarter  inch 
strip  of  adhesive  plaster,  which  [lasscs  beneath  the  tip  and  is  stuck 
'"  the  skin  on  each  side  of  the  nose  near  the  dorsum. 
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Local  reaction  the  day  after  operation  may  at  times  be  very  in- 
tense, the  lower  eyelids  being  greatly  discolored  and  often  so  swol- 
len that  the  eyes  cannot  he  opened.  Tliis  need  cause  no  alarm,  as 
these  local  changes  quickly  subside,  leaving  scarcely  a  trace  at  the 
end  of  a  week.  The  general  reaction  in  all  cases  observed  has  been 
too  slight  to  merit  consideration. 

Lateral  deformities:  This  type  of 'deformity  is. one  for  which 
most  fretjuently  relief  is  sought.  It  is  characterized  by  a  displace- 
ment of  the  nose  to  one  side  of  the  middle  line  of  the  face;  thus 
producing  a  most  unsightly  appearance.  The  entire  nose  is  at 
times  bent  toward  one  side.  In  other  instances  the  bony  portion 
is  bent  toward  one  side,  while  the  tip  curves  in  the  opposite  direc- 
tion ;  thus  causing  the  nose  to  appear  twisted.  Such  a  nose  pre- 
sents a  very  curved  dorsal  outline,  and  is  usually  associated  with  a 
marked  septal  deflection  which  obstructs  nasal  breathing.  Again 
a  hump  or  prominence  is  not  uncommon  on  one  side  of  the  nose  at 
the  lower  end  of  the  nasal  bone,  making  the  nose  appear  very  large 
and  broad  at  this  point.  In  all  cases  where  the  entire  nose  is  de- 
flected there  is  considerable  difference  in  the  breadth  of  the  two 
sides,  the  side  to  which  the  nose  is  bent  being  much  narrower  than 
the  other. 

While  over-development  of  the  framework  on  one  side  of  the 
nose  may  account  for  some  of  these  deformities,  the  vast  majority 
are  the  results  of  old  unreduced  fractures  and  dislocations. 

A  satisfactory  cosmetic  effect  in  these  operations  depends  upon 
the  free  mobilization  of  the  eiUire  bony  and  cartilaginous  frame- 
work, the  proper  placing  of  the  nose  in  the  middle  line  of  the  face 
and  its  retention  there  with  some  suitable  apparatus. 

It  is  generally  conceded  that  nasal  breathing  should  be  restored 
by  correcting  any  existing  septal  deviation  before  attempting  to 
operate  for  the  external  deformity.  Berens  corrects  both  with  one 
operation.  Roe  and  Joseph  recommend  a  preliminary  submucous 
resection  in  many  cases.  The  writer  has  not  been  able  to  obtain 
satisfactory  results,  as  far  as  the  septum  is  concerned,  with  the 
Berens  method,  and  is  also  convinced  that  a  classical  submucous 
resection  is  not  advisable  where  there  is  a  very  marked  deflection 
of  the  triangular  cartilage,  for  the  reason  that  the  removal  of  a 
necessary  amount  of  this  cartilage  often  too  greatly  weakens  the 
support  of  the  nasal  tip.  Therefore,  after  undermining  the  mucous 
membrane  of  the  septum  on  both  sides,  as  is  done  for  the  regular 
window  resection,  I  remove  only  sufficient  cartilage  from  the  ex- 
treme summit  of  the  deflection  to  permit  ah  approximation  of  the 
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t-(iKv>  oi  till-  gap  so  made,  aitor  tiie  soptum  is  straiglucticd.  The 
resiliency  of  the  bent  cartilage  is  fiirtlier  overcome  by  incisions 
through  it,  so  placed  that  when  the  cartilage  is  straighened  there 
is  no  tendency  to  resume  its  old  curved  position. 

.\ny  curved  condition  in  the  perpendicular  plate  of  the  ethmoid 
may  be  overcome  by  cutting  partly  through  it  with  the  Struychen 
scissors  and  forcing  it  toward  the  middle  line  with  the  periosteal 
elevator.  Should  the  vomer  IjcIow  then  be  out  of  alignment,  by 
severing  its  attachment  to  the  floor  of  the  nose  with  hammer  and 
chisel,  it  also  can  be  forced  into  the  middle  line.  The  mucous 
membrane  is  now  replaced  over  both  sides  of  the  septum,  the  in- 
cision sutured,  and  both  nasal  fossae  packed  in  the  rcijnlar  way  for 


PlK 


in-ratlon. 


uirty-fiyMi  iiDurs.  Dy  lius  jirocedure  we  have  1)lxii  alile  to  ob- 
tain a  perfectly  straight  septum,  and  have  found,  moreover,  that 
the  support  of  the  tip  was  firmer  afterward  than  before  operating. 
\fter  allowing  three  or  four  weeks  for  healing  i)f  the  septum. 
r  have  proceeded  in  most  cases  very  much  after  the  method  of 
Berens:  Under  ether  anesthesia,  a  posterior  nasal  tampon  is  in- 
troduced, and  with  the  .Adams  forceps,  one  blade  of  which  is  cov- 
ered with  rublnrr  to  protect  the  skin  on  the  outside  of  the  nose  and 
the  other  blade  introduced  within  the  vcstilnde  of  the  nose,  the 
nasal  bones  arc  grasped,  first  one  an<l  then  the  other,  and  fractured 
at  their  articulation  with  each  other  and  with  the  frontal  }«•■■.< 
With  these  same  forceps,  minus  the  rubber  covering  on  the  M.i  - 
one  blade  in  each  nostril,  the  nasal  spine  of  the  frontal  is  mobilized 
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and  the  perpendicular  plate  of  the  ethmoid  fractured  freely  just 
back  of  the  nasal  spine.  The  nasal  processes  are  then  separated 
at  their  attachment  from  the  body  of  the  superior  maxillan.-  bones, 
w  ith  hammer  and  an  ordinary  Hajek  chisel.  Should  there  still  e.\- 
ist  any  projection  or  hump  on  the  side  of  the  nose,  by  placing  a 
chisel  handle  covered  with  rubber  tubing  against  it  and  giving  it  a 
smart  tap  with  the  hammer,  mobilization  may  be  completed. 

So  much  force  is  at  times  required  in  fracturing  these  bones 
that,  observing  the  operation,  one  might  suppose  the  nose  was  be- 
ing toni  from  the  face,  yet  it  is  indeed  surprising  to  note  how 
trifling  is  the  reaction  following.  Once  sufticiently  mobilized,  the 
nose  may  readily  be  placed  in  the  middle  line  and  moulded  into 
proper  ^hapc,  using  for  the  purpose  a  small  dull  elevator  on  the 
inside  and  the  thumb  and  index-finger  on  the  outside.  The  vesti- 
bule is  then  lightly  packed  with  iodoform  tape,  and  the  copper  sad- 
die  placed  over  the  nose.  By  making  tension  of  the  adhesive  strip 
holding  the  saddle  a  bit  greater  on  one  side  than  on  the  other,  it  is 
easy  to  over-correct  the  displacement  somewhat,  and  this  is  always 
advisable. 

The  saddle  is  worn  continuously  for  alx)ut  three  week.*,  and 
afterwards  at  night  for  a  couple  of  weeks  longer.  Should  the 
cartilaginous  jxirtion  of  the  nose,  after  healing,  appear  too  broad, 
the  subcutaneous  method  already  indicated  may  be  used  to  perfect 
the  symmetry  four  of  five  weeks  later. 

Roe  and  Joseph  make  use  of  the  saw  instead  of  the  hammer  and 
chisel  in  separating  the  nasal  processes  from  the  superior  maxillary. 
and  Joseph,  in  a  number  of  cases,  has  found  it  necessary  to  re- 
sect a  strip  from  the  nasal  process,  on  the  broad  side  of  the  nose 
so  deformed,  in  order  that  there  may  not  remain  too  great  an 
amount  of  bone  on  this  side  to  interfere  with  the  retention  of  the 
nose  in  the  middle  line  of  the  face. 

Regarding  operation  for  the  correction  of  deformities  known  as 
saddh  and  pug  nose,  the  writer  is  yet  unable  to  furnish  any  com- 
plete report  of  work  done  by  him.  but  hopes  to  do  so  in  the  near 
future  in  another  paper  on  this  subject.  We  are,  however,  familiar 
with  reports  of  Carter,  Henle,  Roe,  Joseph  and  others,  which  indi- 
cate beyond  doubt  that  cosmetic  results  obtained  in  such  cases  are 
no  less  striking  or  no  more  impossible  than  in  the  class  of  de- 
formities here  referred  to. 

So  far  twenty-two  deformities  of  the  external  nose  have  been 
corrected  by  the  writer,  with  more  or  less  satisfactorj-  results.    Of 
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this  number  I  mention  here  but  five  cases,  and  present  photographs 
showing  the  appearance  in  each  case  before  and  after  operation. 

Case  I :  Mrs.  D.,  age  .'t:? ;  sharj)  circumscribed  hump  al)out  mid- 
'lle  of  dorsum  nasi,  in  con.scciueiice  of  fracture  of  botli  na.sal  bones 
sustained  while  coasting  when  a  young  girl.  Skin  over  hump  ex- 
ceedingly sensitive  and  often  inflamed.  Patient  fearful  of  the  sharj) 
edge  cutting  through  skin. 

October  21.  1912,  hump  removed  subcutaneously,  under  local 
anesthesia.  Saddle  worn  continuously  for  ten  days,  at  night  for 
two  weeks  longer.  Pictures  showing  result  taken  eight  weeks  after 
operation. 

C '(«.««•  .';  H.  M.,  male,  age  i'  I'atient  poorly  nourished  and 
anemic.     Right  nostril  almost  completely  occluded  by  deflected  sep- 


Ueforti  op«ra.tton 


» '»!<«•  4.      Front  \  i- 
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tuin.  llxtemally  the  Iwny  portion  of  the  nose  inclined  markedly 
to  the  right,  the  cartilaginous  fKirtion  bending  to  the  left.  De- 
ceml)er  10.  liHO,  nasal  obstruction  removed  by  modified  submucous 
o|)cration. -which  at  the  same  time  corrected  considerably  the  curve 
of  the  cartilaginous  |>ortion. 

January  7.  1!M1,  under  ether  anesthesia,  lalci.n  .uniiImm.  ..i  ila 
Umy  |M>rtion  correctc<l,  placing  the  nose  in  middle  line  of  face. 
Three  weeks  later,  under  cocain  ane.sthcsia.  a  small  strip  was  re- 
nii>\ed  from  each  lower  lateral  cartilage  to  reduce  bulging  of  the 
iLi'-al  alac. 

Picture  showing  results  taken  si.x  months  after  oix-ralion.  during 
which  time  patient  gained  20  jmuncls  in  weight. 
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Case  j:  I.  P.,  female,  age  13.  Complained  of  difficult  nasal 
breathing  due  to  deflected  septum  and  hypertrophied  lower  tur- 
binates, along  with  external  deformity  of  the  nose.  The  parents 
were  more  concerned,  however,  about  the  outer  deformity  than  the 
obstructed  breathing. 

July  15,  1!)1.'J:  Attempt  was  made,  under  ether  anesthesia,  to 
correct  the  deviated  septum  and  the  external  deformity  at  the  same 
time.  Result  so  far  as  the  outside  deformity  was  concerned,  was 
most  satisfactory.  The  septal  deflection,  though  apparently  over- 
come at  the  time  of  operation,  in  a  few  weeks  showed  almost  as 
great  a  bend  as  before  correction. 

On  August  2fi,  under  cocain,  a  modified  submucous  resection  was 
performed,  both  lower  turbinates  being  resected  at  the  same  time. 


Figure  14.     Case  4.     Profile  of  nose. 
Before  operation.  After  operation. 


Three  days  later  a  paracentesis  was  necessary,  owing  to  an  abscess 
in  left  ear.  This  subsided  in  a  week,  without  further  complication. 
From  results  in  this  case,  as  well  as  from  similar  experiences  in 
other  cases  so  operated  upon  previously,  we  conclude  that  in  any 
case  it  is  best  to  first  rid  the  patient  of  internal  obstruction.  Pic- 
ture showing  result  taken  three  months  after  correction  of  ex- 
ternal deformity. 

Case  4:  H.  H.,  male,  age  ];>  years.  Lateral  deformity  of  bony 
portion  to  left,  with  hump  on  dorsum  and  very  prominent  cartilag- 
inous portion  of  the  nose,  following  injury  six  years  before.  Pho- 
tographs of  the  front  view  and  profile  of  nose  show  the  lateral  de- 
formity as  well  as  the  hump. 
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June  29,  1913;    Submucous  operation  performed  under  cocain. 

July  23,  1913:  Under  ether  anesthesia,  lateral  deformity  cor- 
rected and  nose  placed  in  middle  line  of  face,  leaving  the  hump  for 
correction  later. 

September  29,  1913 :  Under  cocain,  the  bony  hump  was  re- 
moved with  saw  and  file,  and  the  plane  of  the  cartilaginous  portion 
lowered  with  the  knife,  giving  results  as  shown  in  the  two  photo- 
graphs taken  six  weeks  after  operation.  Since  the  last  photographs 
were  taken,  there  has  been  a  still  further  improvement  in  the  ap- 
pearance of  nose,  swelling  having  subsided  almost  entirely. 

Case  .5:  C.  R.,  male,  age  li).  Considerably  oversized  nose,  still 
further  deformed  through  having  been  struck  on  the  left  side  of 
nose  by  the  end  of  a  piece  of  falling  timber  two  years  ago.    When 


iirst  seen  patient  showed  a  long  adherent  scar  extending  from  the 
inner  canthus  of  the  eye  up  the  left  side  of  the  nose,  beyond  the 
middle  line  (if  the  dorsum.  This  can  be  plainly  seen  on  photo- 
graph. 

In  ;i(l(liti()ii,  the  lower  edge  of  the  left  nasal  Unie  had  l>cfn  driv- 
en inward,  resulting  in  a  marked  depression  below  it.  The  upper 
edge  was  turned  outward,  standing  as  a  sharp  ledge  under  the  skin 
near  the  dorsum  which  apjicared  very  broad  and  flat.  The  car- 
tilaginous jwrti""  ^I'.ixl  MTit  vcrv  promincntK-  .tikI  thr  tip  was  tin- 
usually  large. 

September  22,  VJli:  Under  local  anesthesia,  the  sharp  ledge 
on  the  Irft  side  of  nose  was  sawed  off  subcutaneously  and  turned 
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down  into  the  depression  below.  The  attachment  of  the  nasal  pro- 
cesses to  the  superior  maxillary  were  sawed  through  and  the  nasal 
bones  mobilized,  so  that  by  compressing  them  the  base  of  the  nose 
was  narrowed.  At  the  same  time  a  1  mm.  strip  of  cartilage  and 
mucous  membrane  were  removed  from  the  cartilaginous  portion  of 
the  nose  near  the  seplum.  These  strips  included  portions  of  the 
lower  lateral  cartilages,  and  ta|)ered  to  a  jjoint  about  one-half  cm. 
above  these,  so  that  the  entire  cartilaginous  portion  was  narrowed 
and  the  bulging  tip  reduced.  Edges  of  the  wounds  within  the 
vestibule  of  the  nose  were  drawn  together  with  three  >\'U  sutures, 
and  after  packing  the  nose,  saddle  applied. 

Saddle  was  worn  continuously  until  October  18,  when  patient 
returned  to  home  in  West  X'irginia  with  instruction  to  wear  the 
sacklle  each  night  for  three  or  four  weeks  longer. 

Picture  showing  result  was  taken  October  18,  not  quite  one 
month  after  ojieration. 

In  this  case  not  only  was  the  bony  deformity  in  consequence  of 
the  fracture  corrected,  but  the  entire  nose  was  reduced  in  size, 
and  the  conspicuous  scar  could  hardly  be  seen  at  all  after  being 
(k'tacheil  from  the  bone  to  which  it  was  adherent. 
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New  Contribution  to  the  Study  of  Chronic  Lacunar  Tonsillitis. 

G.  RoYET.  Rei-^.te  hebd.  de  Laryugol.,  Feb.  28,  1914. 
Royet  calls  attention  to  certain  patients  who  coinplain  of  an  ir- 
regular and  apparently  incurable  discomfort  of  the  throat  which 
may  be  felt  in  the  act  of  swallowing  food  or  even  of  the  saliva  only. 
The  tonsil  in  such  cases  may  appear  normal  or  even  atrophied,  but 
a  careful  examination  shows  a  chronic  inflammation  of  the  crjpt  of 
the  tonsil,  usually  accompanied  by  retention  of  its  secretion.  In  the 
cases  enumerated,  a  cure  was  obtained  by  ablation  of  the  lobe  of  the 
tonsil  involved,  followed  by  the  application  of  a  strong  solution  of 
chlorid  of  zinc.  Scheppegrell. 


HISTO-PATHOLOQY  OF  THE  FAUCIAL  TONSIL. 

Dr.  T.   E.  Carmody,  Denver. 

Of  the  lymphatic  structures  of  the  body  which  undergo 
pathological  change  the  faucial  tonsil  is  probably  the  most  frc- 
fjuently  atTectcd,  next  the  venniform  appendix,  and  third  the 
pharyngeal  tonsil. 

The  relation  of  the  lymphoid  structures  in  the  upper  respiratory 
tract  is  better  understood  if  we  first  note  their  development.  The 
order  of  development  and  retrogression  of  the  lymphatic  struc- 
tures is  pharyngeal  tonsil,  faucial  tonsil,  lingual  tonsil  and  laryn- 
geal tonsil. 

The  pharyngeal,  which  is  found  in  the  lower  form  of  life  as  in 
reptiles  and  birds,  makes  its  appearance  in  man  probably  about 
the  fifth  or  sixth  week  of  fetal  life.  (i.  Killian  has  shown  this 
tonsil  to  be  associated  in  the  development  with  the  vestigial  .space 
known  as  the  bursa  pharyngea  embryonalis. 

The  origin  of  this  bursa  is  not  known,  but  I.inck  states  that  in 
its  pure  form  it  Itelongs  entirely  to  the  embrjonic  life;  it  is  also 
posterior  and  independent  of  Rathke's  pouch,  and  Patterson  warns 
csi>ccially  against  confusing  it  with  the  bursa  pharyngea  of  Schwa- 
bach,  which  is  simply  a  space  in  the  center  of  the  pharvngeal  ton- 
sil, produced  chiefly  by  pathological  changes,  and  frequently  per- 
sisting into  adult  life.  The  pharyngeal  tonsil  pn>bably  has  vefy 
little,  if  any.  function  after  the  first  year  of  extra-uterine  life. 

The  faucial  or  palatal  tonsil  aijpears  in  the  fetus  somewhat  later, 
probably  about  the  seventh  or  eighth  week  or  possibly  even  earlier. 
It  is  developed  from  the  second  gill  cleft.  In  embryos  of  four 
or  five  months  the  shallow  pouch  which  represeiUs  this  cleft  is 
found  bounded  in  part  by  the  arcus  palato-glossus  which  is  a 
survival  of  the  second  branchial  arch.  It  is  partly  covered  by  the 
uvula,  and  is  continued  on  to  the  wall  of  the  pharynx  as  a  fold, 
the  plica  triangularis  of  His.  This  forms  the  dorsal  boundary 
of  the  pouch.  The  pouch  fs  lined  with  mucous  membrane  con- 
tinuous with  that  of  the  pharynx. 

About  the  third  month,  according  to  Stohr,  the  tonsil  is  com- 
posed of  stratific'l  epithelium  resting  on  the  mesenchync  without 
leucocytes;  at  alwut  the  fourth  month  (.McMurrich)  solid  buds 
begin  to  grow  from  the  epithelium  into  the  subjacent  mesenchync 
and  (Icpressiotw  appear  on  the  surface  of  this  region.  I.,ater  the 
f.iif!     <r 1..  ir  ...   1 rontraction  and  cornification  of   their 
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sions  to  form  the  crvpts. 

During  this  period  the  lymphocytes  collecte<l  in  the  mesenchyiic 
lonRrcjjate  in  small  niimliers  to  form  the  lymph  follicles.  Whether 
the  lymphocyte';  arc  derived  from  the  ci)itheliuni  or  from  the 
hlood  vessels  i-  .1  disputed  point. 

.Mthonfjh  the  lMii.->il  may.  hccaiise  of  the  pathnlofjical  conditions, 
completely  fill   the  fossa  it  usually   leaves  a   space,   the   supra-ton 
^il!a    fossa   aliove.    which    represents    tlie    remains    of    the    second 
branchial    furrow.      Rosenmuellcr's  groo  also   a   re- 

mains of  this   furrow. 


Kl|Kur«    3.      KplthMlinm    with    (-imiiii'<  ttv*'    tii«!<*)«' 
iihlr.  connectlv.  Krom  patient,  Hsni   ' 
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The  faucial  IuumI  rescmhlcs  the  lymph  glands  more  closely 
ili;iii  :mv  of  the  other  lymphoid  (issues  in  shape  and  structure, 
i  .1  !:  !  <  apAule  although  not  complete,  fibrous  tratieculac,  ade- 
I'lid  nests  and  a  richly  supply  of  lymph  vessels  and  lymph  spaces. 

It   is  so  place«l   that   it    can   l>e   hypertrophied    without    making 
pressure  ujion  any  Ixmy  structure  altliough  the  mantlihle  is  .some 
times  thrown   forward,  giving  a  prognathous  ap|K-arance,  to  re- 
lieve pressure  on  the  inflamed  tissue,  esiiecially  in  acute  inflamma 
tory  conditions,  although  it  may  alv)  he  found  frequently  in  chronic. 

The  pharyngeal,  on  the  other  hand,  has  a  bony  Iwse  and  must 
' 'cssarily    hypertrophv    downward   and    forward,    while   the    lin- 
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glial  tonsil  hypcrlioplues  upward  aiul  backward  as  it  cannot  pene- 
trate the  fibrous  tissue  which  might  be  called  a  capsule  overlying 
the  muscular  tissue  of  the  base  of  the  tongue. 

The  faucial  tonsil  looses  its  function  somewhere  between  the 
second  and  seventh  year.  The  lingual  tonsil  appears  about  the 
fourth  month  and  is  developed  by  the  laying  down  of  round  cells 
around  mucous  glands  at  the  base  of  the  tongue.  Later,  about  the 
eighth  month,  these  round  cells  are  also  found  in  the  connective 
tissue  surrounding  these  glands.     With  the  lingua!  tonsil  as  with 


Figrure  3.  Markedly  thickened  capsule.  Connective  tissue,  has  replaced 
adenoid  tissue  in  this  tonsil. 

the  faucial  it  is  a  question  at  what  age  it  ceases  to  functionate,  but 
probably  about  the  fifteenth  year. 

The  laryngeal  tonsil,  as  it  is  sometimes  called,  is  simply  the 
vestigial  remains  of  the  air  sac  found  in  anthropoid  apes,  and  is 
known  as  the  appendix  of  the  ventricle  of  the  larynx.  It  is  stated 
by  Citelli  that  this  organ  is  not  found  in  the  human  fetus  but 
makes  its  appearance  between  the  third  and  fourth  years  of  life. 
It  probably  functionates  about  the  thirtieth  year,  when  retrogres- 
sion takes  place,  which  is  not  completed  until  the  fiftieth  year. 

It  will  be  seen  by  the  foregoing  that  while  we  have  all  these 
lymphoid  structures  their  periods  of  activity  are  not  coincident 
but  successive  or  slightly  overlapping,  and  while  the  phar>ngeal 
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is  retrogressing  and  probably  also  the  faucial,  the  lingual  and 
laryngeal  are  reaching  the  height  of  activity  and  beginning  de- 
velopment respectively. 

The  faucial  tonsil  in  its  primitive  form  is  simply  a  lymphoid  lining 
of  the  furrow  (fossa  tonsillaris)  remaining  from  the  second  bran- 
chial arch;  as  we  pass  to  the  higher  forms  (rabbit)  we  find  this 
tissue  as  a  single  nodule.  It  becomes  larger  and  more  specialized 
as  we  ascend  in  type — ox,  sheep,  etc.,  and  we  find  an  attempt  to 
divide  into  lobes  which,  according  to  Hammar,  is  the  normal  con- 
dition in  man  during  development,  altliou^h  later  the  septum  dis- 
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apjjcars  and  the  lolies  blend.  This  latter  condition  he  states  as 
representing  full  development,  but  it  would  seem  to  l)c  a  step  to- 
ward retrogression.  These  IoIjcs  arc  at  times  blended  only  at  the 
lose,  as  the  throat  surgeon  finds  in  some  cases  when,  on  removal 
of  the  instrumeiU  with  enucleated  m.T;>;.  he  simply  li.is  one  lobe, 
usually  the  superior. 

The  superior  lobe  has  attained,  according  to  Patterson,  its  full 
growth  at  birth,  while  the  inferior  IoIk-  may  increase  in  size.  Thus 
J.  Killian  states  that  a  hy|)ertrophied  tonsil  at  the  end  of  the  first 
\r;ir  i>  comfKWicfl  entirely  of  middle  and  inferior  portions.  Al- 
though this  may  lie  true  at  the  cJid  of  the  first  year,  as  I  cannot 
contradict    frotn   cvpcrii-iicf.   it   is  ccrf.'iiiitv  mil   trur   frrmi   tlu>   ilurd 
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ye.ir  i)n  as  the  siiiierior  lobe  is,  in  most  cases,  much  larger  tlian 
the  inferior. 

The  epithelial  idvi-rinj;  or  ilii-  IhiimI  i>  ui  liit-  >ii.iunm  \.inci_». 
as  is  that  lining  the  crypts.  We  have  found  the  lining  of  the 
crypts  deficient  in  many  cases,  and  have  drawn  the  conclusion 
that  ill  hreaking  through  the  cornified  cells  from  the  center  of  the 
devcloi)ing  tonsil  to  the  de])ressions  on  the  surface,  small  areas 
are  left  which  are  devoid  of  epithelium  and  do  not  receive  the 
covering.  It  has  been  furthermore  noted  that  there  are  no  glands 
in  the  tissue  underlying  these  areas.  It  may  be  said  that  the 
epithelium  has  been  destroyed  by  infection,  pressure  of  necrotic 
plug,  etc.,  but  the  latter  at  least  would  not  be  applicable  to  the 
yf)unger  cases,  as  you  do  not  find  caseous  masses  in  the  tonsils  of 
young  ihildrcn.  and  only  su])erficial  plugs  in  cases  of  acute  infec- 
tion. 

In  adults  we  lrc<nicntl\  tiiul  plugs  in  the  (.Typl^^  ci)nij«)>(.-ii  in 
leucocytes,  epithelium  bacteria  and  disorganized  tissue.  We  may 
question  why  these  masses  are  retained  in  the  crypts.  The  ex- 
planation given  by  most  authors  is  that  of  closure  of  the  mouth 
of  the  cr>'pts  and  has  been  treated  by  slitting  the  crypt,  cauteriz- 
ing deeply  into  the  crypt  so  as  to  obliterate,  etc. 

This  explanation  is  not  sufficient,  for  many  of  us  have  seen 
these  masses  protruding  from  the  opening  and  yet  they  are  not 
expelled,  so,  while  not  denying  this,  we  believe  that  the  lack  of 
mucus  to  lubricate  the  crypt  walls  accounts  in  a  large  degree  for 
it.  and  furthermore  that  the  plug  resembling  a  scab  clings  to  the 
tissue  devoid  of  an  epithelial  covering  as  it  does  in  the  nose,  on 
the  skin  and  elsewhere  when  it  is  not  brushed  off.     (  Figure  1 . ) 

We  must  not  forget  that  hypertrophy  of  the  muscular  tissue  in 
the  pillars  and  overlying  the  crypt  openings  may  prevent  the  nine 
being  expelled  from  even  a  normal  crypt. 

It  is  well  known  that  this  plugged  condition  of  the  superior 
crypt  of  the  tonsil  opening  into  the  supra-tonsillar  fossa  is  a  great 
source  of  trouble,  and  the  cause  of  probably  !•.■>  per  cent  to  I'S  per 
cent  of  all  peritonsillar  abscesses.  The  drainage  of  the  crypts  in 
the  inferior  lobe  and  the  most  inferior  of  those  in  the  superior  is 
favored  by  gravity  and  negative  pressure  during  the  act  of  swal- 
lowing. 

We  have  also  known  for  some  time  that  removal  of  the  upper 
lobe  is  sufficient  to  allow  the  remainder  of  the  tonsil  to  return  to 
normal  in  the  great  majority  of  cases.  We  furthermore  have  ob- 
served and  have  recently  had  our  attention  called  by  Sluder  to  the 
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tact  that  the  adenoid  tissue  from  the  lingual  tonsil  migrates  into 
the  fossa  tonsillaris  after  complete  removal. 

As  regards  the  effect  of  pathological  conditions  of  the  tonsd 
upon  the  general  health  it  is  easily  understood  after  examination 
of  a  nnmfitr  of  diseased  organs,  and  considering  the  drainage  of 
the  lymph  vessels  'of  the  tonsil  and  those  of  the  base  of  the  tongue 
which  drain  the  liii'.'nil  tnn«il  into  \hv  •.\ii>t'rii>r  df»']>  ccrxii-il  .Iinin 
of  glands. 

Although  our  investigations  have  just  commenced  we  have  noted 
n  numl)er  of  changes  in  the  tonsil,  its  capsule,  etc.,  most  of  which 
have  been  found  by  other  observers.  Thus  far  only  thirty-five 
jiairs  of  tonsils  have  been  completely  examined,  although  we  had 
expected  to  have  a  very  much  larger  number  to  report  at  this  time. 
TJie  ages  of  the  jiatients  vary  from  2'/S  to  2H  years.  The  majority  of 
the  ton.'sils  were  removed  by  the  modified  Sluder  method,  al- 
though .several  were  removed  with  the  knife  and  snare:  most  of 
them  had  not  been  t)pcrated  before:  tlirte.  howcxcr  li.nl  liad  ton- 
sillotomy performed. 

They  were  removed  for  various  reasons:  I'irsi,  repeated  at- 
tacks of  follicular  tonsillitis  with  glandular  enlargement  l)eing 
most  common ;  next,  rheumatism  associated  with  attacks  of  ton- 
sillitis, endocarditis,  and.  in  one  case,  anemia,  the  cause  of  which 
-eemed  to  be  diseased  faucial  and  pharvngeal  tonsils. 

On  examination  we  foinid  destruction  of  the  epithelium  ujxjn 
the  surface  and  in  the  crypts.  In  the  cases  which  had  previously 
had  tonsillotomy  i)erformcd  it  was  found  that  there  had  been  no 
regeneration. 

The  older  the  patient  the  less  adenoid  tissue  and  the  more  con- 
nective tissue.  The  greater  the  number  of  attacks  of  tonsillitis  or 
ab.scesses,  the  greater  the  amount  of  connective  tissue.     (Figure  ;i ). 

Abscesses  within  the  tonsil  (Figure  4)  were  found  in  two  cases, 
one  of  which  had  l>een  nmning  fever  for  months,  but  had  cleared 
up  entirely  since  operation. 

DiplococcJ  and  streptocfxci  were  found  in  all  cases  examined 
\'o  tul>crcle  bacilli  were  found  and  no  other  evidence  of  tuber- 
lulosis. 
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THE  TREATMENT  OF  ACCIDENTAL  WOUNDS  OF  THE  DURA 
DURING  OPERATIONS  UPON  THE  MASTOID  PROCESS.* 

Dr.  Edward  Bradford  Uench,  New  York  City. 

While  wounding  of  the  lateral  sinus  occasionally  occurs  in  oper- 
ations upon  the  mastoid,  wounds  of  the  dura  in  the  middle  cranial 
fossa  are  comparatively  rare — at  least  if  we  are  to  judge  from 
cases  reported. '  While  I  have  not  searched  the  literature  thorough- 
ly, I  have  been  fairly  conversant  with  otological  literature  for  the 
past  twenty-five  years,  but  I  do  not  remember  seeing  in  print  any 
article  dealing  with  this  particular  subject. 

The  paper  in  question,  therefore,  is  based  entirely  upon  my  own 
personal  experience  and  consists  of  a  series  of  cases  in  which, 
during  the  performance  of  the  radical  operation,  unintentional  en- 
trance of  the  subdural  space  occurred.  It  is  impossible  to  say  in 
some  of  these  cases  whether  actual  healthy  dura  was  perforated  at 
the  time  of  the  operation  or  whether  the  instruments  passed  through 
a  previously  necrotic  area.  In  certain  of  the  cases  it  seemed  to 
me  that  the  dura  must  have  been  necrotic  at  the  point  of  perfora- 
tion. In  other  cases,  I  am  certain  that  the  dura  was  healthy  and 
that  the  opening  of  the  subdural  space  occurred  through  healthy 
dura,  uninvaded  by  any  previous  pathological  process.  Each  case 
will  be  briefly  detailed  and  the  conclusions  drawn : 

Case  I :  A  young  adult,  with  a  historj'  of  chronic  suppuration, 
presented  herself  at  the  New  York  Eye  and  Ear  Infirmary,  and  the 
radical  operation  was  advised  for  the  relief  of  this  condition.  The 
antrum  was  small  and  in  attempting  to  enter  it  with  a  small  gouge 
I  found  that  the  dura  had  been  perforated.  On  enlarging  the 
wound,  the  dura  looked  unhealthy  and  I  was  inclined  to  believe 
that  the  dura  had  been  necrotic  at  this  point,  although,  naturally, 
this  could  not  be  absolutely  proved.  The  radical  operation  was 
completed,  a  narrow  strip  of  iodoform  gauze  carried  into  the  dural 
opening,  the  radical  cavity  packed  off  with  iodoform  gauze,  and 
the  posterior  wound  sutured.  This  patient  had  no  untoward  symp- 
toms and  made  a  complete  recovery. 

Case  p:  Male,  about  20  years  of  age,  suffered  from  a  chronic 
suppurative  otitis  media.  The  radical  operation  was  advised  for 
the  relief  of  this  condition.    On  removing  the  external  wall  of  the 

•Read  at  the  forty-seventh  annual  meeting  of  the  American  Otologrical 
Society,  Atlantic  City.  May  28,  1914. 
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tympanic  vault  the  dura  was  i)crforated  accidentally,  on  account 
of  the  fact  that  the  middle  cranial  fossa  lay  exceedingly  low  in  this 
patient.  I  was  so  confi<lent  that  the  external  wall  of  the  attic  alone 
had  been  removed  that  I  passed  a  proln;  inward,  expecting  to  find 
the  internal  bony  wall  of  the  attic,  instead  of  which  my  probe  en- 
tered the  brain  substance.  This  patient  had  never  had  any  previous 
cerebral  .symptoms,  and  as  the  exjierience  occurred  in  the  earlier 
years  of  my  practice  I  was  naturally  greatly  disturbed.  The  open- 
ing in  the  dura  was  packed  off  by  a  strip  of  iodoform  gauze,  the 
radical  operation  was  completed  in  the  ordinary  manner,  great  care 
being  taken  to  do  a  complete  and  thorough  operation.  The  usual 
meatal  flap  was  cut,  and  then  the  area  of  wounded  dura  was  thor- 
oughly exposed  by  the  removal  of  the  bony  wall  in  every  direction. 
A  strip  of  iodoform  gauze  was  carried  just  within  the  margins  of 
the  dural  wound  and  was  brought  out  of  the  external  auditory 
meatus.  The  radical  cavity  was  packed  with  a  second  piece  of  iodo- 
form gauze  and  the  posterior  wound  sutured.  Absolutely  no  un- 
toward symptoms  followed.  The  gauze  from  the  radical  cavity 
was  removed  on  the  second  or  third  day  and  replaced.  The  gauze 
in  the  dural  wound  was  allowed  to  remain  in  position  for  four  or 
five  days,  when  it  was  removed  and  carefully  replaced  through  the 
meatus.  Absolutely  no  untoward  symptoms  supervened  in  this 
case.  The  patient  made  a  perfect  recover)-,  and  was  under  ob- 
servation for  a  number  of  years  after  the  operation.  His  suppura- 
tion was  entirely  relieved,  and  during  the  period  of  his  convales- 
cence as  well  as  subscfjucntly  no  cerebral  symptoms '  developed. 
Case  j:  Male,  about  40  years  of  age,  suffering  from  chronic 
middle-ear  suppuration,  of  long  duration.  The  antrum  was  lo- 
cated high  up,  and  was  small.  In  attempting  to  enter  the  antrum 
a  small,  narrow  gouge  was  used,  and  when  the  antrum  had  been 
supposedly  entered  I  found  a  probe  passed  without  resistance  for 
.1  considerable  distance.  In  other  words,  I  knew  that  the  probe 
had  entered  the  brain  substance.  The  bony  wall  around  this  open- 
ing was  rapidly  broken  down  by  means  of  the  gouge  and  the  dura 
was  found  to  look  sifspicious.  I  believe,  in  this  case,  that  there 
had  l)ccn  a  necrosis  of  the  dura  at  this  point,  although  I  cannot  be 
certain  of  this.  The  radical  operation  was  completed,  a  small 
strip  of  iotloform  gauze  inserted  through  the  dural  o|)ening.  the  radi- 
cal cavity  packed  with  iodoform  gauze,  and  a  third  strip  of  iodoform 
gauze  inserted  between  the  packing  entering  the  dural  oi>ening  and 
that  filling  the  radical  cavity.  The  ordinary  meatal  flap  was 
formed  and  the  posterior  wound  sutured.    This  patient  never  had 
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a  rise  of  temiK-raiurf  and  m.-\cr  tx|ifnciK cd  any  uiUowaKi  cUcci. 
Ten  (lays  after  the  tirst  operation  the  posterior  wound  was  re- 
opened and  the  entire  cavity  was  grafted  by  means  of  a  Thiersch 
graft.  The  j)atient  made  an  uninterrupted  recovery.  It  is  now 
ten  years  since  this  operation,  the  patient  is  in  perfect  heahh.  and 
has  never  suffered  from  any  cerebral  symptoms. 

1  omit  here  two  cases  of  similar  conditions  found  at  operation, 
where,  in  one  case,  the  dura  had  been  accidentally  o})ened  by  an- 
other operator,  and  a  brain  abscess  was  found  later.  Also,  a  sec- 
ond case,  in  which  an  eroded  area  of  dura  was  found  at  the  time 
of  operation,  leading  into  the  brain  abscess.  I5oth  of  these  cases 
have  been  re])orted  in  the  series  of  cases  of  brain  abscess  presented 
by  me  at  the  International  Otological  Congress,  in  Boston,  in  1912, 
One  of  these  patients  recovered  completely,  and  the  other  died  after 
being  fairly  well  for  a  period  of  over  three  months.  .\s  these  his- 
tories have  all  been  published.  I  will  not  go  into  details  here  re- 
garding them. 

Case  4:  A  woman,  between  ;<U  and  Id  years  of  age,  presented 
herself  at  the  New  York  Eye  and  Ear  Infirmary,  with  symptoms 
of  an  acute  mastoiditis  There  were  indefinite  cerebral  symptoms. 
The  patient  was  immediately  operated  upon.  The  mastoid  was 
found  to  be  small,  the  inner  table  carious  and  the  dura  was  entered 
with  the  curette.  I  believe  here  that  the  dura  was  necrotic,  as 
every  precaution  was  taken  at  the  time  of  operation  and  it  does 
not  seem  to  me  that  an  accidental  wounding  ot  healthy  dura  could 
have  occurred  in  this  case.  The  patient  developed  symptoms  of 
meningitis,  and  in  spite  of  operative  interference  died  as  the  re- 
sult of  meningeal   infection. 

Case  5 :  The  patient  was  a  young  man.  who  came  to  the  New 
York  Eye  and  Ear  Infirmary  over  two  years  ago.  suffering  from  a 
chronic  suppurative  otitis  media  for  which  the  radical  operation 
was  advised.  In  this  case  the  dura  was  accidentally  entered.  The 
bony  margin  surrounding  the  dural  opening  was  removed  in  every 
direction,  so  as  to  expose  a  large  area  of  dura.  The  dura  was  then 
opened  by  two  right-angle  incisions,  about  one-half  inch  in  Icnglii, 
crossing  each  other.  Iodoform  gauze  was  lightly  packed  inro  the 
dural  opening  after  the  completion  of  the  radical  operation.  This 
patient  had  a  slight  fever  immediately  after  the  operation ;  the 
temperature,  however,  never  rose  above  10'2^,  and  gradually  sank 
to  between  09°  and  100°.  He  complained  of  slight  headache  but 
of  no  other  symptoms.  The  posterior  wound  was  not  completely 
closed  in  this  case,  the  dural  packing  hri-^g  brought  out  through 
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the  posterior  opening.  The  patient  was  obsen.'ed  carefully  and 
about  ten  days  after  the  operation,  showed,  on  examination  by  a 
prominent  ophthalmologist  of  this  city,  a  definite  elevation  of  the 
optic  papilla,  on  the  operated  side.  I  might  say  that  the  patient 
was  also  examined  by  another  ophthalmogist  who  found  no  ele- 
vation beyond  tlie  physiological  limit.  I  explained  to  my  con- 
sultant that  further  operative  procedure,  in  this  case,  would  de- 
pend upon  his  decision.  In  other  words,  I  had  no  other  evidence 
of  superficial  brain  abscess  than  that  which  would  be  afforded  me 
by  a  beginning  optic  neuritis.  The  ophthalmologist  saw  this  pa- 
tient several  times,  and  gave  the  absolute  opinion  that  there  was  a 
slowly  increasing  swelling  of  the  optic  papilla  upon  the  affected 
side.  I,  therefore,  advised  exploration  of  the  wound,  believing 
that  I  should  be  able  to  evacuate  a  superficial  brain  abscess.  The 
[)atient  absolutely  refused  operation  and  was  therefore  compelled 
to  leave  the  hospital.  He  disappeared  from  observation,  but  I 
learned  subsequently  from  one  of  my  hospital  internes  that  at 
least  a  year  after  the  operation  he  was  perfectly  well.  In  other 
words,  he  made  a  complete  recovery,  and  the  slight  optic  neuritis 
from  which  he  was  supposed  to  suffer  was  probably  an  error  in 
diagnosis. 

Case  6:  A  young  woman,  suffering  from  a  chronic  suppurative 
otitis  media,  was  advised  to  undergo  the  radical  operation.  The 
middle  cranial  fossa  was  ver)"  low  in  this  case,  and  on  removing  the 
floor  of  the  middle  fossa,  a  small  spicule  of  bone  must  have  pene- 
trated the  dura.  The  dura  was  perfectly  healthy  in  this  case.  The 
area  of  dural  exposure  was  enlarged,  and  the  dural  opening  was 
also  enlarged  by  two  crossed  incisions  at  right-angles  to  each 
other.  An  iodoform  gauze  packing  was  introduced  through  the 
dural  opening  and  the  radical  cavity  was  packed  off  with  iodo- 
form gauze,  in  the  usual  way.  A  third  strip  of  gauze  was  in- 
serted Inrtween  the  gauze  draining  the  subdural  space  and  that 
filling  the  radical  cavity.  The  posterior  wound  was  completely 
ilosed.  A  dressing  was  made  on  the  third  day  after  the  operation 
.ind  on  removing  the  gauze  packing  from  the  subdural  space  about 
a  quarter  of  a  teaspoonful  of  softened  brain  tissue  escaped.  The 
patietu  was  anesthetized,  the  posterior  wound  opened,  and  this 
localized  necrotic  area  in  the  brain  substance  packed  off  with 
iodoform  gauze.  The  radical  cavity  was  also  packed  with  iodo- 
form gauze,  and  a  third  strip  of  gauze  carried  between  these  two 
packings  so  as  to  separate  them.  This  patient  made  an  absolutely 
iminfcrrtipted  recovery. 
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I  have  been  led  to  report  these  cases  because  they  seem  to  de- 
monstrate that  even  accidental  opening  of  the  dura,  at  the  time 
of  the  radical  operation,  is  not  necessarily  followed  by  severe 
sequelae,  provided  the  operator  is  careful  to  preserve  perfect  tech- 
nic  during  the  operation,  and  to  do  a  complete  operation,  even  al- 
though necrotic  dura  may  be  found  or  an  accidental  opening  of 
healthy  dura  occur  in  the  early  stages  of  the  operative  procedure. 

I  believe  that  the  favorable  termination  in  all  of  these  cases  was 
due  simply  to  the  fact  that  perfect  asepsis  was  maintained  during 
the  entire  operation.  The  wounded  dura  was  meddled  with  as  lit- 
tle as  possible  and  as  soon  as  it  was  found  that  the  dura  had  been 
opened  a  packing  was  placed  over  this  opening,  so  as  to  prevent 
the  entrance  of  any  infectious  material  during  the  remainder  of  the 
operation.  Great  care  was  taken  in  these  cases  to  make  the  oper- 
ation particularly  thorough,  and  to  see  that  no  focus  of  infection 
remained  in  the  middle  ear. 

From  the  report  of  the  cases  it  seems  practically  immaterial 
whether  or  not  the  original  opening  made  in  the  dura  be  enlarged. 
In  other  words,  my  earlier  cases,  in  which  the  small  opening  in  the 
dura  was  simply  occluded  with  a  plug  of  iodoform  gauze  recov- 
ered as  completely  as  did  the  later  cases,  in  which  the  dura  was 
more  freely  opened  by  crossed  incisions,  at  right-angles  to  each 
other. 

I  believe,  however,  that  in  these  cases 'the  proper  plan  of  pro- 
cedure is  to  first  remove  the  overlying  bone  about  the  weunded 
dural  area  over  a  considerable  extent,  in  order  to  expose  a  large 
area  of  dura.  I  believe  then,  after  every  trace  of  disease  has  been 
cleared  from  the  tympanic  cavity,  that  the  dural  opening  should  be 
enlarged  by  two  crossed  incisions.  Iodoform  gauze  should  now 
be  rather  firmly  packed  into  this  opening,  with  the  idea  of  causing 
sufficient  pressure  to  secure  an  amalgamation  of  the  cerebral  mem- 
branes immediately  about  the  wounded  area.  In  this  way  general 
meningeal  infection  will  be  avoided.  If  an  acute  cerebritis  oc- 
curs and  this,  of  course,  is  a  danger  always  to  be  thought  of — 
the  infected  area  will  be  freely  drained  and  the  danger  of  extension 
of  the  cerebritis  will  be  very  remote.  This  is  the  plan  of  proced- 
ure which  I  have  followed  in  my  later  cases,  and  it  seems  to  be 
entirely  satisfactory. 

It  will  be  noted  that  in  only  one  instance  did  death  follow  this 
accident,  and  that  was  in  a  case  of  acute  mastoiditis  with  prob- 
able meningeal  involvement  before  operation. 
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I  have  hesitated  to  prc-xni  a  iiaim  nf  this  kind,  because  no  one 
;il)i>reciates  more  keenly 'than  do  I  tin  actual  danger  of  dural 
wounds  during  the  course  of  operations  upon  the  tympano-mas- 
toid  tract.  I  have  presented  it,  however,  because  it  seems  to  mc 
that  it  is  time  some  definite  plan  of  treatment  should  be  formulat- 
ed for  accidents  of  this  kind,  as  they  must  occur  to  every  operator 
of  large  experience.  I  do  not  wish  to  minimize  the  gravity  of 
these  accidents  but  simply  to  present  a  definite  plan  of  procedure 
whicli.  ill  my  hands,  has  proved  roost  successful  in  combating  them. 

1.")  East  I'iffv-third  Street. 


Case  of  Acute  HypertrophicTonsillar  Adenitis.  .-Xmedef.  Puonat. 
Rei'uc  ht'hd  de  Laryngol,  April  II,  UU  I. 
Moure  reports  two  interesting  cases  of  acute  liypvi  ii..i.n\  ni  the 
tonsils  in  children  in  whom  a  complete  removal  of  the  hypcrtrophicd 
tonsils  had  been  performed.  In  these  cases,  there  developed  a  real 
acute  tonsillar  adenoiditis  accompanied  by  fever  and  submaxillary 
.iijenoiditis.  When  the  inflammation  had  subsided,  there  remained 
in  one  case  on  one  side  and  in  the  other  on  both,  extremely  large 
toii-il-  oli-tni' tint;  tile  fan  ■  '  Mccessitating  a  second  operation. 
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Contribution  to  an  International  Inquiry  on  Ozena.  J.  Dl'VERGER. 

Kevin-  IuIhI.  </<•  Liiiyii,!  <!.  Ar.nl  ■.'.'..   I'M  I 
From  an  examination  of  i  sons  of  both  sexes 

and  all  ages.  Duverger  find>  tlial  o/ciia  is  very  rare  in  the  .Arabian 
race,  and  this  in  spite  of  the  fact  that  the  \r:itis  lurd  together  in 
large  numliers.  it  Inring  not  uncommon  for  :,'ht  individuals 

•o  lie  in  the  same  room  not  counting  the  children.  .\>  animals,  how- 
<  ver.  are  never  allowed  to  come  into  the  houses,  as  is  common  el.sc- 
\hcrr.  and  Arabs  never  apjirnach  a  dog  to  fondle  it.  the  author 
-iiggests  that  I  irgument  in  favor  of  the  canine 
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ANESTHESIA  IN  AURAL  SURQERV. 

Dr.  Wm.  Guy  Doran,  New  York  City. 

The  question  of  anesthesia  in  aural  surgery  needs  no  introduction 
to  those  familiar  with  operations  about  the  mouth  and  pharynx 
and  the  surgeon  who  encounters  such  cases  must  of  necessity  feel 
the  relative  importance  of  its  administration. 

While  we  cannot  boast  of  an  ideal  method  of  anesthesia  in  aura' 
cases,  we  can,  by  earnest  efforts  properly  directed,  look  forward 
with  confidence  to  a  satisfactory  solution  of  the  problem.  Many 
valuable  suggestions  have  come  to  us  from  the  surgeons  engaged 
in  such  operations  but  the  field  of  anesthesia  has  become  so  impor 
tant  in  our  present  day  that  it  requires  the  undivided  attention  of 
those  engaged  in  this  work.  It  logically  follows  that  we  look  to 
the  anesthetist  to  offer  the  suggestions  that  may  be  of  assistance  in 
this  regard ;  and  it  is  hoped  that  the  method  here  described  may  be 
a  step  forward  and  that  some  of  the  features  will  prove  of  assist- 
ance to  those  engaged  in  this  work. 

The  skilled  anesthetist  fulfills  a  conscientious  duty  to  the  pa- 
tient and  to  the  surgeon  and  it  is  his  earnest  effort  to  perform  his 
duties  to  each  to  the  best  of  his  ability.  His  greatest  aim  is  to  car- 
ry the  patient  through  the  anesthetic  with  the  least  amount  of  shock 
and  to  reduce  to  a  minimum  the  post-operative  distress  that  is  .so 
frequent  after  a  prolonged  anesthesia.  This  can  only  be  accom- 
plished by  the  administration  of  a  uniform  anesthesia  of  sufficient 
depth  to  carry  the  patient  along  the  "border  line"  of  complete  nar 
cosis,  and  to  avoid  as  much  as  possible  the  interrupted  anesthesia 
that  is  so  wearing  on  the  patient.  He  must  be  an  assistance  to  the 
surgeon  and  not  a  hindrance.  The  field  of  sterility  in  aural  cases 
must  be  preserved  with  the  same  care  as  in  an  abdominal  operation 
The  anesthetist  should  be  scrubbed  and  gowned  in  all  cases  where 
he  is  likely  to  come  in  contact  with  the  operator  or  his  implements, 
and  the  sterile  linen  about  the  head  of  the  patient  should  be  kept 
free  from  contamination  by  the  anesthetist.  The  method  of  anes- 
thesia that  is  adapted  should  be  carefully  planned  so  as  to  avoid 
any  interference  with  the  movements  of  the  operator  and  to  leave 
him  the  greater  area  of  the  field  in  which  to  work.  To  accomplish 
this,  the  anesthetist  must  have  the  necessary  equipments,  and  the 
method  of  procedure  should  be  planned  to  meet  each  individual 
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case.  This  might  seem  a  difficult  task  to  many,  but  iu  the  cases  at 
St.  Vincent's  Hospital  we  have  found  it  a  great  advantage  to  con 
sider  the  difficulties  in  aural  cases  and  to  attempt  to  eliminate  them 
wherever  possible  by  improving  the  method  of  anesthesia ;  and  with 
the  kind  of  co-operation  of  the  attending  surgeons  I  have  been 
afforded  ample  opportunity  to  apply  these  principles  in  the  cases 
that  are  best  adapted  for  its  use. 

The  patient  receives  the  usual  preparation  for  the  operation  in 
regard  to  rest,  the  bowels  and  diet.  He  should  1>«  insured  a  good 
night's  rest  preceding  the  operation,  and  one  hour  before  going 
to  the  operating  room  a  quarter  grain  of  morphin  and  one  one- 
hundred  fiftieth  of  a  grain  of  atropin  should  l>e  given.  The  pre- 
liminary anesthetic  of  choice  is  gas-ether,  which  is  continued  until 
a  degree  of  anesthesia  sufficient  to  abolish  the  conjunctival  reflexes  is 
obtained.  The  patient  is  then  placed  on  the  operating  table  or 
chair,  as  the  operator  may  desire,  the  face-mask  is  removed,  and  tlie 
anesthesia  for  the  remaining  period  of  the  operation  is  maintained 
by  our  present  method,  which  comprises  the  following  features : 
1.  Illuminated,  hollow.  tongue-dei)ressor.  2.  Ether  vapor  ma- 
chine,   .'i.     Aspirator. 

The  tongue  depressor  emlwdles  three  distinct  features:  (a)  It 
serves  as  an  instrument  during  the  operation  and  thereby  reduces 
the  number  of  instruments  in  the  mouth,  (b)  It  allows  for  the 
passage  of  ether  vapor,  (c)  It  illuminates  the  pharynx.  It  is 
the  instrument  of  choice  because  it  is  more  constantly  used  than 
any  other,  and  for  the  greater  part  of  the  operation  is  within  the 
pharynx.  It  is  also  of  great  aid  in  keeping  the  tongue  depressed 
and  prevents  an  obstruction  to  the  respired  air.  The  ether  vapor 
is  passed  through  the  instrument  to  the  l>ase  of  the  pharynx,  where 
it  meets  the  tidal  air  from  the  nasal  and  aural  cavities.  Here  an 
atmosphere  of  warm  ether  vajjor  of  any  desired  percentage  can 
be  created.  The  instrument  (here  illustrated)  consists  of  a  hollow 
lingual  portion  and  a  handle  which  is  set  at  right  angles  to  the 
body  of  the  instrument.  The  material  used  is  sheet  metal,  suffi- 
ciently strong  to  withstand  a  great  strain.  The  lingual  |)ortion  is 
hollow  to  permit  the  passage  of  the  ether  vapor  and  to  direct  it 
downward  towards  the  pharynx.  The  small  lamp  which  affords  the 
illumination  is  set  in  a  depression  on  the  lingual  portion  well 
down  near  the  tip  and  is  protected  with  a  transparent  film  of  filnrr- 
k)id,  which  insures  safety  against  an  accident  to  the  lamp.  A  two- 
volt  lamp  is  set  into  a  detachable  rod  that  traverses  the  entire  liti-;h 
of  the  lingual  jKjrtion  of  the  instrument,  and  enables  one  to  s'.c;  iIi,  o 
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tlio  instriiment  by  boiling  and  to  replace  a  small  lamp  without  delay. 
The  handle  of  the  instrument  is  hollow  and  contains  a  two  cell 
battery  capable  of  a  continuous  illumination  for  several  hours. 

In  certain  cases  we  find  it  necessary  to  substitute  for  the  tongue 
depressor  a  laryngeal  speculum  (here  illustrated)  of  the  accepted 
design,  but  made  with  the  added  features  for  illumination  and  for 
ether  vapor.  These  parts  are  interchangeable  on  the  one  handle 
and  are  connected  with  a  threaded  joint  of  standard  size  so  that 
they  may  be  quickly  changed  whenever  it  becomes  necessary.  The  use 
of  the  illuminated  tongue-depressor  for  anesthesia  has  greatly  fa- 


Figui<>  1.  Ether  vapor  machine.  (A)  Ether  cup.  (B)  Ether  vaporiier  and 
vacuum  sphere.  (C)  Aspirator.  (D)  Rotary  Blower.  (E)  Air  filter  and 
stabilizer.      (F)   Mercurial   manometer.      (G)   Universal  motor. 


cilitated  our  work  in  many  respects.  The  actual  time  of  the  opera- 
tion is  shortened ;  the  anesthetist  may  serve  as  an  assistant  to  the 
operator,  as  well  as  administer  the  anesthetic  ;  the  field  of  opera- 
tion is  well  illuminated  by  the  rays  of  light  from  the  lamp,  which 
are  directed  upward  and  backward  into  the  nasal  and  aural  cavi- 
ties ;  and  of  still  greater  advantage  is  the  clear  field  of  operation 
attorded  the  surgeon  without  his  having  to  share  his  limited  space 
with  the  anesthetist. 
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The  second  unit  consisting  oi  tiie  ether  vaporizer  is  a  mechanical 
fievice  of  my  own  which  pro<luces  a  mixture  of  air  and  ether  of 
any  desired  percentage,  warms  it  to  the  body  temperature  and  al- 
lows for  the  determination  of  air  volume  and  pressure.  It  con- 
sists of  a  rotary  blower,  a  motor,  an  air  filter  and  stabilizer,  an 
ether  cup,  and  a  vacuum  sphere  containing  an  electric  heater  sur- 
rounded by  a  coil  of  copper  tubing.  As  the  air  leaves  the  rotary 
blower  it  is  passed  through  an  air  filter  and  stabilizer  where  for- 
eign particles  are  removed  and  the  flow  of  air  made  more  constant. 
.\  mercurial  manometer  attached  to  the  stabilizer  indicates  the  air 
pressure.     It   then  passes   into  a  coil  of  copper  tubing  that  sur- 
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rounds  an  electric  heater,  and  both  heater  and  coil  are  inserted  in 
a  vacuum-lined  sphere.  The  vacuum  sphere  retains  the  heat  around 
I  lie  coil  anrl  also  serves  as  a  reservoir  for  boiling  water  when  elec- 
iri'i'  available.     The  ether  is  introduced  into  the  air  cur- 

rent Hum  a  droj*  cuj)  l)cfore  it  enters  the  copper  coil  and  in  its 
pn^-iagc  through  the  warm  coil  it  is  completely  va{>orizcd  and  then 
allowed  to  flow  through  a  rubber  tube  to  the  illuminated  tongue- 
'Icpressor  and  thence  to  the  pharynx.  The  volume  of  the  air  pass- 
ing through  the  vajKirizcr  may  l>e  varied  by  changing  the  speed  of 
the  motor.  The  rotary  motor  that  I  have  adopted  is  capable  of 
delivcrying  20  liters  a  minute,  which  is  i;reatcr  than  the  amount 
required   since  the  patient  takes  the  normal  amount   through  the 
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mouth  and  nose  with  each  inspiration ;  hence  it  is  unnecessary  to 
deliver  through  the  machine  more  air  than  is  required  to  carry  the 
ether  vapor  to  the  pharynx.  The  approximate  strength  of  the  ether 
vapor  can  be  determined  by  allowing  a  known  amount  of  ether  to 
drop  into  a  uniform  volume  of  air  passing  through  the  machine 
each  minute  and  to  a  degree  an  absolutely  uniform  anesthesia  mav 
be  maintained. 

The  third  feature  of  the  method,  and  one  that  has  proved  to  be 
of  great  assistance  in  the  cases  of  aural  surgery,  is  the  aspirator. 
In  the  cases  that  are  operated  on  in  the  erect  position,  the  blood 
and  mucus  that  fall  into  the  posterior  pharynx  are  often  very  an- 
noying to  care  for,  because  of  the  great  difficulty  in  breathing,  and 
of  the  possibility  of  developing  a  case  of  pneumonia  directly  due  to 
the  aspiration  of  septic  mucus  or  blood  into  the  trachea.  The  as- 
pirator is  attached  to  the  inlet  valve  of  the  rotary  blower  and  con- 
sists of  a  glass  jar  with  air-tight  connections,  one  attached  to  the 
blower  and  the  other  to  a  tube  leading  to  the  patient.  The  mu- 
cus and  blood  that  gather  in  the  pharynx  are  sucked  into  the  tube 
and  carried  to  the  glass  bottle  or  jar  where  they  are  deposited  and 
accumulate  in  the  bottom  of  the  receptacle  until  the  operation  is 
completed.  This  feature  of  the  machine  was  of  great  service  in 
tonsillectomies  and  adenectomies  that  were  treated  in  the  erect  pos- 
ture. The  entire  field  of  operation  is  completely  exposed  to  view 
and  illuminated,  thereby  giving  the  operator  a  chance  to  make  a 
clean  enucleation  and  to  keep  the  field  clean  and  dry. 

This  combination  has  served  us  with  success  in  the  cases  thus 
far,  and  we  have  every  reason  to  believe  that  it  will  continue  to  be 
of  assistance.  The  ease  with  which  the  machine  can  be  operated 
makes  it  a  safe  practice  even  in  the  hands  of  the  interne ;  and  the 
weight  of  the  machine,  which,  all  told,  is  not  over  fifteen  pounds, 
will  make  it  useful  to  one  who  wishes  to  operate  in  the  home  with  ' 
the  same  degree  of  safety  as  in  the  hospital.  All  these  features  may 
not  be  applied  in  every  case,  but  as  the  occasion  demands  we  can 
change  the  method  slightly  to  meet  the  requirements  of  the  par- 
ticular case.  The  laryngeal  speculum,  the  tongue-depressor,  the 
nasal  catheter  or  the  intra-tracheal  catheter,  may  be  used  as  the 
occasion  demands;  and  in  the  event  of  not  having  electricity  for 
power  we  can  use  a  foot  bellows  and  boiling  water  in  the  vacuum 
sphere  with  equal  success. 

The  advantage  of  the  method  may  be  summarized  as  follows: 
1.     Shortens  the  duration  of  the  operation.     2.     Diminishes  the 
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'-hock  to  the  patient  by  permitting  a  shorter,  hghter  and  more  uni- 
form anesthesia.  3.  Lessens  the  post-operative  distress.  4.  Lcs- 
.sens  the  secretions  in  the  mouth.  5.  Respirations  arc  not  ob- 
structive. 6.  Lessens  the  possibility  of  bronchitis  and  pneumonia. 
7.  Illumination  of  the  pharynx  permits  of  a  more  complete  view 
of  the  operation  and  does  away  with  the  inconvenience  of  a  head 
mirror  and  the  electric  attachments.  8.  Aspiration  of  blood  and 
mucus  keeps  the  throat  clear  and  enables  one  to  control  hemorrhage 
easily.  9.  Gives  the  surgeon  complete  control  of  the  operative 
field  and  docs  not  interfere  with  the  sterility  of  the  operation. 
Gl  Hamilton  Place. 


A    Rare   Case   of    Exclusive   Localization  of   the  Fuso-Spirillar 

Symbiosis.      H     '".rzr-.   A'.-:     lu-lul.   dr   f.arynyol.,   March   28, 

i;tl  t. 

The  patient,  a  woman  of  22.  developed  difficulties  in  swallowing 

and  breathing  and  great  pain.    A  laryngoscopic  examination  was  dif- 

luult  on  account  of  the  marked  swelling  of  the  fauces.    The  region 

>f  the  lingual  tonsil  was  entirely  covered  with  a  pale  pseudo-mem- 

lirane,  the  whole  lymphoid  region  presenting  marked  inflammation. 

The  In|>'Ttrophied  lingual  follicles  were  congested  and  slightly  ul- 

!     •         The  action  of  the  arytenoids  was  normal  and  the  vocal 

ords  were  only  slightly  inflamed. 

A  bacteriological  examination  showm  luu^ii  iiuui miic  dctriliis  in 

•lie  midst  of  which  were  found  numerous  cocci,  staphylococci,  bacilli 

imosus,  spirilla  and  fusiform  bacilli.    The  patient  recovered  after 

iwelvc  days,  the  treatment  consisting  princi|)ally  of  in.sufllation  of 

|K)tash  and  irrigations  of  Iwro-oxygenated  water. 

The  diagnosis  of  this  condition  from  diphtheria  presents  some  dif- 
ficulty but  the  following  i»oints  will  assist :  The  temperature  is 
higher  than  in  diphtheria ;  the  inflammatory  process  is  more  lim- 
ited and  with  less  involvement  of  the  adjoining  regions.  The  fetor 
I'-  characteristic  of  the  fuso-spirillar  infection;  the  bacteriologic  ex- 
.iiTiifi.Tti')ti.  lKnv<v<'r   ■■^  •')<•  'li^titirtiv  f^'-ior  jt)  (},p  diagnosis. 
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ASEPSIS  IN  OFFICE  PRACTICE. 

Dr.  Claude  G.  Crane,  Brooklyn,  X.  ^ 

Careful  asepsis  in  office  practice  is  just  as  urgent  as  in  the 
operating  room.  In  the  operating  room  every  one  unconsciously 
observes  the  strictest  asepsis.     Is  this  true  of  office  practice? 

The  man  doing  internal  medicine  should  have  this  in  mind,  but 
it  IS  the  specialist  who  needs  to  be  particularly  observant  of  office 
asepsis,  because  he  deals  so  largely  with  the  class  of  cases  that 
have  foci  of  active  infection. 

'  The  ear,  nose  and  throat  man  should  never  rela.x  his  vigilance. 
For  the  past  few  years  I  have  been  taking  a  great  manv  cultures 
of  all  classes  of  ear,  nose  and  throat  cases,  for  the  purpose  of 
diagnosis  and  vaccine  therapy.  There  have  been  few  cases,  in  which 


a  culture  taken  with  the  platinum  loop,  has  not  shown  an  active 
growth  of  pathogenic  bacteria.  Every  patient  is  entitled  to  pro- 
tection from  the  infection  of  everv-  other  patient.  The  electric 
sterilizer  is  a  valuable  asset  because  it  can  be  placed  where  all  in- 
struments used  in  examinations,  treatments  and  operations  can  be 
dropped  in.  The  use  of  strong  antiseptic  solutions  does  not  take 
the  place  of  sterilization.  Rubber  gloves  also  serve  us  well  in  the 
office  as  in  the  hospital,  and  sterile  dressings  are  easily  attainable. 
One  thing  in  the  office  of  the  ear.  nose  and  throat  man  which  is 
far  below  the  standard  of  surgical  asepsis  is  the  cotton  container. 
-All  our  efforts  to  be  surgically  clean  are  futile  with  the  present 

(KM 


crane:  asepsi-  ice  practice.  '>•''«' 

cotton  container.  Every  one  is  tamiliir  with  the  various  forms 
now  in  use.  and  must  realize  that  they  are  a  source  of  infection 
from  one  patient  to  another.  They  stand  with  cotton  exposed 
liour  after  hour,  and  the  repeated  extracti  tton  with  one's 

lingers  from  this  open  container  is  so  contrary  lo  our  idea  of  sur- 
gical asepsis  that  oni-  wonders  that  it  has  l)een  used  year  after 
year. 

For  some  time  1  have  heen  trying  to  devise  a  container  for 
sterile  cotton  which  would  be  practical  in  a  busy  office.  The  one 
which  I  wish  to  show  you  to-night  (see  cut)  I  have  found,  after 
.1  period  of  daily  use.  to  fulfill  the  purpose.  The  stand  is  very 
heavy  which  makes  the  extraction  of  cotton  with  one  hand  possible 
and  easy.  The  Iwttles  containing  the  sterilized  cotton,  are  made 
without  an  inside  shoulder,  so  that  the  spring  can  push  up  the  cotton 
as  needed.  The  opening  in  the  top  is  star-shaped,  and  a  cap  which 
effectually  seals  the  container  fits  tightly  over  this.  The  stand  holds 
i>ottIes  but  It  1^  iicii->;ir\  !■  Ii.ixi-  .i  sufficient  number  of  contain- 
er>.  so  that  a  new  one  may  be  used  for  each  patient.  There  are 
two  methods  t>f  sterilization  the  ciiii>t\  containers  may  be  steri- 
lized and  tiun  tilled  with  >r  the  container  may  be 
filled  and  then  sterilized.  Sotla  njusi  not  be  used  in  the  water  in 
which  tli<-  .'.TiiiJ'i.T  iv  ^t,.r;i;v,v!  w  it  will  (ii^color  the  aliimiiitim 
cap. 

In  planning  this  container  i  have  triefl  to  make  it  as  simple  ,•»« 
|K>>sible.  and  I  hope  if  mav  he  of  a'^  much  service  to  others  a^  :' 
has  been  to  me 
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Immediate  Closure  of  the  Wound  After  Antrotomy  in  Acute  Mas- 

toidit)<t.      I       I     Moi  KK        Her    hrhd    dc   I.aryiniol..    Mav    'i. 
1!IH 
In  the  iii.ij!ii  ii_\   iM  i,i>i>  III  ,11  iiu-  ina>toMhtis  we  may,  .iltcr  hav- 
ing thoroughly  cleansed  the  diseased  area  and  opened  the  antrutn. 
-i:np!\    ri  .  ri    i  ilrain  into  the  antrum  mplctely  suture  the 

retro  niastoHJian  fold.    This  method  has  tlie  j;reat  advantage  of  has 
tenitig  the  cicatri/ation  and  avoiding  deformity  after  operation. 
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american  laryngolooical,  rhinological  and 
otolckjical  society, 

EASTERN  SECTION. 

Meeting  of  January  17,  IHI). 

Db.  Lewis  A.  Coffi.n,  Craibiiait. 

ADDRESS  OF  CHAIRMAN. 
Dr.  Lewis  A.  Coffin:  I  wish  to  thank  the  members  of  the  Society  for 
the  honor  that  was  done  me  in  my  election  as  Chairman  of  the  Eastern 
Section  of  this  Society  and  I  wish  In  the  name  of  the  New  York  members 
to  extend  to  our  visiting  members  a  most  hearty  welcome.  About  a 
month  ago  was  held  in  this  room  a  meeting  of  the  Section  of  Laryn- 
gology of  the  New  York  Academy  of  Medicine  commemorating  the  found- 
ing of  the  New  York  Laryngological  Society  forty  years  ago.  This  was 
the  first  Laryngological  Society  and  the  Laryngological  Section  of  this 
Academy  is  its  successor.  At  the  meeting  referred  to,  Dr.  Delavan  de- 
livered an  address  in  which  he  spoke  of  Dr.  Horace  Green  as  not  only 
one  of  the  founders  of  the  laryngological  Society  but  as  a  pioneer  in 
laryngological  work  in  this  country.  There  have  lately  come  Into  my 
hands  two  letters  written  from  the  home  of  Dr.  Green  by  Miss  Julia 
Robertson,  a  patient,  who  was  staying  at  Dr.  Greens  house  for  treatment. 
Miss  Robertson  afterwards  married  Gov.  Pierpont.  War-Governor  of 
Virginia.  I  have  thought  that  the  following  extracts  might  be  of  inter- 
est    They  were  written  sixty-three  years  ago  and  are  as  follows: 

T^      ^  .         ,  12  Clinton  Place.  N.   Y.,  October.  24.   ISaO. 

.«  „r.l\  tt"  "as  l.een  the  most  successful  physician  in  the  United  States 
in  curinR-  throat  diseases,  has  f^ained  a  great  reputation  and  has  made 
a  grreat  fortune.  I  had  felt  a  kind  of  desire  to  be  under  his  care  for  sev- 
eral years  but  said  little  about  it  because  I  thought  it  "out  of  the  ques- 
tion. But  here  I  am  and  Dr.  Green  has  promised  to  do  everything  in  his 
power  to  cure  me.  The  house  is  very  large  and  furnished  elegantly — cost- 
ly paintinRS  and  statuary  are  scattered  all  over  the  building  It  is  light- 
ed by  gas  and  the  croton  water,  hot  and  cold,  is  carried  all  over  it  There 
are  speaking  trumpets  in  the  walls,  in  fact  everything  elegance  or  com- 
fort could  sugsrest.  The  Doctor  is  about  40,  young  looking,  handsome,  po- 
lite, but  sometimes  absent-minded,  has  traveled  in  Europe  and  likes  stvie, 
but  not  dashing.  The  New  York  Medical  College  is  at  last  done,  and  Dr. 
Green  is  one  of  the  Professors.  Last,  but  not  least.  I  will  tell  you  about 
my  throat.  Dr.  Green  sent  for  me  to  the  office  a  few  days  after  I  came 
and  looked  at  my  throat.  "Bad  enough!"  was  his  exclamation,  "there  is  a 
deep  ulceration  out  of  sight,  your  physicians  have  not  discovered  it."  said 
he.  "What  would  you  say.  Miss  R..  if  I  should  be  obliged  to  cut  awav  some 
of  that  bad  flesh  that  is  in  your  way  therer"  I  replied,  "Whatever  you 
think  best  to  do  I  will  endeavor  to  submit  to  patiently."  "Well  then,  the 
sooner  it  is  over  the  better,  do  you  not  say  so?"  I  answered.  "Yes.  by  all 
means" — I  seated  myself  and  while  he  prepared  his  instruments,  he  said  it 
would  soon  be  over  and  spoke  low  and  sweetly  to  assure  me.  but  he  was 
mistaken  in  his  lady.  I  needed  no  coaxing  and  had  determined  before- 
hand to  make  no  fuss,  if  it  killed  me — so  I  smiled  and  said  nothing.  Dr. 
Jenkins  fDr.  Green's  junior  partner)  came  behind.  I  afterwards  learned  to 
hold  my  head,  but  that  was  unnecessary  and  he  did  not  touch  it  I  sat 
perfectly  still,  and  the  Doctor  cut  off  my  left  tonsil.  The  blood  streamed 
from  my  mouth  for  about  half  an  hour,  and  I  then  sat  down  and  had  the 
right  one  cut  off,  which  started  the  other,  and  I  bled  until  I  could  hardly 
hold  up  my  head.  After  it  stopped  a  little,  a  sponge  application  of  nitrate 
of  silver  was  applied  and  almost  strangled  me.  The  bleeding  began  again 
and  continued  until  about  two  o'clock — for  a  few  days  I  suffered  a  great 
deal  of  pain,  but  I  had  kind  nursing  and  "French  fixin's"  to  get  well  on. 
Yesterday    what   was   my    horror   to   learn    that   my    palate   must   come   off. 
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tlown  I  sat  and  ott  it  came.  I  have  hardly  apoken  a  word  alnce.  The 
pain  at  tiniei  ts  intense.  I  am  dreadfully  hungry.  They  send  up  nice  soft 
things  to  tempt  me  to  eat.  but  it  is  a  dlfflcult  matter  to  swallow.  Except 
my  throat.  I  am  well,  perfectly  so,  feel  a  great  deal  better  than  I  did  be- 
fore I  came,  and  look  healthier,  have  a  better  complexion  and  no  head- 
aches.     Hope    is    everything    in    this    world,    and    I    hope    now    to    be   cured. 

12  Clinton  Place,  December  27.  1850. 
Tou  aSk  if  I  will  ever  talk  again?  Yes!  and  better  and  faster  than 
ever,  my  throat  improves  daily.  In  fact  I  have  entirely  recovered  and  have 
liegun  to  practice  my  singing  lessons  again.  I  wloh  that  you  could  have 
been  here  on  Christmas.  It  wu."  truly  a  merry  t'hrlstmas  to  us  all.  Any 
one  that  produces  a  laugh  on  Christmas  or  contributes  lo  tlie  atmostphere 
of  fun  and  good  feeling  is  considered  a  benefactor.  I  did  my  best  at  a 
burlesque  of  Dr.  Green,  and  It  took  admirably.  The  Doctor  has  written 
two  books — one  on  "Bronchitis"  and  another  on  "Croup."  X  got  a  very 
large  box.  carpeted  it  and  furnished  It  with  the  children's  furniture,  se- 
lectinK  such  as  represented  the  office  furniture,  then  1  bought  two  ridicu- 
lous india-rubber  heads  and  fastened  them  to  Jointed  bodies,  dressed  them, 
one  like  a  patient  and  the  other  like  Dr.  Green.  I  placed  the  old  woman 
in  the  chair  with  her  mouth  wide  open  and  her  eyes  rolled  back,  one  arm 
up  entreutingly  and  the  other  on  his  arm.  while  he  stood  stooping  over 
with  a  stick  and  a  swab  on  the  end  of  It  ready  to  sponge  her  throat.  I 
had  pliKi'l  n  little  ^plttnnn  at  her  side,  and  on  the  tabic  a  bottle  of  ni- 
trate of  ."i:  "Tit  sized  representations  of  the  pro- 
bang.  Tb-  instrument  he  uses  to  make  sponge 
application  ■  I  put  miniature  representations  of 
(.III",  receipts.  III.  St miti  ■■  ■-.  1  tiny  box  of  wafers,  pencil,  etc. — 
1  1)1  '  how  they  laughed:  ;  !■  ii;  .;  oil  take  off.  for  Dr.  (Jreen  stands 
In  that  position  half  of  .  ;.  with  lii.«  probang  in  hand  treating  first 
one  then  another.  The  iluctor  says  he  shall  keep  It  for  a  sign,  and  every 
one  who  comes  In  Is  taken  up  to  see  "Creen  on  Rronchltis  and  Croup."  Oh, 
I  put  a  baby    In   a  cradle,    that  squeals   h'lrrilily.    for   tin'   iioup. 

Some  Gateways  of  Cryptogenic  Infection. 

(a)  The  Alveolar   Procceeet:     Da.  Wsi.  H.  Haski.v,  New  York. 
PubtUhed  in  full  in  the  March,  19H,  iMsue  of  The  LARYNGOscorE,  p.  169. 

(b)  The  Tonail.     Da.  GroaGE  B.  Wood,  Philadelphia. 

DlSCfSSlOX. 

Da.  M.  L.  Rhei.n:  Ulscusslng  the  oral  Infection  part  of  this  subject, 
I  would  say  that  the  popular  Idea  of  dental  infections  Is  gone;-ally  em- 
braced by  the  Idea  of  pyorrhea  alveolarls.  Dental  organs,  embracing  the 
alveolus,  teeth,  pericementum  and  gums  are  not  like  the  tonsils  which 
have  just  been  dlacwwed,  but  are  end-organs.  When  there  Is  faulty  nutri- 
tion, when  the  realatance  to  Infet-tlon  Is  lowered,  It  Is  much  more  liable 
to  manifest  Itself  by  some  abnormality  In  an  end-organ  than  In  any  other 
place;  this  will  always  account  more  or  less  for  the  different  phases  of 
pyorrhea  alveolarls.  It  Is  frequently  an  ImporUnt  diagnostic  factor  In 
some  of  the  constitutional  diseases  where  malnutrition  plays  an  Import- 
ant role,  but  It  Is  not  the  prominent  etlologlcnl  factor  which  In  the  last 
few  years  has  been  so  rommnnly  ascribed  to  It.  The  main  reason  for 
this  Is  because  the  pus  which  comes  from  the  gums  and  the  alveolar 
structures  In  this  stage  Is  to  a  large  extent  eliminated.  It  undoubtedly 
has  a  great  toxic  effect,  but  It  Is  by  no  mean«  ao  powerful  as  the  toxemtaa 
which  result  from  other  phases  of  dental  Infection. 

The  most  serious  type  of  dental  Infection  Is  the  alveolar  abscess.  Then 
we  have  another  type,  the  pericemental  abscess;  that  Is  a  form  of  Infec- 
tion which  exists  between  the  lining  membrane  of  the  roots  of  the  teeth 
and  the  periosteum  of  the  Jaw  Itself.  Very  little  as  been  written  about 
this  form  of  abaceae.  In  these  rases  the  pulps  of  the  teeth  remain  vital 
and   tlie   most  i"   theory  of   the  etIoloRlral   conditions   of   theee 

abscesaea  la  thi.  :  ucture  Is  the  degenerate  remains  of  the  substance 
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from  which  the  enamel  of  the  n**-Lh  Is  formed,  and  on  this  account  any 
mltro-organlsm  that  may  be  In  the  circulation  finds  here  a  material  which 
Is  more  or  less  prone  to  infection,  especially  when  the  resistance  of  the 
body  as  a  whole  Is  more  or  less  lowered.  The  diagnosis  of  these  Infec- 
tions Is  very  difficult  and  very  rarely  Is  made. 

Now  the  alveolar  abscesses  result  from  Infection  of  dead  pulp  tissue 
arising  from  the  ordinary  pyogenic  flora  such  as  are  found  in  the  mouth, 
more  or  less  actively  virulent.  Where  the  Intlammatlon  becomes  sufficient- 
ly powerful  the  purulent  matters  break  through  the  alveolar  plate  and  the 
abscess  Is  easily  recognized.  Since  we  have  had  the  aid  of  radiography, 
we  have  learned  that  we  have  a  form  of  abscess  that  has  a  similar  etiolog- 
ical factor  with  the  conditions  found  in  the  crypts  of  the  tonsils,  which 
have  formed  such  a  prominent  etiological  factor  in  various  forms  of  endo- 
carditis. We  have  found  what  Is  known  as  a  blind  abscess  or  granuloma, 
where  Imperfect  dental  work  has  been  done  on  the  pulps  of  the  teeth,  or 
whers  the  pulp  has  died  without  being  taken  care  of  and  where  Its  ab- 
sence gave  absolutely  no  discomfort  and  was  not  recognized  by  the  slight- 
est form  of  Irritation.  They  also  occur  as  the  result  of  some  trauma, — 
breaking  down  of  the  pulp  connection  as  it  enters  the  teeth.  The  reason 
these  abscesses  cause  so  little  Inflammation  is  because  the  Infection  ap- 
pears Invariably  to  be  due  to  the  streptococcus  virldens.  In  the  many 
cases  In  which  cultures  have  been  made  the  streptococcus  has  alway«  been 
found.  The  virulence  of  this  form  of  streptococcus  is  very  slight;  so  Its 
Inflammatory  action  Is  not  very  high.  We  have  here  Imprisoned  In  the 
spongy  cryptoform  cells  of  the  alveolus  a  small  abscess  sac  which  sends 
forth  continually  a  small  amount  of  toxic  matter  through  the  circulatory 
media  of  the  lymph  channels,  and  we  know  from  the  nature  of  the  specific 
character  of  this  toxin  that  Its  attack  is  directed  against  the  heart  Itselr. 
The  toxemia  Is  the  same  as  that  caused  by  the  cryptoform  infections  of 
the  tonsils  Infected  by  the  streptococcus  virldens. 

Your  attention  is  especially  directed  to  two  practical  points.  These 
numerous  infections  are  most  often  caused  by  Imperfect  dental  work. 
There  are,  however,  simple  scientific  methods  of  pulp  technic  which  If 
prope'rly  followed  out  will  leave  the  ends  of  the  roots  in  such  a  condition 
that  infection  of  these  parts  cannot  take  place. 

Dr.  T.  S.  SoiTHwoKTit:  Your  President  has  asked  me  to  say  a  few 
words  on  this  subject  from  a  pediatric  standpoint.  In  studying  the  crpto- 
genlc  Infections  as  exemplified  in  children,  we  have  to  consider  the  de- 
plorable conditions  which  exist  In  the  teeth  of  so  many  of  them.  It  Is 
true  that  simple  carles  does  not  come  directly  under  this  head,  but  as 
Collyer  says:  "The  amount  of  oral  sepsis  arising  directly  from  carious 
teeth  is  small  compared  with  the  sepsis  from  conditions  start(»d  by  their 
presence." 

rnquestionably.  bad  oral  conditions  affect  the  health  of  the  child,  and 
the  poor  nutrition  and  anemias  which  they  cause  render  them  more  sus- 
ceptible to  the  constant  septic  inoculation  from  carious  cavities  or  dis- 
eased gums.  Such  effects  are  more  commonly  seen  in  infant  asylums  where 
in  badly  nourished  Infants  and  children  gingivitis  extends  to  the  roots 
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of  the  teetli,  causine  necrosis  of  the  jaw  or  even  noma,  resulting  in  de- 
rorniity  and  often  In  death. 

The  public  is  only  partly  awakened  to  the  Importance  of  the  care  of  the 
t.eth  in  children.  I  agree  heartily  with  a  recent  statonient  that  no  public 
foundation  could  be  better  employed  for  the  benetlt  of  the  rait-  ihan  one 
which  would  deal  with  this  problem. 

Turning  now  to  the  tonsil:  Two  matters  have  been  almost  giiuraliy 
accepted  by  all  thoughtful  pediatricians;  these  are,  first,  the  necessity 
for  complete  enucleation  of  the  tonsils,  and  especially  of  buried  tonsils, 
in  all  young  persons  subject  to  attacks  of  acute  rheumatism;  and  second, 
the  (omplete  removal  of  the  tonsils  where  there  Is  definite  or  suspected 
tuttercular  cnlarRement  of  the  cervical  glands.  Further,  this  is  a  good 
practice  where  there  is  recurrent  enlargement  of  the  cervical  glands. 

In  this  connection.  It  should  be  remembered  that  many  of  us  believe 
that  Iherf  Is  frequent  enlargement  of  these  glands  from  Infections  har- 
bor<Ml  in  the  crypt  of  the  naso-pharyngeal  tonsil  lalUnK  for  Its  removal. 
The  presence  of  tonsillar  plugs  which  may  be  extrudc>d  and  swallowed,  Im- 
iilants  at  Intervals  noxious  bacteria  among  the  flora  of  the  intestinal 
tract.  While  this  Is  doubtleas  rarer  In  youth  than  in  adult  life.  It  un- 
doubtedly occurs,  for  we  have  all  seen  considerable  masses  of  cheesy  ma- 
terial In  the  buried  tonsils  of  rather  young  children, — three  to  four  years 
of  age.  That  such  implantations  should  be  in  part  rpsi)onslble  for  the 
<listurbed  nutrition  and  anemia  of  these  children.  Is  not  unreasonable. 
Kven  styes,  furunculosls,  and  acne  have  been  aacribed  to  this  source,  and 
Klliott  raises  the  Interesting  question  whether  chorea  may  not  at  times 
have  this  starting  point. 

r*hlIdho()d  Is  a  good  time  to  forestall  and  prevent  these  Infections,  and 
there  is  no  knowing  how  much  of  the  morbidity  of  later  life  may  be 
irevented  by  proper  attention  to  the  teeth,  and  tonsils  at  an  early  age. 

Dr.  Ki.iukt  l.r.FKVKr.:  I  have  been  very  much  interested  in  this  question 
of  oral  sepsis  and  In  the  papers  that  have  been  read  toKlay.  The  subject 
has  engaged  my  attention  for  some  time,  and  I  have  been  more  and  more 
impressed  with  the  question  of  the  Infection  of  children  from  this  source 
.IS  compared  with  Inter  years  when  the  teeth  show  more  of  the  effects  of 
dental  pro<'e8«e«.  There  are  several  clinical  features  which  are  lmi>ort- 
ant.  We  have  noticed  a  peculiar  form  »f  thrombosis  occurring  in  certain 
portions  of  the  body  and  siibsldliwc.  only  to  re-occur  either  on  the  same 
M'ssels  or  elsewhere.  At  one  time,  the  Intestinal  tract  was  thought  to 
>•••  the  source  of  the  infection  but  later  investigations  have  shown  that 
a  large  percentage  of  cur«-«  are  rauxed  by  the  absorption  of  septic  material 
from  the  mouth.  Very  often  this  is  only  omtrollecl  by  a  thorough  cure  of 
the  mouth  conditions. 

We  also  have  a  type  of  anemia  whd  h.  while  It  Is  In  the  early  stage 
a  form  of  secondary  anemia,  can  Ix-come  so  progressive  that  In  the  later 
stages  It  shows  the  clinical  plriiire  of  pernicious  anemia.  What  micro 
organism  causes  this  particular  anemia  we  do  not  know,  but  It  Is  fr«- 
quently  associated  with  oral  sepsis;  It  Is  not  a  general  Infection  of  tJia 
blood  stream  by  the  micro-organism,  as  blood  culture  shows  no  growth. 
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Dr.  Rhein  spoke  of  the  streptococcus  vlrldens,  and  Its  relation  to  malig- 
nant endocarditis.  That  is  tbe  most  destructive  of  all  the  organisms  we 
have  in  the  mouth,  and  when  it  gains  entrance  to  the  blood  stream  can 
cause  primary  malignant  endo-cardltis.  It  may,  however,  find  lodgment 
elsewhere  in  the  circulatory  system  and  produce  a  fatal  sepsis.  Cardiac 
valvular  disease  can  be  caused  by  the  streptococcus  viridens  without  the 
organism  flndlng  lodgment  in  the  heart.  The  toxins,  absorbed  from  any 
focus,  can  cause  Inflammatory  changes  In  the  endo-cardium  and  later 
chronic  valvular  deformity.  In  all  eases  of  recurring  endo-cardltis  of  ol>- 
scure  etiology,  careful  examination  of  the  mouth  for  foci  of  infection 
should  be  made.  Too  often,  we  are  satisfied  with  a  cursory  examination. 
The  examination  should  be  a  thorough  one.  As  lias  been  pointed  out, 
frequently  the  condition  can  only  be  detected  by  the  aid  of  the  x-ray. 

Time  does  not  allow  discussion  of  the  relation  of  oral  sepsis  to  the 
so-called  "rheumatic"  paine  and  arthritis  conditions. 

An  unfortunate  phase  of  the  propaganda  for  the  care  of  children's 
teeth  is  that  where  patients  are  sent  to  the  dentists  to  have  the  teeth 
corrected  it  often  happens  that  on  account  of  faulty  treatment  a  worse 
conditions  is  introduced,  new  avenues  of  infection  opened  up,  and  the 
condition  made  worse.  The  dental  societies  and  all  those  connected  with 
them  should  insist  that  more  careful  treatment  be  gfven  to  these  cases, 
and  those  who  are  supposed  to  take  care  of  the  teeth  should  have  a  better 
knowledge  of  bacteriology  and  oral  hygiene. 

Dr.  Southworth  spoke  of  the  Infection  through  the  tonsil  by  tubercle 
bacilli.  This  avenue  is  most  important,  especially  from  the  pediatric 
standpoint.  While  there  is  care  of  the  mouths  of  children  after  the  denti- 
tion Is  begun,  very  little  attention  Is  given  to  the  mouths  of  children  be- 
fore. I  have  noticed  large  numbers  of  cases  in  which  tuberculosis  has 
come  from  the  retention  in  the  mouth  of  food,  milk,  etc.,  which  has  evi- 
dently been  Infected  by  the  turbercle  bacilli. 

The  Diagnosis  and  Treatment  of  Brain  Abscess  Dr.  William  W.  Srarfe. 
Published  m   full  in  The  Lartngoscope,  March,  191i,  page  ^01. 

Barany's   Theory   of  Cerebellar   Localization:    Practical    Bearing   on   the 
Diagnosis  of  Cerebellar  Abscess.     Dr.  Philip  D.  Kebrison. 
Published  in  full  in  The  Laryngoscope,  March,  191.),  page  192. 

Discussion'. 

Dr.  E.  B.  Dench:  I  have  been  deeply  interested  in  both  of  these  papers, 
and  especially  in  what  Doctor  Sharpe  has  said  about  the  relative  fre- 
quency of  cerebral  and  cerebellar  abscess. 

According  to  my  own  experience,  brain  abscess  occurs  above  the  tentor- 
ium about  twice  as  frequently  as  below  the  tentorium.  Certain  English 
statistics  have  been  published  in  which  the  relation  has  been  reversed. 
From  a  clinical  point  of  view,  however,  I  am  certain  that  as  far  as  otitic 
abscess  is  concerned,  all  observers  will  agree  that  they  are  found  about 
twice  as  frequntly  above  the  tentorium  as  below  it. 

Regarding  cases  in  which  the  abscess  has  remained  latent  for  a  lone 
time,  I  remember  one  case  In  which  an  abscess,  situated  In  the  reglCn  ot 
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ih»  l.-land  of  lleil  and  of  the  Inferior  frontal  convolution,  was  found  ten 
years  after  an  acute  otitis.  Ten  years  after  the  primary  attack,  the 
patient  had  a  second  Involvement  of  the  same  ear,  followed  by  a  mastoid 
operation  for  the  relief  of  this  acute  condition.  Symptoms  of  brain  ab- 
scess appeared,  and  the  abscess  was  found  In  the  region  above  mentioned. 
The  thickness  of  the  abscess  wall  made  It  extremely  probable  that  this 
abscess  had  remained  latent  since  the  first  attack  of  acute  otitis,  ten  years 
before. 

With  reference  to  the  value  of  nystagmue  toward  the  affected  side,  as  a 
dlagnwtlc  sign  In  cases  of  cerebellar  abscess,  I  would  cite  an  Interesting 
case  which  came  under  my  observation  at  the  New  York  Eye  and  Ear 
Infirmary.  This  patient  came  to  the  hospital  with  symptoms  of  dizziness 
and  a  nystagmus  toward  the  healthy  side.  The  ordinary  radical  opera- 
tion was  done,  but  the  (uittent's  vertigo  continued,  and  the  nystagmus 
then  became  reversed  and  was  toward  the  diseased  side.  At  a  second 
operation,  one  of  my  assistants  removed  a  large  sequestrum  from  the 
petrous  pyramid.  The  Internal  auditory  meatus  was  easily  demonstrated 
upon  this  se<|ij>>8trum.  After  the  second  operation  all  of  the  patient's 
symptoms  disappeured.  In  this  case,  there  was  evidently  a  localized  men- 
ingitis about  the  trunk  of  the  auditory  nerve. 

1  was  very  glad  to  hear  Doctor  Sharpe  advocate  so  unreservedly  the 
value  of  a  decomi>ositlon  operation  In  brain  abjcess,  especially  where 
the  abscess  cannot  be  exactly  localized,  and  also  to  learn  that  he  advo- 
cated the  performance  of  the  operation  for  draining  the  abscess  In  two 
stages. —  ilrst.  doing  a  decompression  operation,  walling  of  the  suspected 
area,  and  later  opening  the  brain  substance. 

My  impression  is  that  I  was  the  first  to  put  this  suggestion  in  print. 
(Transactions  of  the  American  Otologlcal  Society,  1906,  Vol.  X.  I'art  2, 
page  266.)  I  am  also  equally  certain  that  this  observation  was  not  entirely 
original  u|)on  my  part  but  was  the  result  of  a  conversation  with  .Mr.  Bal- 
lance,  of  I»ndon.  In  which  he  suggested  the  possible  advisability  of  this 
measure.  As  far  as  I  knew,  however,  the  article  above  referred  to  Is  the 
mention  of  this  matter  In  literature.  I  believe  this  plan  is  eminently  ad- 
visable In  all  cases  of  brain  abscess  In  which  the  absc(<«s  cannot  be 
opened  aloni;  the  avenue  of  Infection.  As  the  result  of  the  decompression 
operation  and  packing  of  the  sutnlural  itpace  with  Iodoform  gauze,  a  line 
of  adhesion  Is  formed  completely  obliterating  the  subdural  space.  These 
adhesions  form  very  rapidly  and  should  be  fairly  flrni  at  the  end  of 
twenty-four  or  forty-eight  hours.  The  subsequent  exploration  of  the  brain 
substance  can  then  be  carried  out,  and  If  the  abscess  is  openixl.  a  purulent 
meningitis  Is  not  likely  to  result  from  Infection  of  the  cerebral  mera- 
branM  from  the  pus  from  the  absceas,  aa  the  arachnoid  space  Is  com- 
pletely walled  off.  Moreover,  as  •  result  of  the  decompression  operation. 
the  pus  In  the  brain  substance  will  naturally  tend  to  travel  along  the 
line  of  least  resistance,  and  will.  r.  My.  i>oint.  as  It  were,  toward 

the  surface  of  the  brain.    The  urg> !  loms  due  to  brain  abscess  are 

usually  pressure  symplo-ns.  The  decompreMlon  operation  relieve*  theae 
pressure  symptoms,  and,  at  the  same  time,  favors  the  pointing 
ot  the  abaceas,  which  can  then  be  opened  with  <-omparatlve  Hafetly  through 
the  exposed  area,  ■•  the  arachnoid  space  has  been  completely  shut  olT 
as  the  result  of  the  preceedlng  decompression  operation      I  hrllcve  Doctor 
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Sharpe  Is  right  In  the  statement  that  these  decompression  operations 
should  be  performed  through  a  sterile  Held.  In  other  words.  If,  on  explor- 
ing carefully  the  tympano-antral  roof,  we  And  absolutely  no  evidence  of 
any  avenue  of  Infection,  I  believe  It  would  then  be  wiser  to  do  a  sub-tem- 
poral decompression  through  a  sterile  field  and  open  the  brain  substance 
at  a  subsequent  period,  rather  than  to  extend  the  previous  operative  held 
in  doing  the  compression.  1  heartily  agree  In  the  advantages  of  the  wide 
field  of  exposure  for  draining  cerebellar  abscesses.  1  believe  here  tiJat 
a  preceding  decompression  operation  is  a  good  procedure,  unless  some 
definite  avenue  of  infection  leading  directly  Into  the  brain  substaace  can 
be  discovered. 

Regarding  the  treatment  of  the  case  after  the  abscess  has  been  opened. 
I  am  perfectly  certain  that  in  some  of  my  earlier  cases  a  fatal  result 
could  be  attributed  to  too  much  exploration  of  the  abscess  cavity.  We 
must  remember  that  in  these  patients  the  abscess  has  existed  for  some 
time.  Consequently,  if  we  simply  open  the  abscess,  put  In  a  drain,  and 
allow  the  normal  brain  pressure  to  obliterate  the  abscess  cavity,  we  are 
doing  our  best  for  these  patients.  The  idea  that  we  must  investigate 
every  nook  and  cranny  of  the  abscess  cavity  and  wipe  out  carefully  every 
drop  of  pus  In  order  to  obtain  a  successful  result,  is,  I  think,  a  wrong 
idea.  I  do  not  believe  in  the  use  of  the  encephaloscope  or  any  such  in- 
strument in  the  treatment  of  brain  abscess.  My  own  practice  In  recent 
years  has  been  to  simply  separate  the  lips  of  the  Incision  In  the  brain 
abscess  by  means  of  thin  retractors,  so  as  to  allow  the  pus  to  escape 
freely.  A  cigarette  drain,  of  proper  size,  has  then  been  Introduced  into 
the  abscess  cavity  and  the  dressings  have  been  changed  as  Infrequently  as 
possible.  At  the  end  of  a  week  or  ten  days  a  strip  of  folded  rubber 
tissue  has  been  substituted  for  the  cigarette  drain.  This  plan  of  treat- 
ment has  given  me  better  success  than  any  other  in  my  own  cases.  1 
have  no  experience  in  using  the  glass  tubes,  suggested  by  Doctor  Sharpe, 
but  I  believe  that  they  may  be  very  valuable. 

In  closing,  I  wish  to  say  that  we  are  very  much  indebted  to  Doctor 
Kerrison  for  his  exceedingly  good  presentation  of  Barany's  recent  work. 
All  of  us  are  at  present  investigating  along  the  lines  suggested  In  Barany's 
original  article,  which  has  been  so  admirably  translated  and  explained  by 
Doctor  Kerrison. 

Dr.  Foster  Kenn'kdy:  Two  points  have  been  made  by  Dr.  Sharpe  which 
seem  to  fit  closely  together, — first,  the  latency  of  a  tempero-sphenoidal  ab- 
scess; and,  second,  the  successful  outcome  of  operations  on  such.  Owing 
to  the  first,  the  difficulty  in  localizing  the  lesion  is  very  great,  but  just 
for  that  reason  abscesses,  in  the  right  temporal  lobe  at  any  rate,  can  l>e 
dealt  with  more  radically  and  more  successfully  than  can  lesions  in 
other  brain  areas.  Stress  should  be  laid  on  the  peculiar  physical  phenom- 
ena engendered  in  these  conditions.  These  were  called  by  Hughllngs 
Jackson,  "Voluminous  mental  states."  In  these,  there  is  no  loss  of  con- 
sciousness, but  rather  a  curious  change  of  consciousness  which  seems  to 
be  in  some  way  enlarged,  with  a  curious  feeling  of  reminiscence. — the  so- 
called  dreamy  or  reminiscent  state.  Some  of  these  sensory  resuscitations 
may  be  very  complex  and  of  such  vividness  as  to  amount  to  projections 
of  the  person's  consciousness  so  that  they  dream  dreams  and  see  visions. 
Associated   with   these   are   manifestations   of   uncinate   irritations, — as. 
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for  Instance,  In  the  case  of  one  of  my  patients  who  was  haunted  by  an  old 
woman  In  vile-smelUng  rags,  whom  four  or  five  times  a  day  she  saw 
at  the  foot  of  her  bed.  This  apparition, — of  the  unreality  of  which  she 
was  quite  aware, — constituted  her  major  seizure.  The  minor  attacks  were 
a  changed  consciousness,  "a  peculiar,  unearthly  feellnft."  She  had  the 
usual  signs  of  intraH-ranial  pressure:  headaches,  vomiting,  and  choked 
discs.  There  was  also  a  gradual  weakening  of  the  face,  arm  and  leg  on 
the  left  hide,  the  parts  being  named  In  the  order  of  the  severity  of  their 
affection.  The  facial  paresis  was  more  marked  on  emotional  expression; 
if  one  thalmus  be  pressed  upon,  the  opposite  side  of  the  face  will  be  un- 
able projierly  to  express  emotion.  F'urther,  from  the  positions  of  the 
motor  center,  pressure  dlre<'tly  upward  from  the  temporal  lobes  will  damage 
first  the  facial,  then  the  brachial,  and  last  and  least,  the  leg  center. 
Hence,  the  hemiplegia  induced  by  tempero-sphenoidal  expanding  lesions  is 
of  the  type  described  a«  being  present  In  Dr.  Sharpe's'  patient, — most 
marked  in  the  face,  less  in  the  arm,  and  least  in  the  leg.  So  much  for 
the  paralyses. 

As  regards  the  reflexes,  it  might  be  well  to  remember  that  a  unilaterally 
depressed  abdominal  reflex  is  the  most  delicate  sign  of  Ingravescent 
pyramidal  pressure.  The  text-books  tell  us  that  word  deafness  is  the  re- 
sult of  left-sided  temporal  abscess.  This  is  not  so.  Abscesses  grow  slowly 
and  cause  not  a  destruction  but  a  deterioration  of  word  centers,  so  that 
the  word  memories  become  elusive.  espe<'ially  those  of  names  which  have 
much  fewer  associations  In  tlte  brain  than  do  verbe,  adjectives,  and  prepo-' 
sitlons. 

As  regards  operative  procedure,  it  would  appear  wise  in  right-sided 
cases  to  attempt  to  enucleate  the  lesion  and  In  the  case  of  abscess  on  the 
left  side  to  drain  and  create  as  little  disturbance  as  possible  to  cerebral 
tissue  lent  destruction  of  the  transverse  gyrl  of  Heschel  result  In  a  dis- 
astrous sensory  aphasia. 

Dr.  S.  M.NcCi'K.N  Smith:  The  subject  has  been  freely  discussed  and  the 
time  is  short:  so  I  will  s|>eak  briefly.  Notwithstanding  the  advance  in 
the  past  two  years  In  the  diagnoslH  of  Intra-cranial  lesions,  we  are  still 
very  much  In  the  dark,  especially  as  to  the  localization  of  the  average  ca»e 
of  brain  abscess.  In  ray  opinion,  It  Is  the  most  <iimi  nH  lu^u  )i.:,t  we,  aa 
well  as  neurologiats,  have  to  accomplish. 

F'ain  Is  of  great  Importance.     In  the  cases  that   I  liavi!  sciii,  it  li.  n 

a  very  constant  sign,  and   in   those  cases  of  feniponvsphenoldal   

formation  It  has  l>een  more  especially  marked  over  tli-  riontal  region 
of  the  affected  side. 

\^>  to  localization:  I  think  we  probably  have  to  guess  :ii  ii  in  a 
good  many  Instances.  In  some  of  my  most  striking  cases  it  hiis  been  al- 
most purely  a  guess,  notwithstanding  that  I  have  had  the  aid  and  support 
of  eminent  neurologists.  The  majority  of  tiraln  abscessea  are  kx-ated  In 
the  teniporo-sphenoldal  region,  and  given  this  fact,  and  then  the  signs 
of  preMure.  I  believe  that,  notwithstanding  the  fact  that  we  know  we 
have  an  atwress  formation  of  the  brain  hut  cannot  deflnltely  locate  It.  we 
are  Justlfled  In  operating  on  the  tem|>orn-sphen«ldal  lobe. 

In  •<i>li'-  of  the  fact  that  Dr.  Sharpe  dfH>s  not  believe  In  dnilning  through 
the  avenue  of  Infection,  most  of  my  cases  have  been  drained  through 
that  avenue.     In  these  oases  there  waa  some  evidence  of  carious  eineion 
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involving  the  tegraen  antrl  or  tegmen  tympani,  or  else  the  oaeeous  struc- 
ture was  entirely  eroded,  exposing  an  inflamed  dura.  In  the  few  cases  in 
which  we  were  abie  to  get  an  autopuy,  it  would  seem  that  the  patients 
died  as  a  result  of  satellite  alwcess  formations  which  were  separated  from 
the  parent  abscess  by  a  layer  of  healthy  brain  tissue,  in  other  words, 
the  abscesses  did  not  communicate  one  with  another,  as  has  been  found  by 
Neumann  and  others  in  their  cases. 

Dn.  .McKuiXOK:  I  did  not  come  in  until  Dr.  Sharpe  was  well  advanced 
in  the  reading  of  his  paper  and  I  should  like  to  ask  one  or  two  questions. 
First,  I  should  like  to  know  how  large  a  needle  Dr.  Sharpe  usee;  second, 
he  speaks  of  almost  always  finding  absence  of  the  stalk.  That  coincides 
with  my  own  experience.  I  have  seen  this  in  only  two  cases  which  led  to 
the  abscess  cavity.  This  is  contrary  to  many  text-boolu.  which  tell  us 
to  look  out  for  and  follow  the  stalk,  and  the  lnfe<'tlon  will  be  found. 

I  am  glad  to  hear  Dr.  Sharpe  speak  of  his  e.\perlence  as  coinciding 
with  that  of  others.  I  should  also  like  to  know  if  he  does  a  simple  de- 
compression prior  to  his  inspection  of  the  brain  cavity,  as  was  suggested 
by  Dr.  Day  several  years  ago.  I  have  operated  on  two  cases  lu  the  past 
year  by  this  method.  One  case  developed  cerebral  edema,  but  the  patient 
recovered  and  I  believe  that  the  absence  oU  the  meningitis  was  largely 
due  to  the  fact  that  I  did  the  decompression  on  one  day  and  the  ex- 
ploration twenty-four  hours  later. 

He  also  spoke  of  glass  tubes,  and  I  understood  him  to  say  that  one  was 
inside  of  the  other.  I  have  not  used  glass  tubes,  but  I  have  employed  the 
ordinary  drainage  tube  and  cigarette  drain,  and  lately  I  have  used  rub- 
ber tissue,  rolled  tightly  together. 

A  word  in  regard  to  the  trauma  that  we  have  been  in  the  habit  of  in- 
flicting in  these  cases.  If  a  brain  abscess  is  opened,  drained,  and  let  alone, 
you  conserve  the  best  interests  of  the  patient.  If  you  put  In  your  finger 
and  cause  a  lot  of  trauma,  you  increase  the  danger  to  the  patient  and 
cause  conditions  that  will  result  disastrously.  Open  the  abscess,  insert 
a  drain,  and  let  it  alone. 

Dr.  Dench  spoke  of  metastatic  abscesses.  I  have  seen  only  one  metas- 
tatic abscess;  that  was  six  weeks  from  the  time  of  operation  where  the 
metastatic  deposit  was  close  to  the  Island  of  Reil.  I  am  very  glad  to  have 
had  the  opportunity  of  hearing  Dr.  Sharpe's  paper. 

I  was  also  interested  in  Dr.  Kerrison's  paper  and  think  that  the  points 
he  brought  out  are  very  valuable  and  should  be  taken  up  by  all. 

Dr.  Shabpk,  closing  the  discussion,  said:  As  the  majority  of  opera- 
tions for  brain  abscesses  are  exploratory,  it  is  naturally  a  very  danger- 
ous procedure  to  open  the  dura  or  to  puncture  it  blindly  through  an  in- 
fected area  like  the  mastoid;  if  no  abscess  is  found,  then  the  danger  of 
a  meningitis  is  very  great;  besides,  if  only  a  small  opening  is  made,  the 
danger  of  a  meningitis  and  also  of  a  medullary  abscess  are  to  be  feared 
the  more.  The  decompression  opening  should  alwa.vs  be  a  large  sub- 
temporal one;  through  this  opening,  all  parts  of  the  temporo-sphenoidal 
lobe  may  be  carefully  explored,  as  in  the  case  described.  The  ventricle 
puncture  needle  has  a  lumen  of  one-eighth  of  an  Inch;  Its  point  is  blunt, 
so  that  it  will  push  vessels  to  one  side  and  not  puncture  them;  there  is 
very  little  danger  in  using  such  a  needle.  A  decompression  is  in  no 
sense  a  decompression  vnJess  the  dura  is  opened.    The  dura  in  adults  is 
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Inelastic,  so  that  the  mere  removal  of  bone  does  not  relieve  Intra-cranlal 
pressure   to  any   beneficial   degree.     Drains   of   rubber  tissue,    cigarette 
drains,  and  even  rubber  tubings  are  very  unsatisfactory,  as  they  become 
blocked  very  t-asily.     The  double  glass  tubes  have  been  most  helpful. 
Syphilitic   Affections  of  the   Eighth   Nerve.     Dr.   Ahtiii  k  W.  M.   Ellis. 

Ur.  Kills  pointed  out  the  frequency  of  Involvement  of  this  nerve  early 
In  the  course  of  the  disease,  and  reviewed  the  literature  on  the  subject 

He  reported  seven  cases  which  he  had  had  under  his  own  observation, 
hve  of  which  had  occurred  within  the  first  year  of  the  disease,  and  laid 
special  emphasis  on  the  findings  In  the  spinal  fluid  of  these  cases,  all  of 
these  patients  showing  In  their  spinal  fluid  irasltive  evidence  of  a  syph- 
ilitic meningitis,  1.  e..  Increased  cells,  a  positive  globulin  reaction,  and  in 
Ave  of  the  seven  cases  a  positive  Wassermann  reaction  in  the  spinal  fluid. 
He  called  attention  to  the  fact  that  these  patients  showing  involvement  of 
the  eighth  nerve  were  cases  of  a  wide-spread  and  serious  infection,  i.  e.. 
syphilis  of  the  central  nervous  system.  The  results  of  treatiiu^nt  in  thos<- 
cases  had  been  very  favorable. 

The  hearing  in  the  five  cases  which  occurred  early  in  the  disease  and 
In  which  treatment  had  l>een  instituted  shortly  after  the  onset  of  the  dis- 
turbance of  hearing  had  in  all  markedly  improved,  all  five  of  these  cases 
having  now  normal  hearing  for  watch  tick  and  whispered  voice.  The 
•pinal  fluid  had  been  reduced  to  normal  in  all  but  one  case  still  under 
treatment. 

He  emphasized  the  necessity  of  treating  these  patients  until  the  spina] 
fluid  returtKtl  to  normal,  I.  e.,  they  must  be  treated  as  cases  of  syphilis 
of  the  central  nervous  system  and  not  as  cases  of  isolated  ear  disease. 
To  accomplish  such  results,  a  large  amonnt  of  treatment  is  necessary  in 
many  of  the  cases.  In  one  patient  a  normal  spinal  fluid  was  not  obtaint'd 
until  the  patient  had  r«'<-elved  14. .'i  gm.  of  salvarsan,  9.?,:,  gm.  of  neo- 
salvarsan  and  .'{">  intra-muHcular  injections  of  mercury. 

In  conclusion  he  urged  the  examination  of  the  spinal  fluid  in  every 
c«a«  of  disturbed  hearing  occurring  in  a  patient  Infected  with  syphilis, 
and  absolutely  Insisted  on  repeated  examinations  of  the  fluid  for  the  in- 
telligent treatment  and  subsequent  observation  of  all  patients  suffering 
with  syphilis  of  the  central  nervous  system. 

IIINt'l'HHIO.N. 

I»R.  K.  U  Ja<k:  We  are  very  much  indebted  to  Dr.  Ellis  for  his  Jnter- 
tutlng  presentation  of  this  subject.  The  question  of  syphilis  of  the  eighth 
nerve  opens  up  a  number  of  iKilnta  for  diiKUsslon,  but  I  shall  confine  my 
remarks  to  the  um-  of  salvarsan. 

I  understood  Dr.  KIIIh  to  say  that  there  has  been  an  increased  number 
of  cases  of  BfTeftlon  of  the  cranial  nerves  since  the  use  of  salvarsan  as 
compared  with  the  number  before  lu  use.  This  statement  agrees  with 
tliat  of  Alexander  but  Is  hardly  borne  oat  In  literature.  The  Important 
fact  for  us  to  decide  Is  whether  the  use  of  ari»eno-l«n>;oI  Is  followed 
more  frequently  by  affections  of  the  eighth  nerve  than  is  that  of  mercury. 
It  seems  to  roe  that  the  opinion  of  the  syphilologlsls  In  this  connection 
would  be  important.  The  view  of  most  of  those  whom  I  consulted  was 
that  an  affection  of  the  eighth  nerve  due  to  satvanian  would  be  a  wonder- 
fully rai  !  nl,  and  h  .f  cases  were  cited  which  had  no  un- 
"•*•»■•'                         The  oi.                  '  cranial  nerve  affr-etlon  !<|)oken  of  was 
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one  of  the  optic  nerve  which  followed  a  dose  of  0.6  g.  of  salvarsan,  and 
was  the  only  one  in  2,000  injections  of  "606."  The  case  was  seen  by  my 
brother  for  an  optic  neuritis,  later  developing  iritis.  The  patient  eub- 
sequently  had  four  or  Ave  Injections  of  salvarsan,  but  the  disease 
continued  and  ultimately  the  eye  was  lost. 

Dr.  IChrlich  is  of  the  opinion  that  when  these  lesions  occur  the  amount 
of  salvarsan  has  been  too  small,  the  doses  failing  to  devitalize  certain 
groups  of  spirochetae  lodged  in  the  nerve  sheaths. 

Dr.  Duel  and  Dr.  Pordyce  have  done  much  to  put  this  question  on  a 
practical  basis.  Dr.  Duel  has  reported  many  cases  from  literature  and 
he  is  of  the  opinion  that  the  affections  of  the  eighth  nerve  were  due  to 
the  syphilitic  virus  rather  than  to  the  salvarsan.  Dr.  Fordyce  has  re- 
ported several  hundred  cases  in  which  salvarsan  was  given  and  not  one 
case  of  auditory  nerve  disturbance. 

Dr.  Abner  Post,  of  Boston,  in  a  recent  paper  on  the  use  of  salvarsan 
states  that  "Were  the  worst  allegations  realized,  they  would  be  less 
dreaded  than  the  fatal  effects  of  tabes  and  general  paresis,  which  we 
hope  to  forestall.  The  accidents  are  wonderfully  few.  We  may,  per- 
haps, regard  the  use  of  this  new  drug  as  surgeons  have  regarded  various 
serious  operations — dangerous  at  first,  their  danger  has  been  gradually 
diminished  almost  to  the  point  of  extinction  by  experience  and  im- 
provement in  technic." 

Dk.  DiKi.:  I  fear  that  Dr.  Jack  has  over-estimated  the  value  of  my 
contribution  to  this  subject.  It  so  happened  that  two  years  ago  four 
cases  came  under  my  observation  within  a  short  period  of  time,  all  of 
which  had  been  treated  for  about  two  months  previously  by  salvarsan; 
so  I  looked  up  the  subject  and  reported  the  cases. 

Dr.  Ellis'  paper  is  eminently  practical  and  valuable,  especially  from  the 
standpoint  of  how  we  are  to  attack  this  condition.  All  the  men  who 
have  made  investigation  of  a  large  number  of  cases  (with  the  excep- 
tion of  .Alexander,  of  Vienna)  have  concluded  that  the  lesion  in  the 
eighth  nerve  is  due  to  the  syphilitic  spirocheta  and  not  to  the  toxic  effect 
of  the  drug.  That  is  a  highly  important  point  but  it  will  not  do  to  stop 
there. 

A  very  important  point  which  Dr.  Ellis  has  brought  out  is  that  none  of 
us  have  been  treating  our  cases  with  sufficient  care  or  with  sufficient 
dosage  of  salvarsan.  The  results  which  he  has  recorded  in  his  paper 
are  evidence  to  me  that  many  cases  which  I  see  and  which  are  turned 
over  to  the  syphilologists  to  treat  have  not  been  handled  properly.  They 
should  have  had  larger  doses  and  more  careful  observation.  They  should 
have  been  examined  to  see  if  further  doses  were  necessary.  Unfortu- 
nately it  is  difficult  to  follow  up  these  clinical  cases,  but  of  those  that 
I  have  been  able  to  keep  under  observation  none  have  shown  any  marked 
improvement. 

This  paper  has  been  of  great  value  to  me  inasmuch  as  it  has  shown 
that  better  results  may  be  expected  when  treatment  is  pursued  with 
sufficient  vigor  under  careful  investigation. 

Dr.  Joiix   D.  RuiiAHDs  said  that  he  could  add  but  little  of  deflnlte 

value  to  what  had  already  been  presented.    The  exact  nature  of  the  ear 

lesion  which  follows  the  administration  of  salvarsan  has  had  some  light 

thrown  upon  it  by  the  opthalmoscopic  examination  of  those  eyes  which 
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occasionally  become  suddenly  blinded  following  the  administration  of  the 
same  remedy.  In  some  of  these  cases  there  has  been  revealed  upon 
examination  a  thrombosis  of  the  central  retinal  vein,  with  accompanying 
hemorrhages  in  the  retina,  and  there  follows  subsequently  an  atrophy 
of  the  optic  nerve.  The  blindness  and  the  atrophy  of  the  optic  nerve, 
however,  are  the  end-results  and  do  not  represent  the  original  lesion 
which  is  a  vascular.  Similarly  in  the  ear,  the  deafness  and  the  sub- 
seciuent  atrophy  of  the  nerve  are  often  the  end-results,  the  original  lesion 
being,  as  in  the  eye.  a  vascular  lesion.  If  we  translate  the  ophthalmo- 
scopic picture  to  the  labyrinth  we  shall,  no  doubt,  get  an  accurate  idea 
of  what  occurs  in  some  of  the  cases  where  deafness  suddenly  follows 
upon  the  administration  of  salvarsan. 

DiJ.  Bi..\(  Kwn.i.  asked  Ur.  EUU  how  much  hearing  the  patients  had 
prior  to  the  treatment. 

Uh.  Ellis:  I  think  that  Dr.  Jack  misunderstood  me  as  to  the  fre- 
quency of  these  lesions  of  the  eighth  nerve  occurring  after  the  admin- 
istration of  salvarsan.  I  do  not  feel  that  there  is  any  definite  evidence 
that  these  lesions  are  more  frequent  since  the  use  of  salvarsan  than 
before,  but  it  does  appear  certain  that  In  patients  inefficiently  treated 
with  salvarsan  these  lesions,  when  they  do  occur,  are  more  severe.  It 
Is  this  Increased  severity  which  has  probably  called  attention  to  ihelr 
frequent  occurrence.  The  milder  lesions,  occurring  in  patients  untreated 
with  salvarsan,  have  oscaped  the  attention  of  all  but  a  few  who,  being  es- 
pe<lally  Interesti-d  in  them,  carefully  examined  all  cases  from  this  point 
of  view.  \Vf  are  all  familiar  with  the  frequency  of  dizziness  in  the  sec- 
ondary sUge  of  syphilis.  The  experience  of  those  who  have  carefully 
Investigated  the  hearing  in  these  patients  Is  that  the  dizziness  Is  fre- 
quently associated  with  a  deflntle  disturbance  of  hearing  and  is  due  to  a 
definite  lesion  of  the  eighth  nerve. 

lleplylng  to  the  remarks  of  Dr.  Richards.  I  do  not  think  that  the 
lesion  which  he  has  mentioned,  a  venous  thrombosis.  Is  the  usual  lesion 
In  these  patients  although  such  caua  probably  do  occur.  We  know 
that  thrombosis  of  the  veins  in  the  course  of  syphilitic  Infections  of  the 
central  nervous  system  does  occur  In  the  secondary  period,  but  this  is  not 
the  usual  lesion,  which  is  moat  chararteristlcally  a  nieninKltls.  I  think 
the  probability  is  that  In  these  disturbances  of  the  eighth  nerve  the 
lesion  U  one  secondary  to  such  Inflammatory  reactions  In  the  meninges 
rather  than  thrombosis  of  the  veins.  KegardinK  the  portion  of  the  nerve 
whirh  Is  Involved  In  these  CMMa,  an  analysis  of  150  cases  collected  by 
fl<-narlo  showed  that  about  50  per  rent  of  the  rases  have  both  the  vesti- 
bular and  cochlear  branches  affected,  while  in  the  other  r>0  per  cent  the 
rochlear  nerve  alone  Is  involved.  Isolated  lesions  of  the  vestibular  nerve 
have  been  reported  but  are  extremely  rare,  there  l>eing  only  some  Ave 
cases  in  the  literature. 

Replying  to  Dr.  Day:  Intrasplnous  Injections  of  serum  have  not  been 
used  in  the  treatment  of  these  CMes. 

Replying  to  Dr.  Blackwell:  The  disturbance*  of  equilibrium  were 
subjective  only  In  all  but  one  patient.  This  patient  had  a  marked  spon- 
taneous nystagmus,  great  dUzlness,  Inability  to  stand,  severe  nausea  and 
vomiting.    Two  of  the  seven  cases  showed  spontaneous  nystagmus. 
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Carcinoma  of  the  Larynx,  Tracheotomy,  Thyrotomy,  Radium  Treatment. 
Dk.  Harmon  Smith. 
J.  P.,  aged  'k>,  was  admitted  to  Dr.  Smith's  clinic  at  the  Manhattan 
Eye,  Ear  and  Throat  Hospital.  October  4,  1913.  He  complained  of  hoarse- 
ness over  a  period  of  two  years,  intermittent  at  first  but  continuous 
for  the  last  six  months.  The  family  history  was  negative. 
The  specific  liistory  was  also  negative.  For  three  months 
previous  to  admission  to  the  hospital  he  had  complained  of  discomfort 
in  the  larynx  with  slight  pain  in  the  left  ear  at  irregular  intervals.  The 
examination  revealed  a  small  ulceration  upon  the  left  vocal  cord,  around 
which  more  or  less  papillomatous-looking  projections  had  sprung  up. 
The  surrounding  tissues  were  red  and  indurated  and  the  picture  resem- 
bled syphilis.  On  October  7  a  Wassermann  test  was  made  which  ppjved 
to  be  negative.  On  October  28  a  small  piece  of  the  growth  was  removed 
for  microscopical  examination  which  was  reported  as  papilloma.  Fol- 
lowing the  removal  of  the  first  piece  the  tumor  increased  rapidly  in  size 
and  extended  to  neighboring  tissues,  which  led  to  the  belief  that  the 
growth  was  malignant  rather  than  benign  as  reported.  A  second  piece 
was  then  removed,,  which  the  microscope  proved  to  be  cancer.  The 
patient  was  then  examined  by  the  internist  to  determine  if  operative 
measures  could  be  instituted  with  reasonable  hope  of  success.  This 
examination  revealed  chronic  kidney  and  heart  trouble  with  atheroma- 
tous arteries,  and  Dr.  Smith  was  advised  that  general  anesthesia  or 
prolonged  surgical  shock  would  be  fatal  to  the.  patient.  He  then  con- 
sidered the  use  of  radium  and  consulted  one  of  the  leading  surgeons 
possessing  a  tube  of  radium  of  high  activity,  to  obtain  if  possible  his  aid 
in  the  matter.  This  surgeon  advised  a  tracheotomy  after  which  the 
radium  could  be  left  in  place  as  long  as  was  necessary  without  discom- 
fort to  the  patient  and  without  interference  to  respiration.  Accord- 
ingly a  tracheotomy  was  performed  under  local  anesthesia  on  Novem- 
ber 29,  from  which  the  patient  recovered  quickly.  At  the  end  of  a  week 
the  surgeon  was  again  consulted  relative  to  employing  the  radium,  at 
which  time  a  history  of  the  case  was  given  more  In  detail,  from  which 
it  was  determined  that  the  employment  of  radium  would  be  unavailing. 
Under  cocain  anesthesia  a  thyrotomy  was  performed  on  December  2.  and 
the  left  wing  of  the  thyroid  was  found  to  be  uninvolved,  so  that  the 
muco-perichondrium  could  be  stripped  from  within  the  cartilaginous  Ikjx 
and  the  tumorous  mass  together  with  apparently  sufficient  healthy  tissue 
removed  to  warrant  the  hope  of  non-recurrence.    The  patient  was  per- 
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mitted  to  swallow  sterilized  milk  and  water  after  forty-eight  hours  and 
during  the  course  of  his  recovery  lost  but  Utile  in  strength  or  weight. 

About  two  weeks  subsequent  to  the  thyrotomy  Dr.  Fruedenthal  wa.s 
requested  to  apply  his  radium  to  the  larynx,  which  was  done,  the  tube 
being  left  In  place  twenty-four  hours.  Following  this  there  was  great 
Induration  of  the  tissue  and  the  appearance  of  the  larynx  resembled  a 
syphilitic  condition,  in  January,  Dr.  Freudenthal  made  a  second  ap- 
plication, but  at  this  time  the  tube  was  retained  but  a  few  hours;  con- 
sequently there  was  no  effect  following  It.  Shortly  after  this  it  was 
noticed  that  the  growth  had  extended  posteriorly  and  had  Involved  the 
opposite  side.  As  a  complete  laryngectomy  was  out  of  the  question  and 
as  radium  had  been  of  no  avail  there  was  nothing  left  either  In  treat- 
ment or  surgery  that  justified  any  hope  of  benefit. 

Dr.  Smith  said  that  he  believed  that  an  error  In  Judgment  had  been 
committed  in  not  making  a  diagnosis  of  carcinoma  from  the  history 
and  clinlral  conditions  rather  than  having  relied  upon  the  negative  re- 
port of  thf  microscope  and  that  if  complete  laryngectomy  had  been 
performed  In  the  earlier  stages,  reasonable  hope  of  recovery  might  have 
been  entertalnel,  provided  the  shock  of  the  operation  upon  the  diseased 
heart,  kidneys  and  circulation  had  not  proved  fatal. 

Lympho-sarcoma  of  the  Tonsil.   V».  Habmox  Sjiitu. 

Dr.  Smith  said  he  presented  this  case  and  the  foregoing  case  with  a 
view  to  dcmonstratt-  two  i>olnts.  First,  that  where  there  is  a  reasonable 
expectation  for  ro<'overy,  disappointment  often  follows,  and  second,  that 
li'  cases  thought  to  be  ho()eles8,  good  results  are  occasionally  obtained. 

The  patient,  D.  R.,  23  years  of  age.  had  been  sent  to  Dr.  Smith  on 
January  11,  1913,  from  the  Oeneral  .Memorial  Hospital,  to  have  removed 
if  possible  enough  of  the  tumorous  mass  In  his  oro-pharynx  to  allow  him 
to  swallow  and  to  alleviate  his  disturbed  respiration.  The  tumor  at  that 
time  was  so  large  that  it  occluded  about  three-fourths  of  the  oro-pharynx 
and  not  only  hindered  breathing  to  the  extent  that  the  patient  sometimoa 
became  cyanotic,  but  made  deglutition  all  but  an  impossibility.  He  had 
b«en  treated  with  Coley's  serum  without  any  effect.  The  patient  said 
be  had  fallen  on  his  head  when  a  child  and  after  this  he  had  had  a  num 
her  of  pplle|>tic  fits.  At  one  time  during  his  stay  in  the  hospital  he  had 
as  many  as  twelve  Hts  a  day. 

Dr.  Smith  did  not  give  the  patient  or  his  family  any  hopes  of  his  re- 
<  livery  and  did  not  assure  them  that  the  operation  would  relieve  (he 
aymplonis.  Ik-fore  niieratlng  a  preliminary  tracheotomy  was  performed, 
as  be  felt  that  there  would  l>e  considerable  hemorrhage.  Operation  wa.n 
iM'gun  on  the  tumor  by  Hrat  Inserting  a  row  of  sutures  through  the  soit 
palate  as  close  to  the  left  tonsil  and  pharyngeal  wall  as  the  Induration  of 
the  palatt'  would  ix-milt.  Dr.  Smith  said  he  controll<>d  the  grentcr  part 
of  ihe  hemorrliHKi'  with  these  sutures  as  he  went  on  with  his  incision. 
He  then  made  a  lurvallnear  resection  with  scissors,  which  was  begun 
clQM  to  this  row  of  sutures  and  then  carried  along  the  Junction  of  th« 
■oft  and  hard  palate  over  to  Ihe  right  lonsillar  mass,  and  embodied  in 
the  part  removed  the  uvula  and   three-fourths  of  (he  soft   palate.     Then 
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the  base  of  the  right  tonsil  n.!.-.  .lUacked  by  blunt  dissection  from  below 
upwards,  enucleating  the  tumor  from  what  looked  like  a  capsular  forma- 
tion. This  was  not  difficult  until  the  upper  part  of  the  tonsil  and  pharyn- 
geal wall  were  reached,  when  it  became  necessary  to  cut  away  with  scls- 
eors  the  part  of  the  pharyngeal  wall  upon  which  the  tumor  had  en- 
croached, which  extended  up  almost  to  the  Eustachian  prominence.  Dr. 
Smith  said  he  had  expected  severe  hemorrhage,  but  after  tying  ott  a  few 
bleeding  vessels  the  oozing  was  easily  controlled  by  hot  boric  acid  appli- 
cations. He  cauterized  some  of  the  indurated  soft  palate  with  the 
Paquelin  cautery,  which  successfully  controlled  the  hemorrhage  in  that 
region.  The  tracheotomy  tube  was  left  in  place  for  a  few  days  as  a  re- 
currence of  hemorrhage  was  feared.  The  patient  made  an  uneventful 
recovery. 

He  was  not  again  seen  in  the  clinic  until  January  27,  1914,  at  which 
time  he  showed  every  evidence  of  increased  constitutional  vitality  and 
v,as  able  to  breathe  and  swallow  without  hindrance.  The  tumor  did  not 
recur  and  at  Its  site  could  be  seen  a  clean,  white  scar,  but  on  the  left 
bide,  running  up  behind  the  palate  there  was  a  bluish-red  linear  mass, 
which  Dr.  Smith  believed  to  be  a  recurrence  of  the  growth.  After  mak- 
ing two  fulgurations  to  the  lesion  without  any  effect  he  removed,  under 
tof-ain,  as  much  of  this  growth,  with  the  galvano-cautery  knife,  as  could 
be  removed  ■without  extensive  procedure,  and  under  the  microscope  the' 
specimen  proved  to  be  lympho-sarcoma.  The  patient  told  Dr.  Smith  that 
he  had  had  no  more  epileptic  fits  and  was  able  to  carry  on  his  work. 

After  taking  into  due  consideration  the  good  effects  following  the  first 
operation  It  seemed  perfectly  justifiable  to  Dr.  Smith  to  make  an  attempt 
to  radically  remove  the  smaller  growth  of  the  opposite  side. 

Db.  Myij;s  said  that  he  did  not  really  understand  what  the  pathologists 
meant  by  polypoid  degeneration.  It  is  very  common  In  these  cases  to 
see  the  so-called  flat  or  semi-pendulous  polypoid  condition  return  to  nor- 
mal after  the  venous  circulation  is  restored  and  the  congestion  and  pres- 
sure are  relieved.  The  pedunculated  type  creates  a  pathology  of  its  own, 
and  remains  In  that  condition  until  removed  by  surgical  procedure. 

w         , 

Case  of  Streptococcal  Pan-sinusitis;  Meningeal  Irritation;  Acute  Multiple 
Arthritis.     Db.  .T.  H.  AnRAH.\M. 

Miss  M.,  age  35,  trained  nurse;  patient  reports  no  serious  illness  what- 
ever previous  to  November  24,  1894,  when  she  was  operated  on  for  remov- 
al of  her  right  kidney  on  account  of  abscess.  Left  hospital  on  December 
31,  1894,  In  good  condition. 

Present  history:  Patient  was  taken  ill  December  1,  1913,  with  a  severe 
cold  in  the  head,  followed  by  sharp,  darting  pains  over  the  eye  and 
frontal  region  on  right  side,  with  a  high  temperature  and  pulse.  A  pro- 
iijse  purulent,  yellowish,  thick  discharge  on  right  side  of  her  nose,  witn 
a  distinct  disagreeable  odor  lasting  from  four  to  five  days.  During  this 
time  she  was  under  the  care  of  her  family  physician  who  requested  that 
he  be  allowed  to  call  a  specialist  in  consultation.  On  December  6,  owing 
to  her  condition  not  Improving,  she  consented,  and  I  was  called  in  con- 
sultation. 

On  examining  the  patient  I  found  the  right  nasal  cavity  filled  with  a 
thick,   yellowish,   purulent   discharge,   and   on   examining   the  post-nasal 
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Fpace,  no  pus  could  be  detected  flowing  from  the  sphenoidal  cavity.  Pain 
over  the  rlglit  supraorbital  and  frontal  region  on  pressure.  Temperature 
1U3  =  .  pulse  120.  Diagnosis  of  right  frontal,  ethmoid  and  antrum  empyema 
was  made.  After  a  thorough  cleansing  of  the  nasal  cavities  a  free  dis- 
charge from  the  frontal,  ethmoid  and  maxillary  sinuses  was  found;  so  1 
ordered  local  applications  of  adrenalin,  steaming  of  the  head  every  three 
hours  and  internal  medications;  this  was  followed  by  a  slight  improve- 
ment as  to  character  and  amount  of  discharge.  I  examined  her  again  on 
December  14  and  found  symptoms  of  meningeal  irritation  were  present  as 
follows:  There  was  slight  photophobia  twitching  of  the  muscles  of  the 
neck,  disturbed  sleep;  patient  moaning  and  very  restless,  with  slight 
twitching  of  the  muscles  of  the  body  and  excruciating  pains  In  the  back 
of  the  head.  (>n  December  15,  patient  was  ordered  to  the  F'olycllnlc  Hos- 
pital for  operation.  Owing  to  the  fact  that  a  unilateral  nephrectomy  had 
been  performed  and  the  remaining  kidney  was  in  a  c.vstlc  condition,  a 
general  anesthesia  was  out  of  the  question.  Pus  examination  from  the 
nose  proved  the  presence  of  practically  pure  streptococcic  growth  from 
which  an  autogenous  vaccine  was  made.  Owing  to  the  poor  physical  con- 
dition of  the  patient  a  general  anesthesia  was  contra-Indicated.  There- 
fore, one  hour  before  operating,  the  patient  was  given  hyi)erdermlcally 
'<  morphln  and  1-150  of  hyoscin.  I>ocal  anesthesia,  adrenalin  and  cocaln. 
I  was  positive  from  the  above  symptoms  that  the  patient's  most  serious 
Involvement  was  of  sphenoidal  origin.  Kven  without  the  iiresence  of  any 
pus  In  the  post-na.ial  space.  1  decided  to  enter  the  sphenoidal  cavity;  so 
after  removing  the  middle  turbinate  1  found  the  anterior  wall  of  the 
sphenoidal  sinus  very  red.  excruciatingly  tender,  and  markedly  bulging 
without  any  free  flowing  of  pus.  The  sinus  was  opened,  and  pus  was 
discharged  under  great  pressure  and  quantity.  The  ethmolds  were  next 
attacked  and  owing  to  the  marked  Involvement  the  septa  between  the 
various  cells  were  broken  down,  converting  the  cells  Into  one  large  sinus, 
which  was  opened.  The  pus  flowed  freely,  but  under  no  pressure.  The 
cells  were  removed  as  far  back  as  the  sphenoid.  The  naso-frontal  duct 
was  enlarged  and  pus  flowed  freely  from  the  frontal  sinus.  Owing  to  the 
Weakened  condition  of  the  patient,  it  was  necessary  to  open  the  antrum 
\cry  hurriedly,  which  accounts  for  the  removal  of  a  greater  i>ortlon  of  the 
anterior  end  of  the  Inferior  turbinate  than  I  usually  find  necessary.  The 
antrum  was  opened  through  the  Inferior  meatus  and  pus  flowed  very  free- 
ly. In  all.  at  a  rough  Kuesa,  I  should  say  there  was  removed  from  the 
various  sinuses  at  least  one-half  tumbler  full  of  pus.  1  must  admit  that 
the  operation  was  a  little  more  painful  than  ordinary,  which  I  can  account 
for  by  the  great  Involvement  of  the  various  sinuses  and  by  the  fact  that 
the  pus  was  under  such  great  tension,  which  undoubtedly  prevented  the 
at'  'ii'sla.     The  cavities  were  syringed,  no  pack- 

In.  • 'I  to  bed.     On  the  evening  of  the  same  day, 

llie  paiienl  nimplalned  c>t  spvere  pnlns  under  the  ball  of  the  right  foot. 
and  on  the  following  day  both  feet  and  right  knee  were  very  much  swol- 
len, and  on  the  day  following  she  complained  of  pain  In  the  elbow  and 
wrist.  l/ocal  applications  of  oil  of  wintergreen  were  applied  with  cotton 
drMslnr*  and  Intra-venous  pyramldon.  salicylate  of  soda  and  strychnin 
were  ;■  '  r,^.     On   December   \S.  patient   received   the  flrst    \ 

which  .>'Aed  by   the  usual   reaction.     After  Intra-nasal  syr 
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of  the  various  sinuses,  tbe  discharges  from  the  nose  were  very  markedly 
ciecreased,  also  all  pains  In  the  head  and  neck.  Patient  continued  to  im- 
prove and  left  the  hospital  in  ten  days,  and  resumed  her  vocation  January 
22.  At  present,  patient  Is  free  from  all  nasal  discharge  and  arthritic 
symptoms  and  seems  to  be  enjoying  very  good  health.  The  case  to  me  Is  an 
extremely  Instructive  one,  owing  to  the  meningeal  symptoms  plus  arth- 
ritic involvement,  possibly  streptococcal,  the  latter  infection  no  doubt  was 
secondary  to  the  Intra-nasal  lesion. 

Intra-venou*  Injections  of  Colloidal  Copper  and  Mercury  in  the  Treat- 
ment of  Two  Inoperable  Cases  of  Carcinoma  of  the  Larynx  and 
Tongue.       Uit.s.  C.  Joh.nhto.vk  l.MPfcK.vToiii  and  Hakmo.n  Smith. 

When  patients  present  themselves  with  carcinoma  of  the  upper  respira- 
tory tract,  recognized  to  be  beyond  surgical  relief  and  therefore  unques- 
tionably beyond  the  reach  of  radium,  x-ray  and  other  therapeutic  meas- 
ures, the  physician  is  frequently  willing  to  adopt  any  procedure  that  may 
possibly  offer  either  relief  to  the  sufferings  of  the  i>atient  or  delay  the 
advance  of  the  disease.  Having  noted  the  report  of  lx>eb*  and  his  as- 
sociates concerning  the  treatment  of  cancer  by  the  intra-venous  Injection 
of  colloidal  copper.  It  appeared  that  a  decided  advance  had  been  made  in 
the  therapy  of  cancer  and  warranted  exi)erimental  use  of  the  same  in 
this  class  of  cases.  We  are  indebted  to  the  direction  and  services  of  Dr. 
Silas  P.  Becbe,  of  the  Loomis  Laboratory  of  Cornell  L'niversity,  for  the 
preparation  and  direction  in  the  administration  of  collodial  copper  and 
mercury  In  the  two  cases  whose  histories  follow. 

A  brief  resume  of  the  method  of  preparation  of  the  colloidal  copper 
Is  as  follows:  An  electrical  current  of  110  volts,  5  amperes,  is  passed  be- 
tween pure  copper  electrodes,  which  are  Immeised  in  pure  distilled  water, 
which  has  recently  been  boiled  to  drive  off  all  the  gases  and  air  con- 
tained therein.  The  current  between  the  electrodes  must  produce  an  arc, 
but  not  touch  each  other.  After  passing  the  current  through  the  water 
for  a  short  time,  it  assumes  a  milky  appearance.  To  standardize  tbe 
solution,  determine  the  amount  of  copper  by  evaporating  2o  ccm.  of  the 
solution  nearly  to  dryness  and  add  a  drop  of  dilute  sulphuric  acid  to 
this  residue;  the  blue  color  resulting  is  compared  with  the  standard 
Fehling  solution.  The  solutions  used  contained  approximately  3  milli- 
grams of  copper  per  1(X)  ccm.  The  colloidal  mercury  solutions  are  pre- 
pared In  the  same  way,  except  tliat  one  electrode  is  of  pure  mercury  and 
the  other  of  platinum,  the  latter  representing  the  positive  pole.  The 
strength  of  the  mercury  solution  is  18  milligrams  of  mercury  per  100 
ccm.  of  solution.  The  metals  are  In  such  a  finely  divided  state  that  they 
remain  in  solution  for  some  time,  but  there  is  an  element  of  doubt  as  to 
whether  this  method  produces  a  satisfactory  colloid,  although  it  Is  the 
procedure  pursued  by  the  originator. 

Fresh  solutions  of  the  colloidal  copper  were  supplied  each  day.  The 
mercury  solution,  which  keeps  better,  was  supplied  every  other  day.  Be- 
fore injecting  either  of  the  solutions  they  were  warmed  to  the  body  tem- 
perature.    The  first   injections  were  made  into  the  dorsal  vein  of  the 


•Loeb.  McOlury  and  Sweek.  "Treatment  of  human  cancer  with  lntr«- 
venous  injections  of  colloidal  copper."  Interstate  Med.  Journal,  Vnl.  y 
1912.   p.    1015. 
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hand  and  each  vein  of  the  arm  was  employed,  proceeding  from  below 
upwards,  the  Injection  being  made  In  earh  instance  Just  in  advance  of  the 
former.  Csually  a  local  endo-  or  i>eri-phleblti8  took  place  at  the  site  of 
the  Injection.  An  attempt  to  inject  below  the  site  of  the  former  injec- 
tion Invariably  resulted  in  failure  even  though  the  veins  appeared  to  be 
fairly  well  fllled  with  blood  and  the  flow  through  the  inserted  needle  de- 
tionstrated  the  presence  of  blood  In  the  vein.  In  a  few  instances  the  tip 
of  the  needle  penetrated  the  venous  wall  and  the  solution  was  injected 
Into  the  surrounding  tissue,  whictTcauged  a  circumscribed  area  of  edema, 
followed  by  induration,  that  lasted  for  some  time.  On  three  occasions  the 
surface  veins  which  had  been  previously  Injected  were  exposed,  and  the 
needle  Inserted  within  the  lumen  of  the  vein,  but  it  appeared  to  be  en- 
tirely obliterated.  Following  the  Injection  of  either  copper  or  mercury 
solutions,  the  patient  frequently  be<ame  restless  for  a  i)erlod  of  one  to 
two  hours.  In  all  Injections  of  over  2.V)  ccm..  the  kidneys  seemed  to  b« 
actively  affected,  so  that  free  urination  resulted.  The  blood  pressure  was 
Increased  by  the  Injection,  from  10  to  30  milligrams  of  mercury,  when 
the  larger  amounts  of  fluid  were  Injected.  The  average  length  of  time 
employed  for  an  Injection  was  about  twenty  minute.s,  when  using  ■~>U0 
rem.  of  the  solution,  but  towards  the  end  of  the  period  when  Injections 
were  made,  the  time  was  often  extended  to.  one  hour,  owing  to  the  diffi- 
culty in  reaching  the  surface  veins. 

<'n»r  I:  P.  I'.,  male,  aged  4."i  years.  Iron  worker,  was  admitted  to  our 
clinic  at  the  Manhattan  Kye,  E^ar  and  Throat  Hospital,  December  31,  1911!. 
Ills  family  history  was  negative  as  regards  cancer.  The  past  history 
revealed  a  history  of  syphilis  twenty-nine  years  previously  for  which  he 
had  been  treated  only  a  short  time.  He  had  been  married  for  a  number 
of  years  to  a  healthy  woman,  who  had.  however,  never  become  pregnant. 
He  had  been  an  Inveterate  pipe-smoker  and  a  heavy  drinker.  About  two 
vcars  before  coming  to  the  hospital  he  had  noticed  a  thickening  on  the 
right  margin  of  the  tongue  which  has  gradually  extended,  involving  the 
entire  tongue.  Bight  months  previously  hh  had  begun  to  lose  weight 
.nd  during  this  period  has  lost  over  thirty-four  pounds. 

I'hyslcal  Kxaminatlon.  Ueneral.  The  patient  was  a  small,  emaciated 
man,  appearing  to  be  about  60  years  of  age.  His  pulse  was  >!!<,  tempera- 
ture 99",  respiration  20,  blood-pressure  160.  with  a  moderate  arterio- 
sclerosis, t'rlne  showed  a  faint  trace  of  albumen  with  a  few  granular 
casts. 

Special  Kxaminatlon.  The  tongue  protruded  slightly  from  the  mouth 
nbd  was  flxed.  Situated  on  the  tloor  of  the  mouth,  mainly  on  the  right 
itde  and  extending  down  to  the  region  of  the  hyold  bone  was  a  lar,;? 
wmm  of  stony  hardnciw  There  was  a  «\i|»erflclal  ulceration  of  the  skin 
Just  above  the  hyold  lK)nc.  The  epiglottis  was  Infiltrated  and  edematous. 
The  vocal  cords  revealed  no  apparent  Involvement.  The  superflrlal  and 
de«>p  cervical  lymph  node*  and  all  the  glands  of  this  region  were  en- 
larged on  both  sides  of  the  neck.  The  diagnosis  of  epithelioma  was  made 
both  from  the  history  and  general  appearance  and  confirmed  later  by  mi- 
croscopical examination  of  a  piece  of  the  tissue. 

Treatment:  The  first  Intravenous  injection  was  made  on  February  i. 
nt  which  time  l-l  ecm.  of  colloidal  copper  was  Injected.  Dally  Injections 

ere  then  made  In  increasinx  dOM«.  until  on  March  U,  COO  ccm.  was 


626  SOCIETY   PROCEEDINGS. 

given.  Twenty-five  injections  of  the  colloidal  copper  were  made  in  ail. 
On  Ai)ril  6,  noi.  having  given  any  colloidal  copper  for  over  three  weeks.  It 
was  determined  to  try  colloidal  mercury,  .')  ccm.  of  which  was  Injected 
directly  Into  the  tumor.  After  two  days  this  i)rocedure  was  repeated.  .No 
apparent  beneflt  resulted.  The  VVassermann  and  -Noguchl  reactions  re- 
mained positive  throughout  the  time  the  patient  was  under  consideration; 
also  the  blood-count  remained  fairly  constant,  the  average  red  cell  blood- 
count  being  4,000,000  per  cm.,  and  the  hemoglobin  about  50  i)«r  cent.  The 
average  temperature  was  about  100'^,  with  an  occasional  elevation  of  from 
one  to  two  degrees.  On  April  17,  the  patient  refused  to  have  any  more 
Injections  and  was  permitted  to  go  home,  where  he  died  in  the  early  part 
of  June. 

Cose  ^:  T.  G.,  male,  64  years  of  age,  carpenter  by  occupation,  was  ad- 
mitted to  our  clinic  at  the  Manhattan  Eye,  Ear  and  Throat  Hospital,  April 
22,  1913.  The  family  history  was  negative.  Past  history  presented  no 
evidence  of  venereal  or  throat  trouble.  Had  had  malaria  two  years  pre- 
viously. At  times  had  been  a  heavy  beer-drinker  and  a  moderate  smoker. 
Present  history:  About  six  months  previous  to  admittance  to  the  hos- 
pital he  noticed  that  he  had  difficulty  in  swallowing,  and  at  times  a 
husky  voice  and  that  he  was  not  breathing  as  easily  as  formerly. 

Physical  Examination.  General:  The  patient  presented  an  emaciated 
appearance,  and  appeared  to  be  considerably  past  60  years  of  age.  The 
temperature  at  time  of  admission  was  99°,  pulse  88,  respiration  18,  blood- 
pressure  16.5,  with  fairly  advanced  arterio-sclerosls.  Examination  of  the 
I'rine  was  negative. 

Special  Examination:  Owing  to  intiltratlon  at  the  base  of  the  tongue, 
there  was  considerable  less  of  mobility  in  this  member.  From  the  side 
of  the  lingual  tonsil  there  appeared  a  tumorous  mass  which  extended 
laterally  on  both  sides.  The  epiglottis  was  large  and  edematous,  with  a 
ragged  left  edge  and  the  posterior  surface  elevated  and  hard.  In  the 
larynx  itself  the  cords  were  thickened  and  infiltrated  with  superticlal 
ulceration  and  marked  loss  of  motion.  The  arytenoids  were  Infiltrated 
and  edematous.  Both  the  superficial  and  deep  servical  lymph  nodee  were 
enlarged  on  both  sides,  the  left  being  the  most  marked.  Diagnosis  of 
epithelioma  of  the  base  of  the  tongue,  epiglottis  and  larynx  was  made  by 
the  history  and  appearance  of  the  growth  and  confirmed  by  microscopical 
examination  of  removed  tissue. 

Treatment:  On  April  29  and  30,  30  ccm.  of  colloidal  mercury  was  in- 
jected intravenously.  Following  this,  50  ccm.  was  injected  each  day  until 
the  tenth  injection,  when  this  amount  was  increased  to  100  ccm.,  the 
actual  amount  of  mercury  in  solution  remained  the  same.  The  Injections 
were  now  given  on  alternating  days  because  the  patient  again  showed 
signs  of  salivation.  In  all,  sixteen  Injections  were  given,  covering  a 
period  of  twenty-seven  days,  with  an  interval  of  six  days  between  the 
seventh  and  eighth  injection,  due  to  marked  symptoms  of  mercurialism. 
After  the  sixteenth  injection,  the  patient  again  became  salivated  and  the 
general  appearance  of  the  growth  being  unfavorable  the  injections  were 
discontinued.  About  this  time  the  glands  of  the  neck  became  much  larger 
and  one  had  reached  such  size  and  produced  such  discomfort  that  it  was 
deemed  advisable  to  remove  it.  Microscopical  examination  of  this  gland 
(bowed  it  to  be  carcinomatous.     At  the  period  of  the  first  salivation, 
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sliicose  appeared  In  the  urine  to  the  amount  of  .04.  determined  by  the 
'trnientation  process.  Glucose  continued  to  be  present  until  the  admln- 
t!!tnttlon  of  the  colloidal  mercury  was  discontinued.  In  the  later  stages 
the  urine  showed  1.5  grams  per  liter  of  albumen,  with  granular  and  hyalin 
<  asts.  Considering  the  fact  that  examination  of  the  urine  upon  admission 
to  the  hospital  was  negative,  it  Is  reasonable  to  conclude  that  the  In- 
jections brought  about  the  albuminuria,  and  other  kidney  disturbances. 
The  temperature  during  the  period  of  salivation  was  about  100^  Fahren- 
heit, but  at  no  other  time  was  there  a  variation  above  normal  of  more  than 
three-fifths  of  a  degree.  Both  Wassermann  and  Noguchl  tests  were  posi- 
tive, each  having  been  made  twice.  The  blood-count  showed  a  moderate 
anemia,  tlie  average  red  cell  count  being  4,500,000  per  centimeter,  and  the 
hemoglobin,  50  per  cent  In  consultation  with  Dr.  Beebe  It  was  pro- 
posed that  an  Injection  of  an  extract  of  the  gland  removed  from  near  the 
tumorous  ma.s.s  should  be  injected,  but  the  patient  refused  to  submit  to 
the  oi)eratlon.  After  May  29,  at  which  lime  the  Injections  were  discon- 
tinued, until  the  patient's  discharge,  June  16,  It  was  necessary  to  admin-  " 
ister  opiates  to  prof"'-  "■• •  T'r-  ''nfipnt  died  June  2:!,  one  week  after 
leavipg   the   hospilai 

Vunclusions:  In  tlic  casic  of  cunc  tr  of  the  tonguo,  the  Injection  of  the 
copper  solution  seemed  to  stay  the  growth  for  a  |)erlod  of  a  few  weeks, 
but  rapid  disintegration  of  the  mass  soon  after  they  were  discontinued 
leads  one  to  doubt  If  the  solution  was  the  cause  of  the  retardation  of  tho 
tumor  or  If  perchance  It  was  one  of  those  non-progressive  periods  that 
occur  In  cancerous  growths  in  which  the  ravages  of  the  disease  seem  to 
be  temporarily  stayed.  The  colloid  mercury  seemed  to  have  no  effect  on 
the  tumor  whatsoever.  As  regards  lessening  pain  or  Increasing  the  func- 
tion of  the  part,  no  benefit  can  be  said  to  have  been  derived  from  the 
administration  of  the  colloids.  The  amount  of  time  necessary  to  admin- 
ister the  solution,  the  negative  efte<t  on  the  tumor,  and  the  pain  and  dis- 
comfort experienced  by  the  patient  incident  to  the  injection  apparently  do 
;iot  warrant  Its  administration,  either  In  the  hope  of  u  cure  or  even  In 
the  exj)ectatlon  of  lu  acting  as  a  palliative  measure.  A  specific  Intluence 
of  colloidal  metals  on  cancer  cells  In  the  human  body  Is  yet  In  doubt  and 
from  the  experience  gleaned  from  these  two  cases,  it  would  appear  more 
human  to  ease  the  last  days  of  the  cancerous  patient  by  sedatives  than 
I'V   thf  futile  use  of  colloidal  metals. 

Report  of  a  Case  of  Tuberculoma  of  th»   Larvnx        In     r     i  ..  i  \|. 

rr.«ATORi. 

This  patient,  J.  (  .  wiinf  m  inc  .>iiiiiiiiiri;in  !•.><■,  Kar  :iii(l  I  Iiroat  Hos- 
pilai and  was  admitted  to  the  dlnlc  of  Dr.  Uarmon  Smith.  .January  27. 
i;h|.  Family  history  is  negative,  t'revious  history:  Has  always  been 
in  good  health  up  to  a  year  ago.  when  he  spat  up  some  blood  and  within 
a  few  days  became  hoarse.  Me  denies  lues.  SUfus  praesens:  Complains 
of  hoarseness  and  at  times  loss  of  voice.  There  Is  no  pain.  Has  no  dlffl- 
'  iilty  on  swallowing.  Very  little  muco-purulent  expectoration.  Physical 
examination;  Chest  shows  slight  prolongation  of  expiration  at  the  right 
npex-more  so  than  normal.  There  are  no  rales.  Heart  negative. 
T.jirvnx:  flcratlon  of  the  right  vocal  cord  and  ventrloilar  band,  with 
marked  Inflltratlon  of  both.     There  Is  an  overgrowth  of  tissue  on  tl><-  an 


628  MKIKTV    PROCEEDINGS. 

terlor  commlBsure,  mainly  on  the  right  side.  Considerable  loss  of  mo- 
tility of  the  right  cord.  Wassermann  negative.  On  January  31,  several 
pieces  of  tissue  were  removed  from  the  region  of  the  anterior  commi^ure 
for  pathological  examination.  The  report  from  the  laboratory  was  that 
the  mass  consisted  of  granulation  tissue.  Again,  February  14,  a  few  days 
after  the  report  was  made,  more  tissue  was  removed  from  the  same  region 
indicated  above  and  the  report  from  the  pathologist  was  that  the  tissue 
submitted  for  examination  was  tubercular.  Kxamination  of  scrapings 
taken  from  the  ulceration  and  the  neighboring  region  was  negative  as 
regards  tubercle  bacilli.  The  case  shows  the  difficulty  of  diagnosticating 
clinically  between  tuberculosis  and  syphilis  of  the  larynx.  Clinical- 
ly, the  diagnosis  would  be  syphilis.  The  depth  of  the  ulcer,  the  raised 
edges  and  the  surrounding  area  of  Inflammation  being  more  regular  than 
in  tuberculosis.  There  is  no  edema  of  the  ary-epiglottic  folds.  Regard- 
ing treatment,  the  Intiltratlon  being  sufflolently  large  to  produce  dyspnea. 
It  was  removed  and  the  ulceration  cauterized  with  the  silver  bead.  This 
was  done  ten  days  ago.  The  results  are  very  good  as  regards  breathing 
and  phonatlon.  Regarding  the  diagnosis,  there  is  still  an  element  of 
doubt,  from  a  clinical  standpoint,  whether  this  is  a  luetic  or  tubercular 
lesion. 

The  patient  will  be  observed  after  the  injection  of  tuberculin  and  then 
after  the  application  of  the  therapeutic  test — that  is,  the  adminstration  of 
potassium  iodld. 

DI.SCL-SSI0S. 

Dr.  PKKL-BE.NTiiAL,  referring  to  the  first  case  presented  by  Dr.  Smith, 
said  that  it  was  a  very  Interesting  case  to  him,  and  emphasized  the  fact 
that  one  should  not  rely  upon  microscopical  diagnosis  In  such  cases  unless 
it  be  positive.  If  the  history  and  clinical  diagnosis  indicate  cancer,  you 
may  be  sure  that  it  is  cancer.  He  had  seen  a  case  where  large  sections 
had  been  removed  three  times  and  every  time  the  microscopic  diagnosis 
was  papilloma.  That  case  had  been  shown  before  the  section  In  the  fall, 
and  was  operated  upon  by  Dr.  Torek  for  carcinoma.  The  operation  was 
very  satisfactory  but  we  must  not  be  surprised  If  we  are  disappointed, 
for  carcinoma  will  recur,  whether  we  do  a  laryngectomy  or  not. 

He  had  always  felt  that  Dr.  Smith  was  right  in  trying  to  remove  as 
much  of  the  necrotic  tissue  as  possible  and  leave  the  man  as  much  of  the 
larynx  as  he  could,  although  the  majority  of  the  men  did  not  agree  with 
this. 

Dn.  Thubber,  referring  to  a  case  of  sarcoma  of  the  tonsil  at  the  Van- 
derbilt  Clinic  that  he  had  recently  seen,  laid  emphasis  on  getting  enough 
of  the  growth  for  microscopic  diagnosis.  The  first  portion  removed  in 
this  case  showed  no  malignancy  and  the  growth  was  taken  to  be  a  pri- 
mary syphilitic  lesion  by  many  of  those  who  saw  It,  but  on  further  exami- 
nations the  tumor  was  reported  to  be  a  large,  round  cell  sarcoma.  The 
patient  was  42  years  of  age;  the  growth  gave  him  no  discomfort  except 
for  its  size.  On  removing  it.  the  lack  of  hemorrhage  was  a  feature  that 
corresponded  to  that  of  the  case  reported  to-night.  The  tumor  was  very 
friable,  yet  had  a  gritty  hardness.  As  the  tonsillar  cai>sule  was  not  re- 
moved, recurrence  was  expected  and  watched  for  and  occurred  In  three 
veeks.  when  the  patient  was  referred  to  Roosevelt  Hospital  for  a  radical 
operation. 
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D«.  OfTTMAx  said  that  he  waa  very  much  Interested  In  Ur.  Abraham's 
case,  and  the  result  was  most  satisfactory,  but  he  did  not  understand 
why  the  medical  procedure  followed  by  Dr.  Abrahams  was  not  the  usual 
one.  In  a  case  like  this,  following  acute  influenza.  Is  not  the  usual  pro- 
CMlure  the  removal  of  the  middle  turbinate,  and,  If  that  Is  not  satisfac- 
tory, then  to  go  to  the  antrum,  the  ethmoid,  and  then  the  sphenoid?  He 
would  like  to  kii(i«  Or  Abraham's  reasons  for  beginning  first  with  the 
fphenoid. 

Da.  AoaAiiAM  uiuukhi  Ur.  (iuitmau  had  misunderstood  his  report  of  the 
rase.  He  bad  stated  that  the  patient  was  doing  so  well  under  simple 
treatment  that  It  seemed  unnecessary  to  operate.  He  did  not  see  the 
patient  for  several  days  and  on  his  return  found  her  suffering  from  symp- 
toms of  marked  meningeal  irritation,  and  she  was  placed  in  the  hospital. 
He  was  certain  that  the  sphenoid  was  Involved.  The  middle  turbinate 
was  removed,  and  the  sphenoid  was  opened,  and  pus  under  great  pressure 
was  evacuated.  The  ethmolds  were  practically  all  one  cell,  and  were  tilled 
with  pus;  the  na»o-frontal  duct  was  enlarged  and  the  frontal  drained.  The 
operation  lasted  three-<iuarters  of  an  hour  and  the  patient  was  getting  very 
weak.  'Hie  oitferation  had  to  b«  performed  with  great  rapidity,  and  he  re- 
moved more  of  the  antrum  end  of  the  Inferior  turbinate  than  he  usually 
does.  All  the  operative  procedure  was  done  at  the  one  sitting,  the  sphenoid 
being  the  main  point  of  attack.  The  subsequent  lindings  Justified  this  action. 
He  was  somewhat  thrown  off  the  track  In  this  case,  for  in  his  experience 
in  such  cases  the  |>aln  is  usually  at  the  apex  of  the  head.  This  was  only 
the  second  Instance  where  the  pain  has  been  at  the  ba.se  of  the  skull,  near 
the  junction  of  the  spinal  column, — which  would  lead  one  to  believe  that 
I  he  pain  was  of  a  different  character.  The  sphenoidal  pain  Is  usually  at 
the  apex  of  the  head,  not  at  the  base. 

The  Medical  and  Surgical  Aspects  of  Oral  Sepsis  of  Dental  Origin. 
Dll.  Wll.l.lAM  He.nky  Hahki.v. 
This  paper  was  In  line  with  Dr.  Haskln's  paper  on  "Cryptogenic  In- 
fections of  the  Alveolar  Process,"  read  before  the  Eastern  Se<'tlon  of  the 
Khinologlcal,  l.«ryngologlcal  and  OtoloxUal  Society,  In  January,  and  pub- 
lished In  Tltf    I,MiYvr.<>s(.,i-f.  March,  1914,  p.  I«». 

I'rmt'llSIO.I. 

Dr.  IDmiy  W.  (;iii>ri  h,i;il  tliat  he  had  been  addressing  a  dental  meet- 
ing In  the  adjoining  rooii.  and  n-grelted  not  having  heard  Dr.  Haskln's 
paper.  Ur.  Haskln  had.  however,  read  |)art  of  It  to  hini  the  evening  be- 
fore and  he  knew  the  general  drift  of  It.  He  had  also  seen  I.>r.  Haskln's 
pictures,  and  If  lime  allowed,  could  talk  about  them  Indefinitely. 

Fn  a  general  way,  he  was  very  much  In  accord  with  Dr.  Haskln  on  this 
subject,  and  It  was  a  source  of  great  satisfaction  to  the  dental  men  who 
are  interested  In  the  matter  from  the  standpoint  detailed  by  Dr.  Haskln, 
that  the  medical  men  are  b«>«tnnlng  to  realize  what  Is  going  on  In  the 
mouth.  I)pntal  nwn  have  been  talklnx  about  this  in  dental  societies  for 
vfars.  but  It  has  Ix-en  very  uphill  work  to  get  the  medical  men  Inter- 
•  sted.  II  has  not  seemed  to  occur  to  many  of  them  that  the  mouth  \»  the 
beginning  of  the  alimentary  canal.  For  some  reason  there  has  been  very 
httle  co-operation  between  the  dentists  and  the  physicians  In  this  direc- 
tion, and  this  has  been  greatly  to  the  loss  of  the  patients,  both  those 
who  consulted  the  dentists  and  those  who  consulted  the  physician. 
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This  matter  of  pyorrhea  alveolarls  Is  one  of  great  Importance  to  your 
patients.  Many  secondary  Infections  come  from  this  cause,  and  it  etiould 
be  easy  for  any  of  you  to  distinguish  many  of  the  common  foci  of  infec- 
tion in  the  mouth.  An  hour  or  two  spent  with  a  competent  dentist,  who 
could  demonstrate  a  series  of  mouths,  would  enable  any  physician  to  de- 
tect them  without  difficulty,  to  know  whether  or  not  any  dentist  to  whom 
he  had  referred  a  patient  knew  what  he  was  talking  about  when  he  re- 
ported a  patient  as  being  sound  in  that  respect. 

Unfortunately,  there  arc  a  great  many  men  in  the  dental  profession 
who  disregard  these  conditions  and  do  not  give  them  the  attention  they 
should  receive.  In  any  mouth,  if  you  find  a  red,  congested  gum-margtn, 
which,  on  pressure,  dls<'harges  pus.  you  may  know  that  there  is  some- 
thing seriously   wrong. 

Dr.  Haskln  is  entirely  right  in  his  statement  concerning  the  value  of 
the  x-ray  in  dental  work.  Any  dentist  who  is  in  the  habit  of  having  many 
cases  x-rayed,  or  who  is  a  progressive  man  wiUi  an  x-ray  outfit  in  his 
own  office,  can  duplicate  these  pictures  by  the  dozen,  showing  the  same 
general  conditions  which  Dr.  Haskln  has  thrown  upon  the  screen.  Ke- 
cent  research  work  by  men  connected  with  the  dental  profession  has  de- 
veloped convincing  evidence  of  their  great  Importance.  It  Is  the  ordinary 
everyday  experience  of  the  dentist  who  is  keen  on  these  things  to  be  told 
by  patients  that  rheumatic  disorders  have  disappeared  subsequent  to 
clearing  away  of  pus  foci  from  the  mouth.  That  coincidence  so  often  hap- 
pens that  dentists  who  are  keen  on  the  subject  expect  that  result. 

Dr.  Haskln  referred  to  persons  who  do  not  properly  cleanse  the  mouth. 
Many  of  them  cannot  be  induced  to  do  so.  It  is  one  of  the  astonishing 
facts,  familiar  to  the  dental  profession,  that  medical  men  are  among  the 
worst  offenders  in  this  respect.  It  is  common  knowledge  among  the  den- 
tists that  the  mouths  of  medical  men  average  worse  conditions  than  in  any 
otlier  set  of  people  of  like  intelligence.  It  is  not  to  be  expected  that  a  man 
who  takes  that  view  of  his  own  case  would  be  interested  In  his  patient 
when  a  dentist  calls  attention  to  it.  It  does  not  seem  possible  that  you 
gentlemen  realize  what  is  going  on  when  a  dentist  reports  to  you  that  a 
patient  has  pyorrhea  alveolaris.  Do  you  realize  that  there  may  be 
around  the  root  of  a  single  molar  tooth  the  equivalent  of  a  square  inch 
of  ulcerating  surface;  that  in  a  single  mouth  there  are  often  two  or 
four  square  inches  of  ulcerating  surface;  that  each  closure  of  the  jaws 
forces  septic  material  into  the  circulation?  What  do  you  do  when  a 
patient  comes  to  you  with  an  ulcerating  surface  anywhere  else?  You  pay 
attention  to  it  with  great  promptness;  and  yet  patients  come  to  you  who 
should  have  the  very  best  medical  service  obtainable,  but  from  lack  ot 
co-operation  are  having  service  that  is  spreading  infection  through  the 
whole  system. 

There  is  need  for  more  co-operation  between  the  two  professions  in 
tl.ls  respect.  I  adopt  the  rule  now,  to  take  cultures  from  pus  foci  In  the 
mouth  and  report  the  findings  to  the  patient's  physician  whenever  It  Is 
possible  to  do  so. 

There  is  a  great  deal  of  carelessness  fn  the  dental  as  well  as  in  the 
medical  profession.  We  have  to  deal  with  men  who  are  uneducated,  and 
with  others  who  are  educated  and  disregard  the  facts,  but  there  is  a 
class  of  dentists  who  are  interested  in  this  work  and  who  are  ready  to 
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cooperate  with  you,  who  welcome  the  responsibility  It  entails  and  the 
evidence  that  the  medical  men  are  waking  up  to  the  conditions  existing 
In  the  mouths  of  many  of  their  patients. 

Dk.  E.  a.  BcMiCE  expressed  himself  as  greatly  pleased  to  find  his  fellow 
members  of  the  medical  and  denUl  professions  waking  up  to  the  great 
Importance  of  a  subject  which  so  greatly  concerns  them  both,  and  told 
of  a  lady  whose  name  was  well  known  to  most  of  those  present  who  had, 
some  years  ago,  brought  her  little  daughter  to  hlni,  saying  that  she  had 
taken  the  child  to  a  well-known  children's  specialist  to  find  out  why  her 
gums  bled  so  excessively  every  time  she  ate.  The  specialist,  who  is 
even  better  known  than  the  child's  father  and  moUier,  had  treated  the 
condition  as  a  matter  of  no  consequence.  On  e.xamlnlng  the  child,  who 
was  only  4  years  old,  he  found  to  his  astonishment  that  she  had  pyorrhea, 
which  he  has  never  before  nor  since  seen  In  so  young  a  person.  So,  when 
confronted  with  instances  of  crass  ignorance  on  tlie  part  of  some  den- 
tists. It  Is  only  fair  to  conclude  that  there  is  some  of  the  same  quality 
tliiewherp. 

Dr.  Haskin  had  probably  not  meant  to  show  all  of  the  conditions  which 
cause  necrosed  alveoli,  for  many  such  conditions  exist  where  no  pus  is 
\i8ible.  but  he  came  very  close  to  telling  why  a  blind  abscess  exists  or 
what  causes  It.  Dr.  Bogue  said  that  he  would  very  much  like  to  know 
whether  the  pulps  in  these  teeth  were  recoRnized  as  b«!lng  Invariably 
dead,  or  not.  It  seems  to  be  Mother  Nature's  method  of  endeavoring  lo 
throw  off  a  foreign  sulwtance,  and  that  is  the  abs  crdo. 

He  noticed  that  Dr.  Haskin  had  used  rather  Indiscriminately  the  words 
curies  and  necrosis,  but  in  either  event  he  was  right  In  directing  the  at- 
tention of  medical  advisors  to  cases  in  which  either  the  one  or  the  other 
condition  Is  present.  Furthermore,  there  came  into  his  remarks  the 
•  'iii'slion  of  whether  or  not  pyorrhea  alveolaris  can  be  prevented.  Dr. 
Bogue  said  that  within  the  past  forty-<>lght  hours  that  cpicstlon  had  been 
asked  him  by  a  man  who  had  "sulTered  many  things  of  many  physicians 
and  was  none  the  better."  Among  other  things,  he  had  suffered  the  loss 
ot  his  two  upper  lateral  Incisors  and  one  first  lower  molar,  which  left 
the  upper  dental  arch  smaller  than  the  lower,  instead  of  larger.  Dr. 
Bogue  said  that  he  had  replied  to  this  gentleman  that  it  was  Impossible 
that  he  should  ever  again  have  good  articulation  of  his  teeth:  and  as  long 
ar  that  was  done  with,  it  was  impossible  that  he  should  have  automatical- 
ly, physiological  cleanliness  of  his  dental  organs,  even  If  he  went  back  to 
Mother  Nature's  method  and  ate  no  cooked  food  as  Nebuchadnezzar  did. 
for  there  would  still  b«  little  corners  which  would  be  filled  up  with  deposit 
which  could  not  be  removed  by  the  movements  of  mastication  or  tho 
tongue. 

Dr.  Bocue  recommended  to  him  the  use  of  a  tufted  or  serrated  brush 
as  the  best  means  of  keeping  the  teeth  free  of  deposit  after  eating.  One 
must  not  only  light  against  decay  of  the  teeth,  but  against  deposits  i.f 
various  kinds.  Including  the  calcareous  ones  which  originate  pyorrhm 
l-y  acting  as  foreign  nislng  the  gums  to  form  pus  In  order  to 

throw  them  off.     Th.  .1  bo  serratod  In  order  to  reach  Into  the 

Interstices  of  the  teeth.  Dr.  Hogue  described  how  It  should  be  used.  In  n 
rotatory  manner,  thus  brushing  the  teeth  up  and  down  and  the  gums  as 
well.    After  the  teeth  hare  be«»  cleansed  tn  this  way  as  well  as  possible. 
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raw  Bilk  should  be  passed  between  the  teeth,  simply  to  act  as  a  little  towel 
to  complete  the  cleansing.  If  this  Is  done  regularly  and  the  dentist  Is 
visited  periodically  so  that  the  necks  of  the  teeth  are  kept  smooth  and 
I.olished,  the  gums  will  'show  a  smooth,  hard  surface  and  there  will  b« 
no  pain  nor  bleeding. 

Dk.  M.  L.  Cuixi.nm  took  exception  to  what  Or.  Haskin  had  said  about 
blind  abscesses.  I(  he  understood  correctly.  Dr.  Haskin  said  he  did  not 
believe  there  is  such  a  thing  as  a  blind  abscess.  The  last  photographs 
thrown  upon  the  screen  were  taken  from  dry  specimens;  there  is  no  doubt 
that  if  these  same  specimens  could  have  been  seen  with  the  soft  tissues 
intact,  they  would  have  been  all  fistulous,  the  discharge  entering  the 
mouth.  I  agree  with  Dr.  Haskin;  these  are  not  blind  abscesses.  But 
what  should  be  said  about  those  spaces  at  the  apices  where  the  radio- 
graph shows  destruction  of  bone  which  are  not  fistulous.  In  these  cases, 
if  the  soft  tissues  are  punctured  and  so  on  through  the  outer  plate  of 
alveoli,  we  at  once  plunge  into  an  abscessed  cavity.  I  have  seen  hun- 
dreds of  such  cases  and  would  certainly  call  these  blind  abscesses. 

Ub.  Haskin  replied  that  that  was  the  point  at  issue.  He  could  not  be- 
lieve that  they  are  so.  He  felt  confident  that  if  one  could  examine  them 
all  around  with  a  microscope  that  a  small  tract  would  be  found.  He  Is 
not  a  dentist,  but  it  does  not  seem  possible  that  they  should  be  absolutely 
closed. 

Dr.  Collins  replied  that  if  there  was  much  of  a  tract  there  would  be  a 
discharge,  and  if  there  was  a  considerable  tract  this  would  not  then  be  a 
blind  abscess,  as  would  be  apparent  from  the  radiograph.  There  W'as  no 
doubt  in  his  mind  that  the  blind  abscess  is  a  fact,  the  discharge  of  which 
gets  into  the  blood-stream.  He  was  very  glad  to  have  heard  the  paper 
iind  to  know  that  these  matters  are  being  studied  by  physicians,  as  well 
as  by  dentists. 

Dr.  Abraham  said  that  he  had  had  considerable  experience  with 
empyema,  following  abscess  of  the  root  oT  the  tooth,  and  one  case  would 
Illustrate  the  experience  of  many.  A  patient,  who  had  a  discharge  of  a 
purulent  character,  had  been  referred  to  him  from  a  neighboring  city. 
This  patient  had  had  the  nerve  of  a  tooth  killed  and  the  tooth  fllled.  He 
referred  her  back  to  her  dentist  with  the  diagnosis  of  empyema  of  the 
antrum,  following  an  apical  abscess.  The  dentist  was  positive  that  there 
was  no  apical  abscess.  Dr.  Abraham  said  that  he  had  made  his  diagnosis 
from  a  radiograph  and  told  the  patient  that  the  tooth  had  to  come  out. 
The  dentist  Insisted  that  it  should  not  be  removed.  Finally  the  patient 
was  sent  to  Dr.  Hasbrouck  for  the  tooth  to  be  extracted,  with  the  request 
that  he  pay  particular  attention  to  the  condition.  When  the  tooth  was  re- 
moved, a  typical  apical  abscess,  surrounded  by  necrosed  bone  which  dl»- 
charged  into  the  antrum,  was  found.  When  Dr.  Hasbrouck  extracted  the 
tooth  he  removed  the  necrosed  bone  surrounding  the  tooth.  This  opening 
was  immediately  closed  and  the  antrum  was  then  opened  intra-murally, 
and  a  pyogenic  membrane  covered  by  a  polypoid  mass  was  found.  This 
was  curetted  gently  and  the  cavity  was  treated  with  argyrol  solution.  Th? 
patient  was  discharged  in  three  weeks,  after  having  suffered  for  year*. 
The  dentist  admitted  his  error  and  complimented  Dr.  Abraham  on  his 
diagnosis.  This  was  the  history  of  but  one  of  many  similar  instances. 
Dr.  Abraham  stated  that  be  did  not  pretend  to  say  what  was  the  cause  of 
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this  necrosis  at  the  base  of  the  tooth,  but  It  was  certain  that  these  condi- 
tions follow  very  often  after  a  nerve  la  destroyed  and  the  tooth  filled. 

Dr.  Booue  told  of  a  physician  who  had  brought  a  patient  to  him  when 
be  first  came  to  New  York,  saying  that  penetration  of  the  antrum  was 
suspected  owing  to  the  death  of  the  tooth  pulp.  Examination  showed  that 
the  tooth  was  In  the  antrum  and  that  there  was  an  abscess  so  otfensivo 
that  marriage  had  been  postponed.  The  patient,  however,  still  had  the 
tooth  when  last  seen.  She  was  a  young  lady  then,  but  her  son  is  now  ou 
the  Board  of  Health. 

In  reply  to  an  inquiry  as  to  how  It  was  cured.  Dr.  Bogue  said  that  he 
managed  to  secure  an  Ingress  and  egress  by  making  one  hole  through  the 
tooth  Into  the  antrum,  and  another  through  the  canine  fossa.  When 
this  case  was  reported  in  England.  Charles  Tomes,  of  London,  shook  his 
bead  and  said  that  the  success  in  this  instance  Justified  the  means,  but 
that  the  method  was  entirely  wrong.  Ur.  Bogue  said  that  it  could  not 
be  done  every  time,  but  he  simply  mentioned  It  as  a  case  that  did  occur. 
Dr.  Bogue  said  that  he  had  successfully  treated  very  many  eases  of  ab- 
scessed roots,  even  going  so  far  as  to  extract  the  tooth  and  replace  it  in 
the  socket,  after  amputating  the  necrosed  end  of  the  root. 

Dr.  Da^iziokr  said  that  the  paper  was  a  most  Important  one,  as  it  had  a 
tendency  to  change  our  views  very  considerably  on  the  question  of  crypto- 
genetlc  sepsis.  Discussions  In  future  will  not  be  only  what  mode  of  re- 
moval of  tonsils  should  be  employed,  but  rather,  look  for  the  focus  of  in- 
fection In  the  mouth,  nose,  or  teeth,  and  rather  regard  the  enlarged  ton- 
tils  as  a  secondary  Inflammation  of  a  lymph  gland. 

Dr.  Mtixr  said  that  it  would  be  a  great  advantage  if  our  methods  of 
diagnosing  perl-odontltls  could  be  improved.  It  seems  probable  that  the 
Iiroportion  of  antral  cases  due  to  tootli  infection  has  been  increasing  In 
the  last  ten  or  fifteen  years  on  account  of  the  improved  dentistry.  Any- 
one who  submits  to  the  process  of  saving  his  teeth  by  having  the  nerves 
killed,  or  who  retains  an  old  tooth  with  a  dead  nerve  In  it,  runs  some 
risk,  because  there  Is  probably  some  pathogenic  condition  in  and  beyond 
(he  root -end.  He  had  observed  this  in  a  great  many  instances  where 
Ihe  tooth  was  extracted.  He  objected  to  the  way  In  which  many  havv> 
their  teeth  saved  and  take  the  risk,  and  then  blame  the  dentist  If  trouble 
rnsues  later. 

Dr.  Hahkix  thanked  the  gentlemen  who  had  discussed  the  paper  and 
rxpressed  his  high  regard  for  the  men  whom  he  knew  In  the  dental  pro- 
fession who  were  far  better  Informed  on  this  subject  than  he  could  ever 
hoiM>  to  be.  When  you  meet  a  good  dentist  you  can  pin  your  faith  to 
what  he  says. 

Dr.  Bogue  had  spoken  of  pyorrhea  in  a  young  child  Dr.  Haskin  said 
that  last  week  he  had  seen  a  child.  1 1  years  of  age.  with  a  fearful  pyor- 
rhea, who  had  been  under  the  care  of  a  well-known  specialist.  The  child 
had  the  usual  dlwharge,  and  all  the  pockets  were  full  of  streptococcus  in- 
fection. The  child  Is  now  under  vaccine  treatment,  and  It  is  hoped  that 
that  will  help  cure  the  condition  after  the  teeth  havp  l>«>pn  cleansed. 

Replying  to  what  Dr  Bogue  had  said  about  the  causation  of  apical  ab- 
sceaaea,  Ur.  Haskin  said  that  he  had  stated  in  the  paper  that  he  helleved 
they  were  caused  by  inflamed  pulps.  Improper  handllnii,  or  some  blow. — 
traumailsni— but  that  the  great  majority  were  due  to  Inflamed  pulps. 


ti:il  SOCIETY    PROCEEDINGS. 

The  main  reason  for  directing  attention  to  this  question  of  oral  sepsia 
Is  that  the  medical  profession  have  done  wrong  In  negle<'tlng  these  condi- 
tions. If  they  are  observed  early,  and  the  defects  of  mal-occluslon  and 
over-crowding  are  appreciated  and  checked  In  the  beginning,  the  pyorrhea 
could  be  prevented,  just  as  early  attention  to  nasal  obstructions  prevents 
th«  horrlWe  condition*  that  are  often  seen  In  later  life.  They  cannot  be 
overcome  In  the  older  men  and  women,  for  they  have  existed  too  long 
and  atrophy  has  taken  place.  Many  times  the  teeth  must  be  taken  out, 
for  it  is  Impossible  to  check  the  condition.  If  one  is  on  the  look-out  for 
the  condition,  however,  and  gives  it  attention  early  it  can  be  stopped. 


Regular  Meeting,  March  Ho,  lyj.y 

Pansinusitis.     Dk.  John  E.  MacKesty. 

About  .seven  years  ago  the  patient  had  what  she  considered  to  be  a 
constant  cold  in  the  head,  and  she  had  nasal  trouble  up  to  two  years 
ago  when  she  was  admitted  to  St.  Luke's  Hospital.  Examination  re- 
vealed that  her  nose  was  full  of  polypi,  and  she  was  operated  upon  with- 
out much  relief.  I^ater,  she  went  to  the  Presbyterian  Hospital  and  wa« 
again  operated  upon  without  relief.  Her  chief  complaint  was  asthma 
of  a  very  severe  type.  Then  she  was  sent  to  the  Manhattan  from  tbe 
Presbyterian  Hospital  and  it  was  thought  she  would  die  of  her  asthmatic 
attacks.  Dr.  MacKenty  said  that  he  wanted  to  do  an  intra-nasal  opera- 
tion but  was  convinced  tliat  it  would  not  do  any  good;  and  as  he  was 
afraid  to  let  her  go  on  with  the  asthma  he  did  a  double  radical  external 
operation.  One  side  healed  nicely.  The  other  side  (right)  failed  to  heal 
•ind  went  on  suppurating.  Then  It  was  decided  to  do  a  second  opera- 
tion on  this  side.  No  dead  bone  was  found.  The  former  operation  was 
done  all  over  again,  the  cavities  cleansed,  and  the  wound  sewed  up.  The 
same  thing  occurred  again,  and  after  waiting  a  few  weeks  a  vaccine 
was  used — three  doses  were  administered.  The  infection  was  found  to 
be  pure  streptococcus.  After  the  third'  dose,  the  condition  healed  like 
magic.  The  septum  underwent  polypoid  degeneration  and  had  to  be 
removed  Intra-nasally.  Dr.  Dwyer  made  a  pathological  examination 
and  reported  polypoid  degeneration. 

After  the  first  operation  the  patient  had  no  attacks  of  asthma  for 
about  ten  weeks,  and  then  the  septum  took  on  a  degenerative  process. 
As  long  as  the  nose  is  kept  free  from  scabs,  she  has  a  great  deal  of 
relief,  birt  when  it  gets  full  of  scabs  she  has  the  asthma  again. 

The  case  is  reported:  First,  to  show  the  quick  effect  of  vaccines  when 
a  good  culture  is  obtained;  second,  to  show  the  more  or  less  rare  poly- 
poid degeneration  of  the  septum;  third,  because  of  the  severe  type  of 
asthma,    which   was   almost   fatal. 

The  last  dose  of  vaccine  was  given  about  ten  days  ago.  The  first 
operation  was  done  on  December  18;  the  second,  on  January  15;  the 
third,  removal  of  the  septum,  on  March  5. 
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DISCUSSION. 

Dr.  Dwyek  said  that  this  case  was  interesting  in  that  after  the  oper- 
ation a  pure  streptococcus  culture  was  obtained,  which  is  rather  rare. 
If  we  can  get  down  to  bed-roclc  and  get  a  culture,  we  can  do  a  great 
deal  with  vaccines.  It  must  be  borne  in  mind  that  with  polypoid  de- 
generation of  the  septum  or  of  the  floor,  non-pedunculated  and  bleeding 
very  freely,  we  have  to  look  out  for  secondary  degeneration  and  sar- 
coma, which  is  quite  common  in  areas  that  undergo  polypoid  degenera- 
tion first.  Dr.  Uwyer  said  that  he  thought  the  eosinophiles  here  were 
accidental  in  the  blood.  There  are  generally  an  indication  of  trichina  or 
some  sort  of  protozoa,  so  that  In  iht-'  ••p«'-  >'  u.-iii^  lo  be  an  accidental 
se<'ondary  bacteria. 

Dr.  Cocks  asked  Dr.  Dwyer  if  he  iliougiit  ihat  ijulyiiold  degeneration 
in  the  nasal  accessory  sinuses,  such  as  the  maxillary  antra,  is  especially 
apt  to  be  followed  by  the  development  of  sarcoma. 

Db.  Dwteb  replied  in  the  affirmative. 

Db.  Mtles  said  that  he  did  not  really  understand  what  the  patholo- 
gists mean  by  polyi>old  degeneration,  for  it  is  a  very  common  thing  to 
see  a  so-called  polypoid  condition  In  these  conditions  which,  when  the 
venous  congestion  la  relieved  and  the  pressure  removed,  conies  back  to 
normal.  He  has  seen  a  septum  resembling  the  polypoid  condition  which 
passes  away,  and  operations  on  the  cribriform  plate  that  have  caused 
edema  which  pass  away  when  the  circulation  Is  re-established.  So  It  is 
a  qupstion  of  what  one   would  call   polyps. 

About  fifteen  or  twenty  years  ago  It  was  his  custom  to  report  oases 
where  the  antrum  was  filled  with  polypi.  Most  of  them  grew  from  the 
upper  twrt  of  the  cavity  and  in  many  instances  they  would  disappear 
when  the  general  pressure  and  circulation  were  relieved  by  operation. 
It  is  astonishing  what  large  ones  will  disappear.  Many  of  these  tissues 
when  submitted  to  the  pathologists  would  come  back  with  the  same  re- 
port. It  Is  a  question  of  what  is  a  true  iwlyj) — whether  It  is  capable  of 
going  back  to  normal.  It  would  seem  that  most  all  flat  polyps  have 
that  power. 


Chronic  Frontal  Sinusitis  Suppuration  Complicated  by  Epidural  and 
Orbital   Abscesses.    l»c.   (ikhiiarh   II.   ('<m  k.s. 

The  percentage  of  deaths  In  epidural  abscess  cnniiilicallng  frontal 
sinus  operation  Is  »<>  high  that  we  are  inTJians  wirr.-iiil' d  In  r>  iiorlinK 
such  a  CM«  If  the  outcome  Is  successful. 

The  patient,  an  Italian,  31  years  of  uk>\  mis  niirDd  m  i>r.  t  iiji|>- 
p«irs  clinic  at  the  Manhattan  Kye,  Ear  and  Tliroat  Ifositllal  on  De- 
cember 8.  191.'!.  The  family  and  i>revlous  history  throw  no  light  on 
bis  present  Illness,  exrept  that  hn  had  grip  about  fifteen  years  ago.  For 
the  past  ten  years  b«  has  suffered  from  post-nasal  and  nasal  discharge, 
mucoid  In  character.  About  three  or  four  montlis  ago  the  patient  first 
noticed  a  swelling  at  the  Inner  angle  and  roof  of  the  orbit.  This  grnd- 
ualty  Increased  in  sise.  At  the  time  of  admission,  the  swelling  was 
about  the  sixe  of  a  twenty-five  cent  piece.  There  had  been  some  frontal 
headache,  but  no  discharge  of  pus  from  the  noae. 
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When  llrst  examined  no  pus  was  found  In  the  nose.  Two  days  later 
a  slight  amount  of  pus  was  detected  In  the  middle  turbinate  region.  The 
globular  swelling  at  the  inner  angle  of  the  orbit  showed  fluctuation. 
An  x-ray  examination  demonstrated  a  cloudy  right  frontal  sinus  with  a 
thickening  at  the  margin  of  the  orbit.  This  thickened  area  was  later. 
at  operation,  shown  to  be  the  site  of  perforation  into  the  orbit. 

An  externa!  operation  was  performed  on  December  10,  1913,  with  the 
usual  skin  incision  through  the  eye-brow  and  down  on  the  side  of  the 
nose.  When  the  periosteum  was  incised  there  was  a  gush  of  pus.  A 
defect,  about  the  size  of  a  flve-cent  piece,  was  found  in  the  roof  and 
inner  wall  of  the  orbit  where  the  latter  communicated  with  the  frontal 
sinus.  The  frontal  sinus  cavity  was  filled  with  thick  yellow  pus.  In 
the  posterior  plate  of  the  frontal  sinus  were  two  defects  in  the  bone,  the 
larger  of  which  was  the  size  of  a  twenty-five  cent  piece.  The  dura  was 
here  discolored  and  bathed  In  pus.  The  diseased  ethmoids  and  sphenoid 
were  next  exenterated  and  the  middle  turbinate  was  removed.  On  ac- 
count of  the  exposed  dura  It  was  deemed  inadvisable  to  attempt  to  save 
any  part  of  the  anterior  bony  wall  of  the  frontal  sinus  or  the  remain- 
ing portion  of  the  bony  bridge.  This  bone  was  therefore  removed  and 
the  cavity  was  packed  from  the  bottom  with  iodoform  gauze.  Two  or 
three  sutures  were  placed  in  the  outer  angle  of  the  wound,  but  it  was 
found  necessary  to  remove  them  a  couple  of  days  later  on  account  of  a 
skin   infection. 

On  December  30,  1913,  twenty  days  after  admission,  the  patient  waB 
discharged  from  the  hospital,  but  returned  to  the  clinic  for  dressings. 
On  January  19,  1914,  the  patient  begged  to  have  a  smaller  dressing  ap- 
plied so  that  he  could  use  both  eyes  for  his  work.  The  gauze  dressing 
was  therefore  discarded  and  a  cotton-collodion  dressing  placed  on  the 
skin  wound.  Two  days  later  he  developed  facial  erysi|)elas.  The  wound 
is  now  practically   closed  and  the  nose  is  almost  entirely  dry. 

A  culture  taken  from  the  pus  at  the  time  of  operation  showed  a  capsu- 
lated  dlplococcus.  There  Is,  naturally,  considerable  facial  deformity, 
but  the  patient  is  unwilling  to  subject  himself  to  any  further  surgical 
procedure  for  its  relief.  There  has  been  no  diplopia,  in  spite  of  the  ex- 
tensive removal  of  bone. 

DI.SCUSSIOX. 

Dr.  C.vktek  thought  that  a  good  deal  of  the  scarring  could  have  been 
avoided  if  intra-nasal  drainage  had  been  established.  Several  cases  that 
he  has  operated  upon  have  been  drained  very  satisfactorily  by  greatly 
enlarging  the  naso-frontal  duct;   this  greatly  reduces  the  scarring. 

In  this  extensive  case  where  there  was  considerable  bone  necrosis 
drainage  In  this  manner  might  not  have  been  possible. 

Dr.  Mylfs  commended  Dr.  Cocks'  procedure  and  thought  that  it  gave 
the  patient  a  better  chance  of  recovery.  He  would  have  had  a  deform- 
ity anyway,  so  far  as  the  depression  was  concerned,  and  Dr.  Cocks  did 
the  sane  thing  In  allowing  it  to  heal  over  in  order  to  cure  the  patient, 
and  then  use  some  method  to  Improve  the  scarring  afterward.  The 
scar  was  nothing  In  comparison   with   the  results  obtained. 

Dn.  MacKexty  agreed  with  what  Dr.  Cocks  had  said  about  the  drain- 
age. Exposure  of  dura  is  not  serious  providing  free  drainage  is  used. 
If  Dr.  Cocks  had   made  the  avoidance  of  the  deformity  his   first  object 
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he  would  probably  have  lost  his  patient.  It  would  seem  that  the  suc- 
ceas   was  due  to  the  drainage  empioyed. 

Dr.  Gi:r..NTZKR  asked  If  the  picture  was  not  clearer  than  one  would 
have  expected  with   all   the  complications. 

Dh.  UcKNrzKK  recalled  the  case  of  a  negro  woman  with  a  compUcatIng 
frontal  sinusitis.  On  operation  there  was  a  good  deal  of  specific  ne- 
crosis of  the  |>08terlor  frontal  wall,  exposing  the  dura,  but  the  woman 
went  on  to  recovery  without  any  particular  symptoms.  The  exposure  of 
the  dura  did  not  seem  to  make  the  case  any  more  severe  than  usuai. 

Dii.  C'(N  KK  said  be  was  glad  his  case  had  aroused  such  general  dis- 
cussion. Mke  Ur.  ^lyles,  he  feels  that  packing  the  wound  so  as  to  make 
It  heal  from  the  bottom  Is  by  far  the  safer  method  in  such  cases  as  the 
one  shown. 

Replying  to   Or.   C'ocks; 

IJK.  M.\rKK>TY  said  that  the  success  was  due  to  the  fact  that  drainage 
from  the  outside  was  used.  Intra-nasal  drainage  seems  to  be  a  mistake 
In  such  rases. 

Some    Important   Conditions   Connected    With   the    Surgery    of   the    Jaw 
and  Mouth.     Da.   Hesky   Sage  Duxni.no. 

To  be  publiahed  In  full  in  a  lubtequent  iitue  of  Tut:  LARVNuoticope. 

DISCL'BSION. 

Dr.  Abraham,  referring  to  the  cases  involving  the  teeth  and  antrum, 
said  that  at  the  last  meeting  he  had  spoken  of  a  numt>er  of  such  cases 
which  had  fallen  under  his  observation.  That  very  day  he  had  a  simi- 
lar experience  with  a  patient  who  had  been  referred  to  him  about  a 
week  ago  suffering  from  neuralgia  which  radiated  Into  the  antrum'  and 
the  supra-orbllal  region.  The  patient  had  consulted  a  physician  who 
made  a  dIaRnosis  of  grip  and  neuralgia,  and  treated  the  patient  with- 
out result.  The  patient  was  then  advised  to  consult  a  dentist  who 
failed  to  And  anything  to  account  for  the  condition.  The  patient  was 
then  sent  to  an  oculist  who  examined  her  carefully  and  failed  to  find 
anything.  He  suggested  that  the  nose  be  examined  and  referred  the 
patient  to  Dr.  Abraham.  I'pon  transillumination  he  found  poHltlvo 
symptoms  and  dullness  on  the  right  side,  and  advised  that  an  x-ray 
picture  be  made.  The  plate  came  back  showing  Involvement  of  the 
antrum  with  an  apical  abscess  of  the  pre-molar  teeth.  The  patient  wa.<« 
sent  to  a  dentist  to  have  these  teeth  removed,  and  then  to  be  returned 
for  further  tre.ilnienl.  This  was  a  typical  rase  of  a  patient  havlns  •» 
nerve  destroyed  and  MufTerlng  subsequent  pain  and  Infection  of  the 
antrum.  N'one  of  them  ran  be  cured  until  the  diseased  teeth,  necro'od 
Imne,   and    roots   are    removed. 

I>R.  Hats  said  that  it  Is  rather  ImporUnt  for  the  noM  and  throat  spe- 
cialist to  work  more  In  harmony  with  the  dentist,  particularly  one  who 
ran  take  xray  plriures.  It  Is  of  the  utmost  lm|>nrtanre  where  one  is 
dealing  with  some  complex  i-ondlllon  to  be  able  to  eliminate  the  teeth 
sockets  as  the  source  ot  the  trouble.  There  are  certain  dentists  to^lay 
who  make  a  practice  of  taking  an  x-ray  picture  before  and  after  (llllng 
teeth,  and   these  x-rays   often   show   aiii>  ■■„  amund    the   roots   of 

the  teeth,  or  In  the  antrum   which  ne«'i  .11      In   the  last   two  or 
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three  years  it  happened  that  Dr.  Hays  saw  a  number  of  these  cases.  One 
man  whose  face  was  very  much  swollen  had  an  x-ray  picture  taken  which 
showed  a  definite  shadow  over  the  right  antrum  indicating  pus  In  this 
cavity,  but  on  account  of  the  swelling  and  brawniness  of  the  tissues  the 
diagnosis  of  alveolar  abscess  was  made.  An  incision  was  made  at  the 
hospital  under  gas  anesthesia,  along  the  ginglvo-labial  fold  resulting  In 
a  discharge  of  a  large  amount  of  fetid  pus,  evidently  arising  from  a  ne- 
crosis of  one  of  the  roots  of  the  teeth.  In  another  case  in  which  there 
was  a  severe  pain  in  tlic  right  cheek,  transillumination  of  the  antrum 
showed  a  definite  shadow  on  this  side.  The  patient  had  some  gingivitis 
which  awakened  a  suspicion  of  trouble  In  the  teeth,  and  be  was  sent 
to  a  dentist  who  took  an  x-ray  picture  which  showed  a  great  deal  of  dis- 
ease at  the  base  of  the  teetli,  and  a  diseased  condition  of  the  floor  of  the 
antrum.  This  was  attended  to,  and  the  patient  was  relieved.  When  we 
get  pictures  showing  antrum  disease  it  Is  very  probable  that  there  is 
some  tooth  trouble  which  Is  causing  the  infection. 

Dit.  Myles  said  that  it  would  be  a  great  advantage  if  we  could  im- 
prove on  our  methods  of  diagnosing  peri-odontitls.  It  seems  probable 
that  the  proportion  of  antral  cases  due  to  tooth  infection  has  probably 
been  Increasing  in  the  last  ten  or  fifteen  years  on  account  of  the  im- 
proved dentistry.  Any  one  who  submits  to  the  saving  of  his  teeth  by 
having  the  nerves  killed,  or  retains  an  old  tooth  with  a  dead  nerve  In  it, 
runs  some  risk,  because  there  is  probably  some  pathogenic  condition  In 
the  tooth.  He  has  observed  a  great  many  cases  where  the  tooth  was 
extracted,  and  he  does  not  see  how  the  dentist  can  destroy  all  nerve 
tissue;  when  these  cases  break  through  Into  the  antrum  they  are  often 
relieved;  they  create  a  little  antrum  trouble,  but  not  much,  and  con- 
tinue discharging  for  years  and  years.  There  Is  a  very  moderate  amount 
of  periosteitis  kept  up  by  the  root-end  of  the  teeth. 

Dr.  Myles  said  that  he  objected  to  the  way  in  which  many  men  have 
their  teeth  saved  in  this  way  and  then  blame  the  dentist  We  should 
take  the  chance  when  we  have  that  condition.  He  has  noted  such  teeth 
that  were  filled  up  to  the  root-end,  but  beyond  that,  where  the  dentist 
could  not  treat  the  condition,  there  would  be  trouble.  The  removal  of 
such  teeth  is  very  beneficial  when  everything  else  fails.  He  has  no- 
ticed that  when  there  is  an  operation  through  the  inferior  meatus  for 
the  purpose  of  keeping  up  a  permanent  opening,  a  little  muco-pus  will 
come  In,  and  the  floor  will  feel  rather  boggy,  and  sometimes  curettement 
will  be  necessary;  but  to  clear  H  up  entirely  there  is  nothing  to  be  done 
but  the  entire  removal  of  the  teeth. 

Dr.  DuNxixo  said  that  what  Dr.  .Myles  had  pointed  out  was  very  true, 
—the  Improved  technic  in  filling  the  tooth  canals  has,  in  a  way.  In- 
creased the  number  of  infections.  Attempts  have  been  made  to  save  too 
many  diseased  teeth.  It  Is  impossible  when  the  apex  has  become  in- 
fected and  the  peridental  membrane  is  involved,  to  absolutely  clean 
around  the  end  of  the  tooth.  It  must  either  be  removed,  or  one  must 
go  above  and  amputate  the  root.  If  any  pus  is  left  in  the  alveolar  pro- 
cess, or  diseased  tissue  remains,  the  InfecUon  will  light  up  again  in 
nearly  every  instance.  If  more  of  these  teeth  were  removed  In  the  be- 
ginning it  would  be  much  better  for  the  patient  There  Is  too  much 
conservative  work  done  on  diseased  teeth. 
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Dr.  E.  B.  Gi.r-\8ox,  Chairman. 

(Continued  from  page  otii.  May,  I'JU.) 

Result*    of    Intra-natal    Operation     of     Fulminating     Cace     of     Sub-acute 
Frontal  SinusitI*.      Ok.   Hirhkht    M.  Godhaiii). 

Male,  ase  >W.  In  February,  !9i:!.  contracted  cold,  duration  one  month. 
Symptoms:  Constant  headache,  drawing  eye  from  side  to  side;  marked 
swelling  on  nasal  side  of  left  eye,  severe  attacks  of  vertigo,  unable  to 
•ee  across   the  ward. 

August  22,  attain  in  hoepltal.  protrusion  of  eye  and  marked  swelling 
of  upper  lid.  Ophthalmologist  diagnosed  orbital  abscess.  Intra-nasal 
examination  revealed  great  swelling.  After  shrinking  with  20  per  cent 
cocain  solution,  middle  turbinate  found  much  enlarged.  Free  discharge 
of  pus:  diagnosis,  frontal  sinusitis.  Anterior  portion  of  middle  turbinate 
removed  and  sinus  probed:  patient  promptly  relieved.  December,  a  re- 
currence of  symptoms.  Insufflctent  drainage.  Kllllan  operation  with 
Sullivan's  graduated  rasps,  making  very  large  opening  into  sinus.  Patient 
'iired. 
Presentation  of  Two  Frontal  Sinus  Cases.       Dr.   Firldixo  O.    I>>  wis 

Case  1.  M.  K.;  white;  schoolgirl;  had  tonsils  and  adenoids  removed 
May,  1913.  The  following  August  she  came  to  the  Jefferson  Hospital 
romplalnlng  of  pain  over  the  frontal  region  and  na.sal  dlst-harge.  Nasal 
polypi  were  removed  from  the  right  side  of  the  nostril,  jind  a  portion 
of  the  middle  turbinate  was  removed  to  facilitate  drainage.  She  wa» 
relieved  for  a  short  time;'  but  later  the  Rymplonia  became  more  pro- 
nounced, and  a  radical  frontal  sinus  operation  was  performed  the  fol- 
lowing Septemb«r.  The  frontal  sinus  was  filled  with  granulations  and 
pus.  A  modlflM)  Kllllan  operation  was  pettormed  and  the  patient  has 
made  an  unlntemipted   recovery. 

Catr  'J:  An  Italian  laliorer  was  referred  to  th"  Nose  and  Throat 
department  of  tie  Jefferson  MosplUil.  fro*n  the  Kyc  I>f»p.Trtnient.  with 
an  external  sinus  leading  from  the  upper  eyelid,  i.  t   side.  Into 

(he   frontal  sinus,   which   was  discharging  pus. 

X-ray  examination  and  transillumination  revealed  a  proh.^blr-  empyema 
of  the  left  frontal  sinus.  A  modlfled  Kllllan  operation  was  per- 
formed: the  sIntM  was  found  to  contain  granulallons  and  pus;  septum 
between  the  two  frontal  sinuses  was  absent;  was  unable  lo  determine 
whether  It  was  congenital  or  pathological.  The  right  sinus  however 
was  not  ofn-n  externally    After  dally  Irrigation  the  symptoms  subsided. 

A  few  months  later  there  waa  found  a  discharge  coming  from  the 
line  of  Incision  at  a  point  corresponding  to  the  Inner  canthus  of  the 
eye  and  I  believe  It  was  due  to  an  lnfe«tlon  of  the  right  sinus,  whit  h 
we  shall   operate  on   later. 

619 


640  SOCIETY   PROCEEDINGS. 

Demonstration   of   External   Operations  on   Frontal   Sinus.  Ub.     E.     U. 

Gl.KAKOX. 

The  doctor  by  aid  of  sperlmfins  of  his  own  preparation  and  black- 
board demonstration  very  clearly  explained  the  steps  of  the  Kllllan 
operation   and  modification   thereof. 

DISCUSSION. 

Dr.  Coatks  called  attention  to  the  fact  that  the  Kllllan  operation  was 
not  done  to  establish  drainage,  but  to  eradicate  the  diseased  mucoea  and 
to  eventually  obliterate  the  sinus.  This  makes  a  radical  difference 
from  all  Intra-nasal  procedures  where  the  object  Is  to  obtain  drain- 
age, and,  as  pointed  out  by  Ostrom  In  a  recent  Issue  of  the  JUinoit 
Medical  Journal,  ventilation,  which  may  be  even  more  Important  In 
the  true  radical  (Kllllan)  operation  obliteration  Is  accomplished  by 
removing  the  entire  anterior  and  Inferior  walls  and  allowing  the  cavity 
to  flu  In  with  orbital  fat,  etc.  Anything  short  of  this  complete  re- 
moval differs  from  the  true  radical,  though  the  ultimate  results  may 
be  as  good. 

Dr.  G.  M.  Coates  presented  a  patient  on  whom  .1  complete  radical 
(Kllllan)  frontal  operation  had  been  performed  four  years  ago.  She 
was  a  tubercular  iwtient  doing  badly  on  account  of  the  Intense  suffer- 
ing she  had  undergone  for  two  years  before.  The  Ictra-nasal  operation 
had  not  given  sufficient  relief  in  her  case,  and  the  radical  operation  was 
performed.  Recovery  was  rapid  and  complete,  and  the  relief  experienced 
absolute.  Now  once  In  six  months  there  Is  some  crusting,  otherwise 
there  is  no  nasal  discomfort.  Her  pulmonary  condition  is  entirely  ar- 
rested. The  cosmetic  result  is  first  rate,  although  the  entire  anterior 
and  Inferior  walls  of  the  sinus  were  removed,  and  tiie  sinus  Itself  was 
a.  large  one. 

Dr.  Charles  P.  Graysox:  The  careful  study  of  gioup  cases  like  this 
teaches  us  much  regarding  treatment.  We  should  be  cautious  about 
adopting  the  radical  course.  Dr.  Goddard's  case  very  clearly  exemplifles 
this  point.  Falling  in  the  conservative  the  radical  can  always  be  per- 
formed later  on.  Of  course,  in  certain  cases  the  latter  procedure  Is 
unmistakably  necessary,  and  nothing  but  an  external  operation  will  cure 
or  relieve.  In  these  border-line  cases,  however,  give  the  patient  the  bene- 
fit of  the  doubt.  Get  his  point  of  view  as  well  as  our  own.  and  If  he 
prefers  the  more  tedious  or  conservative  course  be  guided  by  his  wishes. 
All  have  seen  cases  radically  treated  and  results  not  perfectly  satisfac- 
tory, patient's  second  condition  not  much  better  than  the  first  In  these 
cases  gradually  we  will  become  more  discriminating.  In  private  practice 
many  would  never  require  operation  if  our  services  were  enlisted  earlier. 
The  early  recognition  of  such  cases  by  the  general  practitioner  Is  of  the 
highest  importance,  and  this  involves  education.  In  the  college  the 
student  must  be  impressed   with  diagnostic  points. 

Dr.  Charles  F.  Ai>a.ms  dwelt  on  the  importance  of  enlargement  of 
drainage.  Formerly  we  were  satisfied  with  small  passage.  Introduction 
of  graduated  rasps  will   save  many  from  radical  operation. 
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Regular  Meeting,  Kebruary  17,  1914. 

Gate  with  Adhesion*  Between  Soft  Palate  and  Larynx  and  Stenosis  of 
Larynx.  L)K.  Fikmiim;  O.  Lkwis. 
A  spfciftc  case — initial  lesion  two  years  ago;  later  developed  sore 
throat  and  reported  to  clinic  eight  months  later;  given  mixed  treat- 
ment of  mercury  and  iodid  potash  for  six  months.  At  present  no  active 
lesion,  all  flbrous  tissue. 

DISCUSSION. 

Uk.  Tiu>m.\s  J.  H.MiRis  recommended  examination  by  direct  method, 
soft  catheter  in  esophagus  and  larynx  to  determine  amount  ol  narrow- 
ing. Referred  to  antt-leutic  treatment  and  flbro-lysin,  but  not  to  nose  and 
liharynx. 

Chronic  Stenosis  of  the  Larynx.    Dr.  Tiio.m  vs  .J.  ll.tRRis. 

Tracheotomy  and  intubation,  the  two  chief  immediate  causes.  Trache- 
otomy as  a  cause  the  result  of  an  Imperfectly  performed  operation.  The 
Importance  of  lower,  or  media  tracheotomy  to  be  recommended.  Con- 
struction of  the  trachea  canula  a  further  cause.  Intubation  not  an  un- 
alloyed benefit  in  acute  stenoslK.  Diphtheria,  the  most  common  exciting 
(  ause,  can,  however,  produce  a  narrowing  without  intubation  tube. 

Chronic  hypertrophic  laryngitis  and  cicatrical  tissue  the  two  chief 
|)atholoKicat  conditions  met  with.  The  importance  of  thorough  examina- 
lion  as  an  aid  to  correct  diagnosis  of  the  condition  present.  The  direct 
examination  in  the  case  of  children. 

Prognosis:  Treatment;  discussion  and  comparison  of  the  non-surgl- 
ra!  methods  of  Schroetter.  O'Dwyer-Rogers.  and  Thost.  Dangers  of  auto- 
•  vtubatlon  and  tho  imporlince  of  permanently  retained  tubes.  The  sur- 
-Iral  procedures,  including  laryngostomy.  Relative  merits  as  compared 
with  non-surgical  procedures.    Thost's,  Roger's  and  Sargon's  statistics. 

DIBCV88I0X. 

i'     i;  '     Si  For  treatment  of  chronic  BtenoBis  of  luetic  origin 

Krrat  ni«riinnl<  ai  ingfiiulty  and  very  ingenious  device  necessary  to  pre- 
vent stenosis  above  tracheotomy  tube.  Dr.  Stout  exhibited  tubes  of  his 
own  Invention,  in  sets  of  three  or  four  sizes,  for  obtaining  pressure  and 
absorption.  One  case  in  which  the  opening  was  maintained  for  six  years, 
suddenly  died:  center  of  respiration  worn  out.  theory  advanced  as  possl- 
i)|p  rauHp  of  death. 

l)K  .S.  .MAcCurN  Smith  said  he  waa  mirprised  to  hear  how  common 
rhese  cases  seem  to  be.  We  are  forced  into  different  lines  of  work, 
I  ven  In  our  strictest  apeclaliUe*.  Dr.  Smith  referred  to  a  case  he  saw 
at  (iermantown  Hospital,  stenosis  of  larynx  of  post-diphtheric  origin. 
Dr.  Cohen  had  advised  deferring  operation  until  patient  was  6  years  or 
more.     I>«tpr.  case  fell  Into  the  hiiiiiI-<  of  Dr    Skm.Tn 

'"■    ''"-*    "'"     ■^'- 111 'lis    r.'pn,  ,     referred     by 

■lortor  In  country,  .Marked  8teno»I.H.  no  history,  .luring  direct  examina- 
tion patient  collapsed  and  in  extremis;  quick,  low  tracheotomy;  under 
iHitiiii.ti.    treatment  no  Improvemenl.     Probability  of  post-diphtherlil'- 
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paralysis  prompted  use  of  strychnia  lor  prolonged  period;  uneventful  re- 
covery. 

Uii.  A.  Ai.KXANDKii  Kandai.l  osked  tor  Information  regarding  Hbro- 
lysln.  Has  never  used  It,  but  had  heard  of  Induration  following  and  re- 
maining for  years.  Dr.  Randall  has  used  serolysln  by  the  stomach  In 
ear  cases. 

Dh.  Robkkt  F.  Ridpath:  I.A8t  summer  at  the  Ix)nlon  Congress, 
large  tubes  were  advocated  and  it  was  also  noted  at  tlie  various  Uermau 
clinics  less  edema  followed  the  use  of  the  larger  tubes. 

Dn.  Geoboe  W.  Mackenzie  has  met  with  relatively  few  cases  of 
stenosis  of  larynx.  Case  with  specific  history  referred  by  Hajek. 
Dilated  with  tubes  like  Von  Schroetter's  but  more  elliptical  treatment 
for  three  or  four  months;  patient  eventually  educated  In  self  use  of 
tubes.  Removed  half  of  larynx  In  a  case  of  carcinoma.  Partial  stenosis; 
used  solid  graduated  bougies,  four  sizes,  great  difficulty  with  granula- 
tions until  burned  down,  then  little  trouble. 

Dr.  Hakris,  in  closing,  emphasized  Importance  of  constant  and 
complete  preparation  In  emergency  in  stenosis  of  larynx.  Manhattan 
Hospital  now  has  operating  set  in  every  ward  in  every  clinic.  Dr.  Harris 
referred  to  a  case  of  compound  stenosis  in  man,  aged  40;  breathing  only 
through  tracheal  wound,  diagnosis  not  established,  no  attempt  to  dilate 
until  came  under  his  case.  Rubber  canula  used  for  a  day  or  two,  then 
Schroetter  tubes,  first  for  a  few  seconds  and  later  for  five  minutes,  un- 
til complete  dilatation  secured.  Occasionally  a  child  tracheotomlzed  and 
no  obstruction  found  has  great  difficulty  in  breathing.  Edema  low 
down,  application  of  adrenalin  well  down  through  tracheal  wound  will 
reduce  swelling. 


Regular  Meeting,  March  17,  I'Jl'i. 

Presentation  of  a  Case  of  Specific  Perforation  of  the  Soft  Palate. 
Dr.  George  M.  Coates. 
This  case  was  presented  because  of  the  early  stage  of  the  disease 
when  first  seen  and  from  the  fact  that  a  second  perforation  in  the  hard 
palate  is  at  the  present  time  just  starting.  The  destruction  of  tissue 
was  very  rapid  and  the  Wasserniann  test  positive.  Salvarsan  has  not 
yet  been  administered. 

The  Surgery  of  the  Tonsils  as  It  Relates  to  the  Functions  of  the  Tongue 
and  Soft  Palate  in  the  Production  of  Voice.    Dk.  G.  Hudsox-Makue.n 
(by  invitation). 
Published  in  full  in  the  May  issue  of  The  Laryngoscope,  p.  508. 

DISCUSSION. 

Dr.  D.  Bbadex  Kyle  :  There  is  no  question  that  much  unnecessary 
surgery  has  been  done.  There  are  some  fine  voices,  grand  opera  singers, 
that  to  his  personal  knowledge  have  no  tonsils.     Different  methods  of 
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traininR  the  voice  must  be  based  on  irregularities  of  adhesions  In  the 
Uteral  walls  of  the  pharynx.  Taking  out  the  tonsils  does  not  affect  the 
acoustics  of  the  voice.  Some  extra  effort  is  often  required,  due  to  a 
defective  muscular  action,  in  placing  certain  tones.  As  much  risk  of 
scarring  and  Interference  in  tone  production  la  experienced  after  tonsil- 
lotomy as  after  tonsillectomy. 

Dk.  Gfa>BGE  F»rrrEROL»:  Ur.  Makuen  draws  a  rather  drastic  picture  of 
the  results  of  tonsil  enucleation.  Sometimes  extreme  disfigurement 
occurs  but  not  always.  By  frozen  section  he  has  found  that  the  palato- 
pharyngeus  lies  much  further  forward  than  Is  usually  supposed,  and  is 
frequently  damaged  In  cutting  around  the  upper  pole.  In  his  own 
experience  mutilation  is  due  to  this  one  thing  and  he  therefore  no  longer 
makes  this  incision  and  the  following  cicatrices  are  not  disfiguring.  It 
la  the  taking  away  of  the  mucous  membrane  of  extra-tonslUar  areas  that 
canses  deformity.  The  palato-glossus  muscle  is  often  very  small.  Dr. 
Fetterolf  here  demonstrated  a  dissection  of  the  lateral  wall  of  the  pharynx. 

Db.  K.  B.  Qi.kaho.n  recalled  a  case  where  most  of  Iho  lateral  wall  waa 
removed  for  sarcoma,  but  where  a  perfett  speaking-voice  resulted.  Re- 
moving tonsils  enormously  Increases  the  size  of  the  resonant  cavity, 
which  must  have  some  effect  on  the  voice.  It  Is  not  the  way  a  pharynx 
looks  after  operation  but  the  way  It  behaves  that  is  important.  He  re- 
members one  ton«lll«tomy  where  it  was  claimed  that  the  singing  voice 
was  ruined  and  another  where  there  was  impairment  of  the  speaking 
voice  and  singing  voice  by  the  resulting  cicatrix. 

Db.  O.  K.  McKe.xzik:  We  should  be  charitable  in  regard  to  the 
work  of  other  operators,  for  we  all  have  accidents  at  times.  1  have 
seen  the  palato-glossus  frequently  lacerated  without  harm  to  the  voice. 
The  question  arises  whether  we  should  be  the  sole  Judges  as  to  the  ad- 
visability of  removing  tonsils  when  the  case  is  referred  by  an  Internist 
with  a  request  for  operation.  The  paper  of  Dr.  Makuen's  Is  a  master- 
piece and  we  should  all  take  warning  not  to  be  too  radical  In  removing 
diseased  tonsils  that  may  be  cured  by  more  conservative  measures. 

l)K.  E.  L.  V.\.xs.»m:     Dr.  Makuen  drew  attention  to  the  fact  that  aftrr 
operation  the  palatal  arches  usually  do  not  look  so  well,  but  has  over- 
looked the  fact  that  pathological  change  has  taken  place  there,  due  to 
enlarged   tonsils.     The  palato-glossus   and   palato-pharyngeus   have   been 
stretched  and  hypertrophled   which   Is  the  cause  of  trouble  after  opera- 
tion.    He  believes  that  It  Is  better  to  remove  the  tonsils  entirely.   Vocal- 
ization Is  not  usually  the  reason  why  tonsils  are  taken  out.  but  the  sing- 
ing voice  should  be  kept  In  mind.     Many  amateur  singers,  who  can  only 
sing  becaus*'  of  pathological   conditions   in  the  pharynx,  do  so  because 
they   have  been   trained   that  way.     Remove  the  tonsils  in   these  people 
and  you  change  the  whole  mechanism  at  once  and  it  Is  impossible  for 
them  to  sing;  the  voice  Is  lost      n....    ...v'  'f  thorouchly  ntralned  and 

re- educated. 

Dr.  Fin.lil^co  O.  lAwis:  It  Ik  ofti-ii  a.  question  of  surglnil  Judgment 
whether  hypertrophled  tonsils  do  not  Interfere  with  voice  production  and 
the  voice  become  better  after  their  removal.     All  operators  should  un- 
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derstand  the  Indications  for  complete  tonBlUectomy  and  also  for  tonsil- 
lotomy.   Adhesions  are  often  the  result  of  lack  of  treatment,  afterwards. 

Dh.  William  B.  HiTBciii.f:B  reported  the  case  of  a  man  who  had  fre- 
quent attacks  of  tonsillltlB.  For  a  few  weeks  after  bJs  operation  his 
singing  voice  was  damaged,  but  later  the  quality  became  better  than 
ever.  Cases  operated  upon  seldom  return  for  observation  and  we  often 
do  not  know  the  amount  of  scar  tissue  that  has  formed.  He  has  seen 
some  cases  where  the  scar  tissue  was  so  enormous  that  the  movement 
of  the  tongue  was  interfered  with.  He  is  Inclined  not  to  do  as  much 
enucleation  as  in  the  past. 

Ok.  C.  F.  ADA.M8,  speaking  In  reference  to  leaving  the  capsule,  said 
he  was  often  chagrined  to  find  that  the  fossa  would  fill  with  fibrous 
tissue  and  old  conditions  of  irritation  would  return.  He  therefore  now 
takes  out  the  capsule  entire.  He  has  no  difficulty  in  enucleating  and 
has  little  scar  and  few  adhesions  of  the  muscular  tissue.  The  pillars 
then  look  natural.  He  mentioned  one  case  of  falsetto  voice  with  lack 
of  control  In  which,  ten  days  after  he  had  removed  the  tonsils,  a  splen- 
did basso  voice  developed,  which  the  patient  soon  learned  to  place. 

Dr.  Ross  H.  Skillerx  confessed  that  he  was  not  satisfied  with  his  ton- 
sil work.  Immediately  after  operation  all  seems  well,  but  when  the 
patient  returns  later,  bad  contractions  are  seen.  He  does  not  know 
why  this  should  happen,  but  knows  that  it  does  so  in  almost  all  cases 
and  that  some  cases  where  he  Is  sure  the  work  has  been  well  done,  the 
results  are  disappointing.  He  thinks  the  sooner  we  find  the  remedy  for 
the  trouble,  the  better. 

Dr.  p.  S.  Stout  operated  on  a  singer  for  attacks  of  tonsillitis  and 
frequent  loss  of  voice.  Four  years  later  the  voice  had  improved  very 
much. 

Dr.  G.  Hudso.n-Makuex,  in  closing,  said  that  singing  is  largely  psy- 
chic, which  explains  why  bad  mutilations  have  sometimes  not  affected 
the  voice.  Some  people  have  the  singing  instinct  and  cannot  be  kept 
from  singing,  while  in  others  a  very  slight  Injury  wilt  spoil  the  voice  ir- 
retrievably. He  has  endeavored  to  show  the  results  of  these  operations 
on  the  delicate  vocal  instrument.  After  an  extra-capsular  operation,  the 
singing  voice  cannot  be  quite  as  good  as  before.  Some  impairment  must 
take  place,  no  matter  how  well  the  operation  has  been  done.  Sometimes 
abnormal  tonsils  do  so  much  harm  to  the  voice  that  they  must  be  re- 
moved. This  is  a  very  delicate  operation  and  the  least  satisfactory  to 
him.  He  believes  the  capsule  Is  the  crux  of  the  matter,  but  he  does  not 
want  to  go  on  record  as  being  always  opposed  to  the  extra-capsular 
method.  It  is  the  only  thing  to  be  done  in  children  and  beautiful  re- 
sults may  be  obtained. 

EIrrata:  In  Dr.  Amberg's  article,  page  543,  May,  1914,  the  legends 
under  the  cuts  were  transposed. 
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IN  MEMORIAM. 

Dr.  Emil  Gruening  died  at  his  residence  in  New  York  City, 
May  30,  1914,  in  the  seventy-second  year  of  his  life,  of  cerebral 
endarteritis,  after  a  short  illness. 

He  was  born  in  Hohensalza,  Prussia,  October  2,  1842,  came 
to  the  United  States  in  1862,  and  became  a  student  in  the  Col- 
lege of  Physicians  and  Surgeons  soon  after  his  arrival. 

He  enlisted  in  the  Union  army  in  the  Seventh  New  Jersey 
N'olunteer  Infantry  and  saw  service  at  Hatcher's  Run,  before 
Petersburg,  and  in  the  campaign  which  ended  in  the  surrender 
of  General  Robert  E.  Lee,  which  he  witnessed. 

At  the  close  of  the  war  he  returned  to  his  medical  studies 
and  was  graduated  in  1867.  In  1871  he  was  appointed  an  as- 
sistant surgeon  to  the  New  York  Ophthalmic  and  Aural  Insti- 
tute, of  which  the  late  Dr.  Hermann  Knapp  was  executive  sur- 
geon. 

Some  few  years  later  he  was  appointed  to  the  position  of 
Ophthalmic  and  .'Kural  Surgeon  to  Mt.  Sinai  Hospital  and  to 
the  German  Hospital,  as  also  Ophthalmic  Surgeon  to  the  New 
York  Eye  and  Ear  Infirmary. 

He  served  these  institutions  faithfully  for  over  thirty-five 
years,  holding  honorary  positions  in  each  at  the  time  of  his 
death. 

He  was  president  of  the  American  Ophthalmological  Associa- 
tion, as  also  of  the  American  Otological  Association  and  re- 
ceived every  possible  honor  at  the  hands  of  his  colleagues. 


He  devoted  himself  exclusively  to  ophthalmology  and  otology, 
and  was  an  assiduous  worker  in  those  fields. 

He  was  the  first  in  this  country  to  develop  and  perfect  the 
mastoid  operation  and  many  of  the  best-known  American  otolo- 
gists were  his  pupils,  as  well  as  his  ardent  admirers. 

In  every  thing  that  he  did,  Dr.  Gruening  was  thorough.  He 
spoke  German,  English,  French  and  Italian  fluently;  he  was  an 
accomplished  classic  scholar,  and  he  was  a  connoisseur  in  music 
and  fine  arts.  He  showed  his  love  for  humanity  by  his  con- 
stant and  untiring  work  for  the  poor  in  the  hospitals  with 
which  he  was  associated. 

He  had  the  courage  of  his  convictions  and  he  was  firm  in 
his  defense  of  them.  When  once  he  selected  a  friend  he  was 
constant  and  loyal  and  one  could  feel  honored  and  proud  of 
that  friendship. 

In  his  private  life  he  shone  best.  A  brilliant  conversation- 
alist, with  a  fine  sense  of  humor,  gentle,  courteous  and  digni- 
fied, he  graced  any  gathering.  A  great  scientist  who  would 
have  won  a  title  in  any  other  country,  not  that  he  ever  wished 
for  that,  for  he  was  proud  of  his  American  citizenship ;  a  skillful 
operator,  kindly  in  his  faithful  care  of  those  who  sought  his 
help ;  a  loving  husband  and  lather,  and  a  loyal  friend.  Those 
who  knew  him  best  bear  him  in  fond  and  loving  remembrance. 
We  shall  miss  his  wise  counsel,  good  will  and  encouragement, 
and  sadly  bid  him  farewell  now  that  he  sleeps  in  eternal  rest. 

Emil  Mayer. 
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ORIGINAL    COMMUNICATIONS. 

/Orifinal  Coniinunicationt  arc  rtcciTcd  with  the  undcTdsndincX 
\tka(  Ikar  ar*  coacribalcd  nelauTelT  to  Tai  L*itii«oicopi./ 

NEW  TECHNIC  FOR  THE   REMOVAL  OF  INTRINSIC 
GROWTHS  OF  THE  LARYNX.* 

Dk    Rkbkrt  Ci.vnK  l.v.NCir,  .\cw  Orleans. 

Since  tlie  discovery  of  tlie  laryngoscope  by  darcia  in  1854,  it 
has  l)cen  the  keen  <lesire  of  laryngologists  to  relieve  the  laryn.x  of  its 
viiissitiule?.  \\  hen  Lewin.  \'on  I'lrunson,  or  Walker  removed  the 
first  tumor  from  the  larynx  by  the  aid  of  a  mirror  through  the 
natural  passages,  what  a  great  stej)  forward  was  made  from  the 
DJdcr  nictluxls  of  tlieir  blind  remtival  bv  forceps  an<l  linger?  The 
discovery  of  general,  and  then  of  U»cal  anesthesia  marked  another 
ep<Kh  in  the  climb  to  treat  the  larynx  in  a  more  surgical  maimer 
with  an  ever  incrcasini;  rccird  for  its  function  after  the  i)rimary 
relief  had  been  obtaiiK 

Such  procedures,  j>r;Ktii.cil  m  the  manner  known  so  well  to  you 
as  the  indirect  methtwl.  carried  with  them  an  element  of  persona! 
e(|uation  both  as  to  patient  and  doctor,  hours  of  throat  education, 
tolerance  for  anesthesia- -especially  local — and  the  j>eculiar  {)hysical 
phenomena  that  pre-^ent  at  the  very  last  moment,  to  defeat  that  most 
tr)ing.  most  exacting  prtn-edure  known  to  surgery — the  removal  of 
1  p.'ipilloma  or  fibroma  from  the  vocal  cord 

So  unsatisfactory,  and  in  a  way  imsurgic.n  \\.i^  iii<    iininiMi.  tn.ii 
the  n)asters  of  our  work  sought  continuously  newer  means  to  deal 
more  accurately  and  scientifically  with  these  conditions,  and  if  pos 
'  !■    to  eliminate  the  multitude  of  difficulties  that  usually  present 

•'iiad  bcforr  thr  Amerlran  I«rrnB<>l<>ui<'i>l  hIiIumIuhi.  .ti  um.I  iXnlntrlcAl 
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iluring  the  progress  of  indirect  o[)crations.  Many  short-comings 
ileveloped  from  the  improper  interpretation  of  the  point  of  attach- 
ment, size,  sha|)e  and  extent  of  the  new  growth ;  and  l»ecause  of 
these  inaccuracies,  as  well  as  those  that  developed  after  the  grabbing 
type  of  operation,  all -were  seeking  for  something  more  definite. 


FiKure  1.     Arrans'-nitiu  of  patient,  operator,  at^sisi.i 
tion  tube,   etc.,  taken  during:  dissection   of  papilloma. 


sthi^'tiist.   suo- 


To  mention  Killian,  Bruenings.  Jackson  and  Ingals  is  sufficient 
to  acquaint  you  with  the  method  of  direct  laryngoscopy,  and  the  re- 
markable growth  and  improvement  in  this  later  step,  though  far 
more  accurate  and  possibly  less  difficult  is  not  without  its  own  de- 
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ii^i.inii.^.  i,.i>in,  uy  .uLident.  Killian  discovered  tlie  possibilities  of 
>iispension  and  with  his  careful  study  presented  to  the  world  the 
suspension  lar>ngoscope.  The  latter  apparatus  removes  all  of  the 
cjreatcst  oJistacles  to  direct  laryngeal  inspection,  and  now  opens  up 
new  methods  of  study,  diagnosis  and  surgery,  for  the  relief  of  the 
various  conditions  to  which  the  larynx  is  heir. 

From  a  surgical  standpoint  our  efforts  are  directed  mainly  against 
the  removal  from  the  larynx  of  the  various  tumor-formations  both 
benign  and  malignant,  to  which  it  is  liable.  As  the  indications  for 
treatment  are  quite  plain  it  remains  then  for  us  to  develop  such 
methods  as  appeal  to  us  individually  or  collectively  as  ideal,  or  near- 
ly so,  as    is  within  our  imaginations  to  conceive  and  execute. 

The  type  of  instrument  that  has  ser\ed  us  up  to  this  time  is  some 
one  of  the  hundred  varieties  of  forceps,  be  they  pinching,  biting, 
punching,  or  the  double  curette — dull  or  sharp,  etc.  Briefly,  the 
technic  is  to  grab  more  or  less  accurately,  and  pull,  or  twist,  or 
both,  let  come  what  will — and  therein  lies  the  most  uiisurgical  part 
i>f  this  type  of  surgery.  We  should  criticise  our  colleague,  tlu- 
laparotomist,  or  g>necolf)gist,  for  such  a  method  in  dealing  with 
similar  lesions  in  his  domain.  I  hope  to  convince  you  that  the  way 
is  now  clear  to  deal  with  the  larynx  in  exactly  the  same  manner  as 
our  brothers  do  in  other  parts  of  the  body ;  and  with  the  instruments 
I  will  show  you  I  can  dissect  accurately,  ligate  bleeding  points,  cover 
raw  surfaces  by  sutures,  and  do  plastic  work  with  almost  as  much 
ease  and  quite  as  much  accuracy,  as  my  brother  surgeon  who  works 
in  the  vagina,  rectum,  or  abdominal  cavity.  The  suspension  larjn- 
goscopc  is  necessary  to  all  this  work  and  I  use  it  in  its  simplest 
form,  with  an  improvement  that  to  me  is  essential. 

The  primary  requisite  is  perfect  quiet  of  the  part,  so  that  the 
-di  rtion  of  an  anesthetic  and  al)ovc  all  its  administration  is  most 
iini'dPtant.  For  all  procedures  that  are  to  be  somewhat  prolonged 
md  in  all  children,  I  much  prefer  a  general  anesthetic,  though  I 
have  jccpt  one  patient  on  the  suspension  apparatus  for  one  hour  and 
ten  minutes  under  Imal  .nnrsilu-si.i  ncrfi'ct  .nnii'iiii  ilitiin!'  flic 
whole  time. 

In  local  anesthesia  with  the  patient  in  the  sitting  piisturc,  admin- 
ister a  morphin  sco]ulomin  tablet  of  appropriate  dose  one  hour 
lieforc  the  operation.  Then  apply  to  the  uvula  and  post -pharyngeal 
wall  a  10  per  cent  cocain  solution  with  such  care  as  to  avoid  gag- 
ging or  coughing  :  to  avoid  these  reflexes  at  the  start  is  to  have  com- 
fort and  quiet  throughout  the  fK-rformancc.  F'ollow  this  with  three 
drops  of  the  same  solution  from  a  laryngeal  syringe  upon  the  epi- 
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glottis,  and  wait  three  minutes  requesting  the  patient  to  avoid  swal- 
lowing and  to  spit  out  the  excess.  Next  application,  five  droi)s  into 
the  larynx  over  the  cords  and  down  the  trachea,  requesting  the  pa- 
tient to  cough  out  the  excess.  From  the  sitting  posture,  the  pa- 
tient is  then  |)Ut  ui>on  the  talde,  the  speculum  introduced  carefully 
and  quietly,  adjusted  perfectly  and  slowly,  and  the  lar)iux  tested 
with  a  cotton  mop.  If  not  perfectly  quiet,  more  cocain  of  the  same 
strength  is  applied  until  anesthesia  is  perfect  and  we  can  then  pro- 
ceed to  work. 


Figrur.'    2.      Ill    All-,       !).«,    curMi-O    and    .straight.      (2i    Scissors.      (3) 

Knives,  right  .ingle,  obtuse  angle  and  straight.  (4)  Curette.  (S)  Knot- 
tyer.  (6)  Needle  holder.  (7)  Periosteotome-blunt  dissector.  (8)  Kllllan 
baby  forceps.  (9)  Sponge  holder.  (10-12  (  Tilting  mirrors.  (11)  Lynch 
larynx   speculum. 

I  have  removed  a  single,  pedunculated  fibroma,  multiple  papilloma, 
vocal  nodules,  and  specimens  for  microscope  in  adults,  with  com- 
plete satisfaction  to  myself  and  comfort  to  my  patients  with  this 
method  of  anesthesia. 

General  anesthesia  is  more  satisfactory  for  malignant  tumors, 
pa[)illoma  in  children,  for  plastic  work,  and  is  essential  in  all  cases 
where  perfect  relaxation  of  the  parts  concerned  cannot  be  secured 
by  local  means.    I  select  ether  in  every  instance,  administered  with 
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the  C'ain-Mcl  Ji-rmott  warm  etlier-va[>or  ai)paratiis.  under  the  sii- 
I)ervisioii  of  a  trained  anesthetist. 

As  perfect  tjiiiet  is  of  greatest  necessity,  I  insist  on  my  patient  be- 
ing kept  continiionsly  in  the  surgical  stage  of  anesthesia,  securing 
[H-rfect  rela.\ation  of  the  parts,  conducing  to  the  most  accurate  work. 
and  surrounding  the  patient  with  that  type  of  anesthesia  which  vvc 
recognize  as  the  safest. 

Crowding  the  patient  under  to  the  limit  and  working  during  tiie 
jHrriod  of  rccovcPi- — and  if  that  period  is  too  short  crowd  under 
again — is  to  my  mind  neither  wise  nor  safe.  This  type  of  anes- 
thesia will  develop  for  the  operator  many  disturbances  just  at  the 
wrong  time,  and  is  surely  most  dangerous  for  the  welfare  of  the 
case.     I  caution  you  against  it. 

.\s  our  ex|)crience  increases  witli  tiie  use  of  the  warm  ether  vajwr. 
we  are  realizing  that  the  tracheo-i>ronchial  irritation  following  the 
use  of  this  drug  is  decidedly  overrated — none  having  occurred  in 
learly  sixty  anesthesias  of  this  type.  In  order  to  eliminate  the  re- 
liex  element  in  the  larynx  even  under  general  anesthesia,  I  paint  the 
parts  carefully  with  a  10  per  cent  solution  of  cocain,  using  only  one 
application,  taking  particular  care  that  none  reaches  the  trachea, 
lieeding  Jackson's  advice  regarding  the  cough-reflex  in  larjnx  oper- 
itions.  1  then  prepare  the  fiehl  by  painting  these  surfaces  again 
with  20  j)er  cent  .solution  of  arg>rol  freshly  prepared.  Whether 
this  limits  or  prevents  infection  I  cannot  .s.iy.  so  far  I  have  had  none 
ind  I  am  inclinetl  to  tliink  I  get  less  inflammatory  reaction. 

I  lind  some  form  of  .suction-apparatus  necessary  to  take  away 
the  secretions  that  come  from  the  salivary  glands  and  esoi)hagcal 
mucosa,  also  to  care  for  what  bleeding  occurs,  and  one  can.  with 
ease,  pick  up  small  fragments  of  tissue  that  may  drop  and  remove 
those  bl«iod-clols  that  form  and  lie  on  the  po.sterior  wall  of  the 
trachea.  The  careful  use  of  the  suction  tube  for  cleansing  purposes 
IS  against  sjionges,  eliminates  one  of  the  factors  of  traumatism,  to 
vhich  so  little  attention  has  1)een  paid  in  laryngeal  work,  besides 
-iving  the  oinrrator  the  cleanest  field  possible  for  his  manipulations. 

To  secure  a  |>erfcct  view  of  the  entire  interior  of  the  larynx  in- 
cluding the  anterior  commissurr.  I  have  found  it  tieces.sary  to  modi- 
fy the  original  apparatus  of  Killian  and  .Mbrccht  in  onlv  two  ways: 
1.  The  limit  of  motion  in  the  horiirontal  of  the  traveling  crane  or 
gallows  is  entirely  too  short  and  to  obviate  this,  a  table  top  is  .so 
ronstnutcd  as  to  have  a  projecting  i)Ialform  twelve  inches  long  and 
four  inches  wide;  the  remaining  width  of  the  top  l)eing  hinged  to 
drop  at  right  angles.    This  removes  the  necessity  of  dr.igging  the 
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patient  on  the  table  and  disarranging  the  sterile  coverings,  and  al- 
lows the  proper  placing  of  the  crane  to  give  twelve  inches  more  of 
motion  for  adjustment  to  proper  view.  2.  The  mechanism  of  the 
tooth  plate  of  the  mouth-gag  is  bad,  it  sticks  and  jams  and  the 
range  of  motion,  ^  inch,  is  entirely  too  small  to  suit  all  cases.  My 
modification  now  allows  one  inch  more  room  in  the  vertical,  and 
one  in  movement  in  the  horizontal — the  latter  being  controlled  by  a 
screw  which  will  not  stick  and  can  be  adjusted  properly  and  quick- 
ly. This  allows  me  to  use  shorter  tongue  plates  and  does  away  with 
the  epiglottis  holders  of  Albreclit  and  Freudenthal. 


FiRure  3.    Table  top,  tllier  apparatus  and  .suction  apparatus  under  table. 

Having  obtained  a  perfect  view  of  the  larj'nx  with  that  organ  and 
its  owner  quiet  I  proceed  as  follows:  In  vocal  nodules  I  pick  up 
the  affected  cord  gently,  turn  it  nearly  to  an  angle  of  45  degrees 
that  I  may  see  its  under-surface,  using  for  this  purpose  the  baby 
forceps  of  Killian.  If  the  nodule  is  of  the  pin-head  type,  I  pick  it 
of¥  with  the  Killian  baby  double  cup-forceps.  These  are  so  small 
that  they  can  be  applied  as  accurately  as  one  would  pull  a  single 
hair  from  a  follicule. 

If  the  growth  occupies  the  superior  surface  and  is  seen  to  involve 
mainly  the  sub-epithelial  structures.  I  split  the  surface  layer  with 
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tlic  knife  and  pick  out  tlie  small  tumor  with  ai>i)ro{)natc  forceps. 
reapplying  the  surface  membrane  antl  dressing  the  wound  with  the 
tincture  of  benzoin  compound  which  will  cover  the  area  as  collodion 
would  on  the  skin  surface.  Absolute  rest  to  the  voice  for  48  hours 
will  show  the  wound  healed  and  practically  free  from  inflammator>- 
reaction.  Two  cases  operated  on  in  this  way  have  had  clear  tones 
restored  and  no  recurrence  thus  far — five  months. 

In  single  pedunculated  tumors,  I  proceed  by  picking  up  the  tumor 
with  the  forceps,  encircling  its  base  with  a  wedge-shaped  incision 
and  remove  it  by  clear  dissection  with  a  knife.  In  one  case  operated 
on  in  this  way,  quite  a  raw  surface  was  left,  which  I  closed  by 
stitching — using  the  finest  plain  catgut.  I  believe  this  to  be  the 
first  instance  on  record  of  stitching  in  the  larynx  through  the  mouth, 
and  the  results  were  a  perfect  healing,  with  as  little  reaction  as  one 
sees  in  a  skin  wound  healing  by  priman,-  union. 

This  to  me  is  far  more  surgical  than  the  older  method  of  rciiiov 
ing  by  tearing,  pulling  or  twisting  forces  which  must  obviously  carrj- 
with  it  adjacent  normal  mucous  membrane,  leaving  a  surface  to  heal 
by  granulation  and  producing  a  scar  of  more  or  less  size,  the  con- 
traction, perhaps,  interfering  with  the  normal  function  of  the  part. 

Single  pai>iIloma  are  grasped  with  the  forceps  and  shaved  off  be- 
low the  level  from  which  they  spring.  One  case  of  this  type  left 
hut  little  raw  surface,  healed  kindly,  and  has  not  recurred.  I  have 
often  wondered  why  multiple  papilloma  recur  with  such  tenacity. 
The  same  tumors  a|>i>earing  on  the  skin  and  having  the  same  his- 
tological characteristics  arc  removed  by  the  dermatologist  without 
recurrence  unless  the  procedure  is  not  complete,  when  they  will  re- 
cur with  the  same  frequency  as  occurs  in  the  larynx. 

Upon  reflection,  do  you  think  it  at  all  possible  to  remove  multiple 
papilloma  from  the  larjnx  with  any  one  or  all  of  the  forceps  in  the 
shop?  The  very  nature  of  the  instrument  prohibits  this  Guarded 
punch  forceps  or  double  curettes  camiot  remove  every  vestige  of  a 
papilloma,  any  more  than  they  will  \>cc\  a  tonsil  entirely  from  its 
ca|)sule.  Selecting  this  latter  site  where  the  mass  is  large  and  easy 
to  reach,  you  know  that  the  complete  morcellemcnt  of  the  tonsil  was 
im|iussiblc,  and  you  ha%'e  seen  tonsillitis  after  such  procedures.  Ac- 
cepting this,  is  it  not  more  than  likely  that  papillomata  show  this 
very  mark«d  tendency  to  r-^iT  t,..,  ■n...  ii....  i,-., ..  i.,...,,  jncMinplctelv 
removed  ?    To  illustrate : 

Case  I :  Mrs.  7...  Italian,  a  |>atient  of  one  of  our  l*'cllous.  suffered 
from  multiple  papilloma  involving  false  and  true  cords  on  l)Oth  sides. 
Sub-glottic  area  left  side.    She  was  under  numerous  sittings  for  re- 
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moval  by  direct  nit'tlio<ls  with  alcohol  applications  in  between.  For 
two  years  this  continued.  On  account  of  change  of  residence  she 
was  referred  to  mc.  .'\t  first  visit  she  was  five  months  pregnant, 
larynx  still  involved  to  extent  stated  abfjve.  Two  attempts  at  re- 
moval by  direct  method  using  Jackson  speculum  and  j>lain  forceps 
resulted  in  nothing  but  postj)oncment  until  after  delivery. 

She  returned  in  one  year,  instead  of  after  delivery,  again  four  and 
one-half  months  pregnant.  Larynx  about  as  I  saw  it  on  first  ex- 
amination.    L'nder  ether  and  suspension.   1  grasped  the  mass  with 
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Killian  baby  forceps  and  proceeded  to  dissect  cleanly  the  entire  area 
involved.  It  was  found  after  finishing  above  the  cords  that  the 
sub-glottic  space  on  the  left  side  was  involved.  This  mass  was 
peeled  off  below  its  level  of  growth  the  same  way.  Fearing  lest  I 
should  leave  some  small  portion  Ijehind.  I  curetted  gently  the  whole 
surface  including  the  sub-glottic  area.  This  was  then  swabbed  free- 
ly with  grain  alcohol.  To  my  amazement  there  was  practically  no 
shock,  but  slight  inflammatory  reaction,  and  on  trial  the  second  day. 
a  ver)-  fair  voice  for  the  first  time  in  five  years.  Recovery  was  com- 
plete with  voice  of  full,  clear  tone.    Delivery  occurred  in  time.  This 
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patient  presented  one  montli  ago  for  examination,  again  two  months 
pregnant,  with  absohitcly  no  evidence  of  recurrence.  She  has  had 
no  treatment,  either  Unal  or  constitutional,  and  is  now  jtregnant 
with  no  papilloma. 

Case  .':  D.  I'...  Colored:  a  shouting  church  member:  multiple 
papilloma  of  larynx:  hoarse  for  two  years.  First  attempt  over  a 
car  ago  with  direct  method  and  forceps,  voice  hoarse  after  oper- 
ition,  return  to  aphonia  after  two  months.  Second  operation  seven 
months  ago:  cocain  anesthesia,  suspension,  complete  removal  by 
(lissectif.n  and  curettage  of  base.  Application  of  grain  alcohol; 
:';itient  reported  early  in  May,  1011.  Voice  dear:  cords  whiu-,  no 
ccurrcnce.    Still  shouting. 

Ciisr  ,':     "Uustcr,"  -i  years  old,  brought  to  clinic  with  marked 
laryngeal  obstruction  and  cyanosis.    Immediate  tracheotomy.  Diag- 
nosis multiple  papilloma  practically  tilling  lar\nx.    J  could  not  .see 
by  direct  inspection  the  opening  into  the  trachea.  Six  months  of 
laryngeal   rest   with   the  ho|)e   of   s|>ontaneous   disapjiearanci  ;    n.. 
change  in  growth  whatever.     Five  trials  at  removal  under  ttlur 
by  direct  sf>ecidum  and  forceps — very  rapid  recurrence.  Thyrotomy 
with  removal  of  mass — this  in  a  child  of  .1,  with  a  very  short,  fat 
Hck  and  a  tracheal  cannula  in  place  as  the  only  breath  way — was 
niidoubtedly  tlie  hardest  task  I  have  ever  had  anrl  I  am  sure,  because 
<<i  the  ditliculties,  the  procedure  was  incomplete — the  result  was  a 
Minpletc  failure.  Two  trials  with  fulguration.  ma.sses  seemed  less  for 
I>criod  of  three  weeks  then  resumed  their  usual  appearance.     Second 
f>erio<l  of  rest  for  three  mcmths.     Under  ether  and  sus|)ension,  the 
masses  were  removed  by  dissection,  curettage  of  base  and  applica- 
tion of  alcohol.    Resjiiration  re-established  through  larynx.  Cannula 
removed  in  twenty-four  hours,  voice  in  thirty-six   hours,  an<l  so 
lar  no  reairrcnce.     Here  again  the  reaction  of  inflammation  was 
itq)risingly   slight,  even  though   with   my   larynx   speculum.    I    re- 
moved and  curetted  {>apilloma  from  the  trachea  anrl  removed  gran- 
ilating  masses  from  the  jKiint  of  entrance  of  the  tracheotomy  tulK-. 
It  has  U-en  nine  weeks  since  this  last  pn)cedure.  The  tracheal  woimd 
IS  firmly  closed  ami  the  little   fell<»w  is  happy,  with  a  very  good 
voice  in  spite  of  his  "surgical  career."     ffc  is  l>eiiig  kept  in  the  in- 
stitution merely  for  observation. 

Albrecht  writes  of  curetting  papilloma,  { Journal  oj  Laryth/olofjy, 
i-cbruary,  1!M4  ).  This  is  the  only  reference  I  can  find.  He  uses  the 
lorceps  for  removal  and  curettes  the  la.se.  I Ic  has  had  some  recur- 
rences, and  therein  illustrates  the  «liffcrence  l>etween  forceps  removal 
and  m\    removal  by  <IissectifM).     ^'ou  will  Ik-  siir[)riseil  lo  find  bow 
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easy  it  is  to  do  this.  The  technic  is  in  no  way  difficult  or  compli- 
cated. 

I  believe  I  am  the  first  to  remove  completely  by  dissection  through 
the  mouth  an  intrinsic  epithelioma  of  the  larynx,  without  ex- 
ternal incision,  delivering  the  tumor  in  one  mass  upon  a  cartilaginous 
plate.  The  microscope  verified  the  diagnosis  and  also  the  fact  of 
its  total  removal. 

Case  4:  Mr.  B.  applied  at  the  Eye,  Ear,  Nose  and  Throat  Hos- 
pital at  New  Orleans,  because  of  a  hoarse  voice  which  had  existed 
for  five  and  a  half  months.     He  is  .">4  vears  old  and  rather  thin, 


Figure   5.     Modification   of   tooth-plate   of   mouth-gag   to   aUow   one   Inch 
more  motion  in  lioiizontal.     This  allows  use  of  shorter  tongue  plates. 

though  active  and  in  good  health.  He  complained  of  gradually  in- 
creasing hoarseness,  slight  shooting  pains  in  the  left  ear,  and  the 
desire  to  cough  occasionally,  having  at  times  upon  e.xtra  exertion, 
some  noticeable  dyspnea.  Examination :  Ears,  nose,  epi,  -meso-  and 
hypo-pharyn.x  normal,  two  carious  teeth,  some  pyorrhea,  tongue 
normal,  right  half  of  larynx  normal,  left  vocal  cord  replaced  by 
grayish-white  new  formation  disposed  to  extend  towards  venticle,  oc- 
cupying the  whole  cord  from  the  vocal  process  to  the  anterior  com- 
missure. No  glandular  enlargement.  Slight  lagging  of  left  aryte- 
noid, though  no  change  could  be  noticed  in  membrance  covering  this 
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cartilage.  He  swallows  witii  comiOrt  though  ai  iinics  there  is  an 
ai>[>artiit  catch.  Wassermanii  negative,  no  T.  B.  in  sputum.  \'on 
Pirquet  negative.  K.  I.  gtts  XXX  tid  for  three  weeks,  whiclv  time 
was  utilized  in  tri-wcekly  examinations.  \o  change  after  K.  I. 
Operation  wa.s  discussed  with  patient  and  free  consent  gained  to  do 
as  I  thought  best.  I  proposed  to  remove  the  mass  through  the 
mouth  under  suspension  and  had  the  following  instruments  con- 
stnicted:  Three  knives,  right  angle,  obtuse  and  straight,  all  double- 
cutting  except  last :  periosteotome  ;  needle-holder ;  knot-tyer ;  scis- 
sors ;  artcr)"- forceps;  mirror  for  examination  of  subglottic  region 
and  walls  of  trachea ;  curette. 

Under  ether  administered  by  my  special  anesthetist  I  proceeded 
to  examine  carefully  with  the  mirror  from  every  angle,  the  size  and 
extent  of  the  growth.  It  was  seen  not  to  enter  the  ventricle  but  to 
extend  for  a  distance  of  ^4  »nch  below  the  cord  over  the  cricoid 
cartilage.  The  right  side  was  entirely  free  from  any  involvement. 
You  cannot  imagine  the  source  of  satisfaction  gained  from  this  pre- 
liminary inspection,  and  I  recommend  it  to  you  in  all  cases,  whether 
you  <)perate  this  way  or  not.  At  the  same  time  the  upper  end  of  the 
esophagus  was  looked  into  so  as  to  be  sure  that  there  was  no  ex- 
tensiim  in  that  direction.  Our  pathologist.  Dr.  W.  Secman,  was  at 
hantl.  ready  to  make  rush  section  for  diagnosis,  and  to  assure  me. 
if  possible,  of  a  complete  removal.  I  made  a  vertical  incision  be- 
ginning about  one-eighth  of  an  inch  to  the  right  of  the  commissure 
cutting  through  the  right  cord  to  the  cartilage  and  extending  the 
incision  one-half  inch  toward  the  epiglottis.  With  the  angular  knife 
the  incision  followed  the  apex  of  the  false  cord  curving  posteriorly 
to  the  middle  line.  The  periosteotome  was  inserted  and  with  .care 
I  lifted  the  perichondrium  from  the  left  half  of  the  thyroid  cartilage. 
clip()cd  off  the  vocal  process  of  the  arytenoid  cartilage  and  continued 
tl)i-  subpcrichondrial  dissection  on  the  cricoid  until  I  could  see  that 
I  was  well  below  the  tumor  mass.  The  posterior  vertical  incision 
was  then  carried  <lown  with  the  scissors,  the  anterior  with  knife, 
and  the  lower  tran.svcrse  one  was  made  with  the  straight  knife  and 
the  tumor,  surrounded  by  apparently  healthy  tissue,  was  removed 
in  one  ma.<s  on  its  perichondria!  plate.  Dr.  Secman  rejKjrtcd  in 
seven  minutes  the  mass  to  l>c  epithelioma  and  to  be  surrounded  by 
normal  tissue. 

The  raw  surface  was  large,  there  was  only  little  bleeding,  the  suc- 

iratus  caring  for  it  nicely.    The  wound  surface  was  dried, 

i  scrupulously  for  any  suspicious  j»oint  and  the  whole  area 

painted  with  tincture  of  benzoin  compound.       I'atient  wa.<i  put  to  bed. 
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flat,  and  watched  carefully.  Morphin  grs.  54  administered  as  soon  as 
he  iKJgan  to  lie  conscious  from  the  anesthetic,  ^'ou  will  find  this  to 
work  well  in  preventing  the  period  of  excitement  after  anesthesia 
and  in  many  instances  to  relieve  vomiting.  Perfect  quiet  was  main- 
tained, and  upon  awakening  from  the  morphin  he  was  cautioned  con- 
tinuously about  coughing  hard  or  straining.  Ice  bags  were  applied 
to  either  side  of  the  larynx  and  in  four  hours,  sterile  water  was 
taken  with  ease.  In  two  days  patient  was  up  in  bed,  out  on  the 
third,  and  home  on  the  fifth.  Slight  emphysema  existed  for  twelve 
hours,  but  (lid  not  extend,  and  was  only  indistinctly  felt.  Wound 
was  seen  to  granulate  nicely,  argyrol  being  instilled  over  the  larynx 
and  into  the  trachea  every  second  day.  In  five  weeks  I  could  no 
longer  recognize  the  slightest  evidence  of  operation  except  the  loss 
of  the  left  half  of  "viscera  of  the  laryn.x."'  It  is  now  ten  months 
.since  this  procedure,  and  I  cannot  see  the  slightest  trace  of  any  re- 
currence. My  patient  is  fifty-six  pounds  hca\  ier,  and  thoneh  li.iv- 
ing  a  squeaking  voice  is,  I  hope,  well. 

Several  points  are  offered  you  for  consideration :  The  tumor  is 
removed  in  one  mass  without  being  disturbed  in  any  way 
by  any  instrument  or  manipulation.  This  is  the  accepted  surgery 
of  malignant  tumors.  This  being  accomplished  without  disturbing 
the  integrity  of  the  cartilaginous  box,  must  diminish  in  a  great 
measure  the  possibilities  of  a  recurrence.  If  tumors  of  this  class 
spread  rather  by  contiguity  of  tis.sue  than  through  the  lymphatics 
in  this  locality  and  if  we  accept  the  fact  that  the  invasion  of  this 
spread  is  resisted  most  strongly  by  cartilaginous  tissue,  we  then 
have  two  very  excellent  reasons  for  expecting  far  better  results  than 
can  be  obtained  by  any  procedure  that  begins  by  splitting  the  cartil- 
age and  thereby  furnishing  a  gateway  for  invasion  into  the  skin  and 
sub-cutaneous  tissues.  Though  brilliant  cases  of  removal  and  cure 
of  malignant  growths  of  the  larynx  by  punch  forceps  working 
through  the  mouth  have  been  reported  by  Killian  and  Chappell,  the 
method  cannot  appeal  to  your  surgical  sense  in  any  way.  and  is  di- 
rectly against  modern  advice  relative  to  the  surgery  of  malignancy. 

My  experience  with  thyrotomy  for  cancer  covers  five  cases  one 
of  which  recurred,  and  this  recurrence  took  place  in  the  line  of  in- 
cision rather  than  through  the  lymphatics  or  by  extension  from 
either  end  of  the  cartilaginous  box.  I  am  certain  that  my  experi- 
ence here  is  not  unique  and  I  believe  that  this  is  the  road  of  selec- 
tion for  the  secondare  invasion.  Secondly:  since  the  contour  of 
the  thyroid  and  cricoid  cartilages  are  preserved  in  their  nonnal 
state,  the  possibilities  of  secondary  stenosis  are  most  remote.     One 


is  convinced  of  the  imiKJssibiliiy  of  obtaining  cartilaginous  or  liony 
union  after  thvrotomy,  and  Jackson  advises  against  any  stitching  of 
these  parts  at  all.  Surely  then,  the  dysphagia,  the  greatly  increased 
dangers  of  infection,  the  long  slow  process  of  granulation,  and  most 
'if  all  the  incomplete  and  faulty  approximations  of  these  parts, 
>l>eak  either  for  recurrence  or  for  stenosis.  On  the  contrary  all 
this  is  avoided  by  my  technic  and  my  patient  has  never  had  the 
least  sign  of  obstruction,  has  a  passageway  that  is  beautifully  wide, 
and  that  cannot  now  ix)ssibly  contract  to  a  degree  anywhere  near 
stenosis.  On  the  other  hand  two  of  my  remaining  thyrotomies  now 
-uflfer  from  a  stenosis  which  demands  the  continuance  of  a  tracheal 
cannula.  One  of  these  has  recently  submitted  to  a  new  plastic  oper- 
ation, and  I  now  have  great  hopes  of  ridding  him  of  his  cannula  and 
restoring  normal  breathing. 

This  o|)cration  and  the  «ul>ii-'->  sitMu-rally  is  too  recent  for  iiic  to 
discuss  at  this  time. 

The  time  is  quite  near  at  hand,  or  to  me  has  arrived,  where  we 
nnist  discard  our  ancient  methods  of  laryngeal  work  and  formulate 
methods  that  are  abreast  of  the  trend  of  present-day  surgeons.  We 
ire  (|uite  up  to  if  not  ahead  of  him  in  much  of  our  nose,  car  and 
|)harynx  work,  but  up  to  this  time  we  have  not,  in  a  general  way. 
I  hanged  the  mctho<ls  prevailing  since  ISC.l,  when  we  believed  a  be- 
nign tumor  of  the  larynx  should  be  removed  through  the  mouth 
i\  ith  a  mirror  and  forceps.  I  submit  this  to  you  for  serious  con- 
sideration. 

(i24  Gravier  Street. 


I'atholoKical  Tonsil.  H  Mu.i.kk.  Jour.  Ophth.  and  Oto-Laryn- 
qol.,  March,  l!»li,  p.  79. 
Miller  states  that  since  the  tonsils  arc  situated  aliove  the  hori- 
zontal portion  of  the  palato-glossus  and  palato-pharyngcus.  these 
inn>ielcs  force  them  upward  and  outward  toward  the  pharyngeal 
o()cning  of  the  Eustachian  tul)e,  partially  or  completely  occluding 
It  Secretions  accumulate  and  prcnlucc  complications  within  the 
car.     When  the  tonsils  arc  low  down  in  the  fossa  thev  niav  rest 

n|K)n  the  dorsum  of  the  tongue  or  exert  |>r»-.  ••' •  •••  • >iglottis  and 

iipjKT  larynx.  prcMlucing  a  reflex  cough.  I-'d. 


LARYNQUrS  SUBMUCOSA  SUBQLOTTICA  ACUTA.* 

Dk.  Charles  \V.  Rkharuson,  W  asliington,  D.  C. 

LiuitT  the  above  name  we  recognize  an  acute  catarrhal  inflamma- 
tion of  the  larynx  affecting,  to  a  great  extent,  the  submucous  layer 
of  the  subchordal  portion  of  the  laryngeal  mucosa,  This  type  of 
laryngeal  affection  has  been  recognized  for  many  years,  first  having 
been  described  by  Bayles  in  1808,  although  through  his  description 
there  was  no  clear  differentiation  between  this  purely  catarrhal  af- 
fection and  the  serious  infiltration.  .As  men  began  to  differentiate 
this  condition  from  edema  and  other  allied  affections,  the  inflam- 
matory changes  in  the  laryn.x  of  the  more  severe  type,  especially 
those  affecting  the  submucosa,  were  given  various  designations. 
Thus  Burow  describes  the  condition  as  chorditis  vocalis  inferior; 
Von  Ziemssen  as  larj'ngitis  hypoglottica  acuta  gravis ;  Rauchfuss 
as  laryngitis  subchordalis  acuta ;  Curveilheir  as  laryngitis  sub- 
mucosa subglottica ;  and  Gottstein  as  laryngitis  submucosa  acuta. 
It  has  always  seemed  to  me  that  the  name  applied  by  Curveilheir 
describes  most  accurately  the  affection,  and  for  that  reason  I  have 
employed  it.  Many  authors  still  describe  this  affection  under  acute 
laryngitis  and  recognizing  it  as  a  more  severe  type  of  that  affec- 
tion. Early  in  my  professional  career,  when  I  was  doing  a  great 
number  of  intubations,  I  was  brought  in  contact  with  cases  which, 
while  suffering  from  marked  stenosis  of  the  larynx  with  stridulous 
breathing,  possessed,  nevertheless,  very  few  of  the  characteristic 
symptoms  of  true  laryngeal  diphtheria.  Culture  investigation  gave 
a  negative  result  in  these  cases.  The  use  of  the  larj'ugeal  mirror,  to 
which  I  resorted  early  in  the  investigation  of  these  cases  and  which 
can  be  employed  at  almost  any  age,  enabled  me  to  recognize  the  na- 
ture of  the  invasion  in  all  subsequent  cases  which  came  under  my 
observation. 

These  cases  had  been  described  as  cases  of  false  croup ;  as  due 
lo  incurvation  of  the  epiglottis^whatever  that  might  be ;  as  true 
cases  of  laryngeal  diphtheria,  in  which  the  bacteriologists  were  in 
fault  in  not  finding  the  Klebs-Loeffler  bacillus ;  as  strumous  laryn- 
gitis and  laryngitis  stridulus. 

Etiolog>' :  The  most  frequent  cause  of  this  type  of  larjngeal  in- 
flammation is  the  same  as  those  that  bring  about  the  acute  laryngeal 
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catarrh.  In  most  cases  we  have  only  the  evidences  of  a  severe, 
.icute  laryngeal  catarrh  which  has  extended  into  the  siibmucosa,  lo- 
oalizinR  itself  more  intensely  in  the  snU-hordal  region  of  the  larjn.K. 
I  Hcr-exertion  of  the  voice  during  the  existence  of  a  simple  laryn- 
i^eai  catarrh  or  re-infection  from  fresh  exposure,  is  very  apt  to  cause 
the  extension  of  the  simple  into  the  more  severe  type  of  submucous 
>atarrh.  The  exanthematous  diseases,— scarlet  fever,  whooping 
rough  and  especially  measles — may  have  this  affection  as  a  sequela, 
l-'oreign  bodies,  inhalation  of  various  chemicals,  irritating  gases, 
.icids,  hot  water,  smoke,  and  steam  may  be  the  active  mcclianical 
cause  of  such  a  disturbance. 

The  whole  interior  of  the  larynx  presents  the  characteristic  evi- 
<lenccs  f)f  an  acute  laryngeal  catarrh,  hut  it  is  in  the  subchordal  \yoT- 
lion  that  the  characteristic  lesion  is  seen.  In  a  fair  [)roix)rtion  of 
the  cases  that  have  come  under  my  observation  the  hypoglottic  por- 
tion of  the  larynx  presented  only  a  moderate  degree  of  inflammation, 
the  cords  .themselves  only  showing  slight  change  in  color.  Below 
the  vocal  cords  can  be  seen  two  symmetrical  bright  red  masses, 
which  appro.ach  towards  each  other  so  as  to  almost  meet  throughout 
in  the  middle  line.  l'|M)n  the  degree  of  the  sulxhordal  swelling  and 
•lie  narrowing  of  the  lumen  of  this  portion  of  the  larynx  is  de- 
jicndent  the  intensity  of  the  symptoms. 

The  atTection  manifested  most  fre<|uently  in  children  is  usually 
ushered  in  with  the  symjUoms  of  an  aciUe  laryngeal  catarrh,  hoarse- 
ness of  the  voice,  soreness  or  tightness  in  the  lar>'nx.  croupy  cough, 
.ind  stridulous  resjiiration.  These  sym[)toms  enditre  for  from  twen- 
ty-four to  forty-eight  hours,  when  they  begin  to  partake  of  a  more 
•"Cvere  character  in  that  the  respiration  becomes  more  stridulous 
and  the  breathing  more  embarrassed.  The  embarrassed  respira- 
tion is  more  marked  at  night  or  when  the  patient  is  in  a  prone  po- 
>ition.  In  the  more  severe  cases  the  breathing  Inrcomes  markedly 
eml>arrassed  and  attacks  of  suflocation  ensue,  the  face  becoming 
ryanosed  with  delirium  and  loss  of  consciousness,  which  finally 
deepens  into  coma  and  death,  unless  relief  is  afforded  through  in- 
tubation or  trachcotoni) . 

One  feature  has  always  impressed  me  in  this  atTiction  and  that 
is  that  the  voice  is  never  markedly  atTected.  It  may  Ix:  more  or 
less  hoarse  but  is  never  aphonic.  The  general  symptoms  arc  not 
very  marked.  There  is  usually  some  tem|)erature  between  100"  or 
102^  K.  The  pulse  is  f|uick-lx)unding  an<l  full-volumed.  The  ap- 
I>etitc  is  not  much  impaired,  and  most  children — with  only  moderate 
interference  with  respiration — do  not  seem  very  ill  and  will  per- 
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sist  in  playing,  .iltliougli  tlieir  breathing  is  quite  stridiilous.  Tlie 
general  facial  appearance  is  fair,  and,  while  the  character  of  the 
breathing  sound  would  lend  the  belief  that  there  is  considerable  in- 
terference with  the  exchange  of  air,  it  is  not  manifested  from  the 
appearance  of  the  color  of  the  face.  The  diagnosis  is  made  through 
the  examination  of  the  larynx  with  the  laryngeal  mirror.  The 
differentiation  of  this  condition  from  diphtheria  is  readily  ma<le 
'i'he  laryngeal  diphtheritic  is  usually  very  ill,  has  only  a  very  mod- 
crate  temperature,  a  slow,  soft  pulse,  is  usually  pale  and  quite 
anxious,  and  manifests  no  desire  for  food.  The  stridulous  breath- 
ing is  not  uniform,  being  attcndc-d  with  occasional  paroxysm',  of  ev- 
tremely  difficult  respiration. 

In  subchordal  inflammation  the  child  has  not  the  apjxiarance  of  be- 
ing seriously  ill,  usually  has  fever,  a  full,  firm-bounding  |)ulse,  the 
facial  expression  is  good  and  the  color  not  altered,  the  stridulous 
breathing  is  quite  uniform,  if  anything  gradually  and  progressively 
1,'rowing  worse,  with  only  occasional  paroxysms  of  difficult  breat>- 
ing. 

In  laryngeal  diphtheria  the  inspection  reveals  the  presence  of 
false  membrane,  and  the  result  of  culture  examination  shows  the 
pre.sence  of  the  Klebs-Loeffler  bacillus. 

In  subchordal  inflammation  the  inspection  demonstrates  the  pres- 
ence of  the  bright  red  bands  immediately  below  the  vocal  bands. 
more  or  less  approaching  the  middle  line.  The  culture  examination 
is  negative. 

In  most  cases  the  progress  of  the  disease  is  marked,  first,  by  an 
apparently  severe  attack  of  acute  laryngitis,  which  lasts  for  about 
twenty-four  hours,  when  the  stage  of  strident  breathing  becomes 
manifest.  With  the  stridulous  breathing  we  also  have  the  cough 
becoming  more  bellowing  in  character.  This  .stage  usually  reaches 
its  maximum  of  intensity  within  thirty-six  hours.  The  retrocession 
of  the  process  varies  from  twenty-four  to  forty-eight  hours.  Many 
of  the  mild  cases,  except  for  the  alarming  cough  and  strident  breath- 
ing, would  give  no  anxiety.  The  children  are  not  very  sick  and  are 
anxious  to  be  about  their  usual  habits  of  life.  Several  children  in 
such  condition  have  been  brought  to  my  office  for  consultation.  In 
these  mild  cases,  although  the  breathing  may  seem  to  be  markedly 
impaired  from  the  character  of  the  stridor  and  the  pictures  of  the 
subchordal  swelling,  the  countenance  is  quite  ruddy  and  the  lips  of 
the  normal  red  tinge.  In  the  more  severe  types,  when  the  breathing 
begins  to  tighten  up,  the  progress  of  the  case  from  bad  to  worse  is 
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very  rapid  and  we  tlieri  have  the  usual  picture  which  is  manifested 
in  laryngeal  stenosis,  however  produced. 

The  prognosis  is  very  favorable  for  complete  recover}-.  The  mild 
case,  if  seen  early  enough  and  recognized,  should,  under  appropriate 
treatment,  respond  rapidly.  Unrecognized,  neglected,  or  cases  seen 
at  first  in  the  severe  form,  should,  under  ajjpropriate  surgical  and 
general  care,  make  complete  recoveries.  .\  i.itri!  termination  is 
rather  unusual. 

Trralment:  The  child  should  he  kept  abed  in  a  warm  room  in 
which  steam  is  generated.  Where  steam  heat  is  employed,  this  can 
readily  Ik-  accomplished  by  allowing  the  valve  on  the  radiator  to  be 
slightly  opened.  The  diet  should  be  restricted  to  liquids  and  the 
l)Owels  kept  well  ofKrned  by  calomel  and  salines.  Locally  the  larj'nx 
should  l>e  touche<l  with  a  1  per  cent  solution  of  silver  nitrate  once 
a  day.  if  the  child  be  old  enough  to  permit  the  application  being 
made.  An  ice  bag  should  be  worn  over  the  larynx  contiinionsly.  I 
always  give  ammon.  bromide  and  carlninatc  with  tincture  of  aconitis 
uUemally.  If  the  breathing  become  very  stenotic,  intubation  Ix- 
'omes  necessary.  If  it  become  labored  over  many  hours.  I  believe 
nitulKition  should  he  done  to  relieve  the  little  sufTercr,  In  one  cnsc 
1  fear  I  delayed  this  relief  quite  to  the  danger  iH)int. 

I  will  close  the  consideration  of  this  subject  with  the  history  of 
four  cases,  so  severe  in  their  character  that  they  necessitated  sur- 
gical intervention. 

On  December  5,  1890,  I  was  requested  by  Dr.  I'rice  to  .see  his  two 
rhildren  who  were  suffering  from  laryngeal  diphtheria,  with  marked 
obstruction  to  their  breathing.  The  children  were  .">  and  7  years  of 
age,  respectively.  They  presented  all  the  evidences  I  had  learned  to 
rf>nnect  with  the  existence  of  laryngitis  submucosa  sub-chordalis. 
l-'xamination  of  the  larynx  proved  my  conclusion  to  he  correct,  but, 
in  order  to  prevent  a  jHjssiblc  error  in  diagnosis,  a  culture  was  made 
in  both  cases.  The  children  were  put  to  bed  in  a  warm  room,  with 
moist  air,  a  saline  purgative  given,  an  ice  bag  applied  over  the 
l,-jrM>^     tnd  the  following  ;i<!t)iiiiwtiTi-.l  int.Tn.TlIv  • 

.\mmonii  bromidi  \  '>" 

Ammon  carbonates  '.<<■< 
Tincture  aconitis 

Glycerinac  ,->ii.. 

Aqua   ...  .S2.00 

Sig:    Tcaspoonful  every  twenty  minutes  until 
six  doses  are  taken,  then  every  two  hours. 


fiC2  Ki(ii.\ui)>;ii.\  :    .\ci;tk  simuucors  lakyngitis. 

The  morning  of  December  Ct,  I  received  notice  that  the  cultures 
were  negative.  About  noon  of  this  day  I  saw  the  children.  The 
older  had  imi)rove(l  greatly  but  the  younger  was  not  so  well.  The 
breathing  in  the  younger  child  was  more  stridulous,  the  "riding" 
of  the  larynx  was  more  marked  and  the  sinking  of  the  supra-clav- 
icular spaces  and  supra-sternal  notch  more  marked.  It  had 
grown  very  restless.  Although  its  color  was  good  and  I  thought 
it  still  had  a  good  chance  for  avoiding  intubation,  I  introduced  a 
tube  at  the  urgent  request  of  the  father.  The  child  was  ex  tube  in 
five  days.    Both  children  recovered. 

In  April,  1894,  I  was  requested  by  the  late  Dr.  W.  W.  Johnston 
to  see  a  case  of  lan,'ngeal  diphtheria,  in  which  he  had  received  a 
negative  culture.  The  laryngeal  examination  on  this  two-year-old 
child  was  negative  as  to  diphtheria,  so  far  as  the  inspection  could 
be  made.  The  hypo-larjnx  and  the  cords  could  be  fairly  well  seen 
but  it  was  impossible  to  view  the  subchordal  portion  of  the  larynx. 
.Mthough  the  breathing  was  (luite  distressful  and  the  child  very 
excitable  it  was  thought  desirable  to  delay  intubation.  .As  Dr.  John- 
.ston  was  firm  in  his  views  as  to  the  diphtheritic  nature  of  the  in- 
vasion, three  thousand  units  of  antitoxin  were  given  and  the  usual 
treatment  instituted.  I  spent  the  night  with  the  child.  We  decided 
at  10  a.  m.  the  following  morning,  on  account  of  the  increased  dif- 
ficulty of  breathing,  to  intubate  the  child.  The  tube  was  removed  on 
the  fifth  day.  Several  subse<]uent  cultures  were  made  with  negative 
results. 

March  22,  18!>8,  I  was  called  to  see  a  case  of  dititlcult  laryngeal 
breathing,  the  patient  being  under  the  care  of  Dr.  R.  T.  Holden. 
Dr.  Holden  stated  that  the  child,  7  years  old,  had  passed  through  a 
moderate  case  of  measles.  \\'hen  convalescence  was  nearlv  assured, 
it  contracted  an  acute  laryngitis,  which,  for  .several  days,  had  grown 
gradually  worse.  For  two  days  the  breathing  had  been  very  bad. 
Cultures  negative.  At  10  o'clock  he  asked  me  to  come  and  intubate, 
a?  the  child  was  growing  wear}'  from  the  continued  effort  at  breath- 
ing. -At  1  p.  m.  I  reached  the  patient's  home.  Breathing  was  very 
labored  and  the  countenance  was  slightly  cyanosed.  I  made  a  laryn- 
geal inspection  and  found  the  characteristic  picture.  The  effort  of 
examination  was  followed  by  an  intense  paroxysm  of  difficult 
breathing  which  made  it  necessary  to  resort  to  immediate  intubation. 
The  child  was  extubated  in  six  days.  This  case  was  most  inter- 
esting from  the  almost  normal  character  of  the  voice. 

In  November,  1912.  I  was  summoned  by  Dr.  S.  S.  Adams  to  the 
telephone  at  1 1  :4.t  p.  m.     From  the  character  of  his  voice  and  his 
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spoken  words  I  knew  delay  meant  death.  I  responded  to  his  sum- 
mons with  great  rapidity,  and,  had  I  been  a  few  moments  later,  I 
would  not  have  been  needed.  This  case  is  most  interesting,  from 
several  points  of  view.  When  this  child  was  4  years  of  age,  I  saw 
him  in  a  similar  attack,  from  which  he  recovered  through  the  treat- 
ment then  instituted.  In  the  latter  illness,  which  occurred  when  he 
was  9  years  of  age,  the  svmptoms  were  identical  with  his  former  at- 
tack, and  Dr.  Adams  treated  him  for  several  days.  This  second  in- 
vasion occurred  as  a  sequela  to  measles.  On  Sunday,  as  his  breath- 
ing had  become  very  labored,  and  as  the  boy  complained  greatly  of 
his  want  of  air.  Dr.  Adams  requested  me  to  see  the  patient  with  him 
at  noon.  His  breathing  at  this  time  was  quite  strident,  his  cough 
extremely  bellowing  and  constant,  but  his  countenance  was  of  good 
color,  although  beaded  with  drops  of  perspiration. 

Another  interesting  feature  in  this  case  was  his  almost  normal 
voice.  The  picture  of  the  larj-nx  was  a  perfect  one  of  laryngitis  sub- 
chordalis.  His  eye  and  general  condition,  as  well  as  his  recovery 
from  his  previous  attack,  caused  us  to  hope  that  he  would  tide  over 
this -attack  without  resorting  to  extreme  measures.  He  gradually 
grew  worse,  as  the  parents  informed  us,  until  about  11  o'clock  when 
he  iK'camc  dcliri<nis,  and  this  excited  their  gravest  apprehension. 
When  I  reached  the  patient,  I  was  truly  astounded  at  his  perilous 
condition.  He  was  profoundly  unconscious,  intensely  cyanosed,  and 
simply  gasping  an  occasional  breath.  I  only  twjk  time  to  introduce 
the  gag  and  quickly  drove  home  the  intubation  tube  as  he  lay  prone 
in  the  \>c(i.  A  few  efforts  at  artificial  respiration  started  up  the 
rhythm  of  breathing  again.  He  was  cxtuhatcd  in  five  days.  Un- 
eventful convalescence. 

These  four  cases  will  be  sufficient  to  indicate  tiie  gravity  which 
this  condition  sometimes  assumes.  I  have,  in  all,  intubated  eight 
times  for  subchordal  laryngitis.  Most  of  the  cases  which  I  have 
seen  in  consultation  have,  under  the  appropriate  local  and  constitu- 
tional treatment,  subsided  without  resorting  to  suri;ical  interven- 
tion. 

1317  Connecticut  Avenue. 


PRIMARY  SARCOMA  OF  THE  TRACHEA.* 

Dr.  J.  M.  Ingkrsoll,  Cleveland,  Ohio. 

In  1906,  Dr.  C.  F.  Theisen  presented  a  paper  on  "Tumors  of  the 
trachea"  to  this  association.  This  paper  is  so  complete  and  com- 
prehensive that,  with  his  permission,  1  shall  quote  some  parts  of 
it: 

Dr.  Telsen  says,  "Tracheal  cancer  appears  to  favor  the  male  sex;  out 
of  tfhe  eases  collected  by  the  writer,  men  were  afflicted  about  twice  as 
frequently  as  women.  The  youngest  patient  was  28  years  old,  the  aver- 
age, however,  being  from  the  fiftieth  to  the  sixtieth  year.  Many  more 
cases  occur  between  these  years  than  between  the  thirtieth  and  fiftieth. 

"The  favorite  seats  for  primary  tracheal  cancer  are  the  upper  parts  of 
the  trachea  and  the  lower  parts,  close  to  the  bifurcation.  The  middle 
third  is  rarely   Involved. 

"Although  primary  tracheal  sarcoma  is  rarer  than  carcinoma,  we  have 
been  able  to  collect  eighteen  cases  from  the  literature.  Gieltsmann  haa 
reported  one  of  the  few  cases  of  tracheal  sarcoma  operated  upon  endo- 
tracheally.  The  tumor  in  his  case,  that  of  a  man  aged  52  years,  was 
situated  in  the  upper  part  of  the  trachea  and  nearly  filled  its  lumen.  It 
was  as  large  as  a  small  walnut. 

"Both  sexes  seem  to  be  equally  afflicted  with  tracheal  sarcoma  and 
young  people  rather  more  frequently  than  persons  more  advanced  In 
years.  Occasionally  the  tumors  are  pedunculated.  They  often  reach  a 
considerable  size  and  almost  completely  fill  the  tracheal  lumen. 

■'A  study  of  the  cases  also  shows  that  the  tracheal  tumors  are  situ- 
ated In  the  majority  of  the  cases  in  the  upper  part  of  the  trachea  and 
less  frequently  in  the  lower  part.  They  most  rarely  occur  in  the  middle 
of  the  trachea.  They  are  attached  most  frequently  to  the  posterior  wall, 
which  is  rich  in  mucous  glands.  This  is  particularly  true  of  the  carci- 
nomata,  which  appear  to  take  their  origin  from  these  mucous  glands. 

"The  rarity  of  tracheal  tumors  becomes  much  mofe  striking  when  the 
eighty-nine  benign  and  forty-six  malignant  tracheal  tumors  are  compared 
to  the  10,747  benign  and  1,110  malignant  laryngeal  tumors  which  Semon 
collected  between  1862  and  1888. 

"The  malignant  tumors  of  the  larynx  represent  only  about  11  per  cent 
of  the  total  number,  while  in  the  trachea,  according  to  the  cases  col- 
lected by  the  writer,  they  represent  about  50  per  cent  of  the  total  number. 
These  figures  are  significant  because  they  show  that  a  strong  auspicion  of 
malignancy  must  always  attach  to  a  tracheal  tumor. 

"The  fibroma  or  fibrous  polyp  is  usually  pedunculated,  and  Schroetter 
has  reported  a  case  of  a  distinctly  pedunculated  sarcoma  which  was  free- 
ly movable.  In  Proebsting's  case  an  apparent  polyp  with  a  long  pedicle, 
which  had  been  coughed  out,  was  found  to  be  carcinomatous. 


*Read  at  the  thirty-sixth  annual  meetingr  of  the  American  LarynKologrical 
Association.  Atlantic  City,  May  25.   1014. 
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"Sarcoma  usually  occurs  as  a  growth  with  a  broad  base  and  smooth 
surface.  It  grows  slowly,  sometimes  becoming  very  extensive,  however, 
and  shows  little  tendency  to  ulceration. 

"As  statistics  show  that  over  one-half  of  all  cases  of  tracheal  neoplasms 
are  situated  in  the  upper  third  of  the  trachea,  a  low  tracheotomy  would 
relieve  the  patient's  breathing  iu  u  majority  of  the  cases." 

Since  Dr.  Theisen's  paper  was  written  five  cases  of  malignant 
tumors  of  the  tracliea,  all  of  them  carcinoma,  have  been  reported. 
Dr.  T.  Passmorc  Berens  reported  one  case  to  this  Association  in 
190f».  The  other  cases  were  reported  by  Kaunitz,  Simmell, 
Eideshcim  and  Xager. 

My  own  case  was  one  of  sarcoma  of  the  trachea,  in  a  man, 
32  years  old.  When  he  consulted  me  he  said  that  he  had  had  a 
persistent,  troublesome  cough  for  several  months  and  during  this 
time  he  had  had  three  very  severe  prolonged  attacks  of  paroxys- 
mal coughing.  In  each  of  these  attacks  he  had  finally  coughed 
up  and  expectorated  what  he  called  a  "polyp."  He  corroborated 
this  statement  by  showing  me  the  polypi  which  he  had  expecto- 
rated. 'I'hcy  were  irregular,  slightly  nodular  masses.  The 
smallest  one  was  about  1.5  centimeters  in  diameter,  the  largest 
one  was  3  centimeters  long  and  1  centimeter  thick,  tapering 
down  to  a  small  pedicle  at  one  end. 

His  larynx  was  inflamed  and  on  the  left  side  of  the  trachea, 
just  below  the  first  ring,  there  was  a  pedunculated  tumor,  quite 
similar  in  appearance  to  the  largest  one  which  the  patient  had 
expectorated.  .\t  this  time  there  were  no  indications  of  any 
involvement  of  the  tissue  around  the  larynx  and  trachea.  Micro- 
scopical examination  of  the  tumors,  which  the  patient  brought 
with  him,  showed  them  to  be  spindle-celled  sarcoma  and  an 
external  operation  was  advised.  The  patient,  however,  refu.scd 
all  operative  interference. 

His  physical  condition  at  this  time  was  good  but  he  soon 
began  to  have  increased  difficulty  in  breathing  and  rapidly  lost 
weight.  One  month  later  he  consented  to  go  to  the  hospital  on 
account  of  very  marked  difficulty  in  breathing  and  it  was  nec- 
essary to  do  a  |iuv  ti;i.  h<'..i..mx-  t)ii  liiiii  the  d.Tv  after  he  cntrrrd 
the  hospital. 

Two  weeks  later  he  consented  to  an  operation.  I^r.  C.  W. 
Crile  exposed  the  larynx  and  upper  part  of  the  trachea  and 
found  a  broken-down  mass  of  neoplasm  extending  so  widely 
around  the  left  side  of  the  neck  that  he  decided  it  was  inoperable 
nnt\  the  incision  wan  closed. 
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P'or  a  sliori  time  alter  the  operation  tiie  patient  s  tondiiion 
impp'vcd  somewhat.  A  little  later  he  began  to  have  difficulty 
in  swallowing,  probably  due  to  involvement  of  the  esophagus, 
became  very  much  emaciated  and  died  about  seven  weeks  after 
the  operation.  No  autopsy  was  permitted.  It  seems  very  prob- 
able that  if  the  patient  had  consented  to  an  operation  when  the 
diagnosis  of  sarcoma  was  first  made,  that  a  resection  of  the 
trachea  could  have  been  done  and  the  whole  tumor  removed  be- 
fore it  had  extended  beyond  the  wails  of  the  trachea. 
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For  a  complete  bibliography  of  tumors  of  the  trachea,  up  to  jyuO,  con- 
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SPECIFIC  NERVE  DEAFNESS. 

At  the  Massachusetts  Charitable  Eye  and  Ear  Infirmary  during 
Dr.  Crockett's  last  service,  I  obser\ed  eight  cases  in 
which  the  hearing  for  the  whispered  voice  had  fallen  to  approxi- 
mately 1/25  in  both  ears,  while  still  showing  a  positive  Renne.  These 
cases  all  gave  a  double  or  triple  Wassermann  reaction.  While  some 
of  them  improved  under  intra-venous  injections  of  salvarsan,  there 
promises  to  be  better  results  from  a  salvarsanized  serum  given  in- 
tra-durally  as  suggested  by  Swift.  These  cases  will  serve  as  the 
basis  for  a  more  complete  study  later  showing  the  end-results,  while 
other  material  will  be  added  to  confirm  or  disprove  the  value  of  the 
hearing  test  as  a  diagnostic  sign  in  specific  ner\e  deafness. 

Francis  P.  Emerson,  M.  D. 


tME  USE  OF  THE  BRONCHOSCOPE    IN    DIRECT    EXAMINA- 
TION OF  THE  LARYNX.  TRACHEA.  BRONCHI 
AND  ESOPHAGUS. 

Dr.  p.  Schoonm.\ker,  New  York  City. 

The  method  of  direct  e.xamination  of  the  upper  air  passages  has 
been  practiced  for  many  years.  That  of  examination  of  the  larynx 
trachea,  bronchi  and  esophagus  is  of  more  recent  date.  Bozini. 
in  1807.  examined  the  upper  end  of  the  esophagus.  Later  Kuss- 
man,  Mikulitz,  Gottstein,  Kirstein,  Einhom  and  others  devised  in- 
struments for  the  examination  and  treatment  of  the  esophagus  and 
larynx. 

Gustav  Killian,  of  Germany,  in  1897.  devised  a  bronchoscope 
and  succeeded  in  removing  a  foreign  body  from  the  upper  bron 
chus  by  means  of  forceps  passed  through  a  straight  tube  inserted 
into  the  bronchus ;  thus  demonstrating  the  feasibility  of  upper  bron- 
choscopy. Later  he  improved  his  bronchoscope  and  used  it  in  lower 
bronchoscopy.    These  were  the  greatest  steps  in  endoscopy. 

In  1904,  Chevalier  Jackson  of  this  country  combined  the  lighting 
principal  of  the  Einhom  esophagoscope  with  the  tube  of  Killian's 
bronchoscoj)e,  with  which  he  was  able  to  examine  the  esophagus 
and  stomach.  In  1906  he  descril)ed  his  gastroscope  and  reported 
a  series  of  fourteen  cases  in  which  he  had  obtained  results  of 
value  from  gastroscopy,  including  twelve  cases  with  lesions,  one 
without,  and  one  case  of  extraction  of  a  foreign  body  from  the 
stomach.  Many  improvements  have  been  made  in  the  instruments 
first  devised,  making  their  use  more  practical  and  satisfactory. 

The  brilliant  work  of  Killian,  Jackson,  Ingals  and  others,  in  re 
moving  foreign  bodies,  has  led  to  the  impression  that  tracheo- 
bronchoscopy is  useful  for  this  only.  At  the  present  time  the 
bronchoscope  is  used  more  and  more  frequently  for  direct  exam- 
ination, diagnosis  and  treatment  of  diseased  conditions  of  these 
organ-*.  By  use  of  the  naked  eye  with  this  instrument  we  arc 
greatly  aided  in    '  ■!  treatment. 

In  upper  trach'  ..py  the  tulje  is  passe<l  directly  through 

the  larynx  and  trachea  into  the  bronchi.  In  lower  bronchoscopy  a 
lower  tracheotomy  is  done,  and  the  tul)c  passed  through  the  fissure 
directly  into  the  bronchus.  One  should  be  pfrpnr.-i  -"n  ever)-  case 
to  do  a  tracheotomy  when  necessary. 
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The  metliod  of  direct  inspection  of  these  organs  (trachea,  larynx, 
bronchi  and  esophagus)  for  pathological  conditions  is  of  com- 
paratively recent  date,  and  has  been  of  such  wonderful  assistance 
in  the  diagnosis,  treatment,  alleviation  and  cure  of  diseases  of  these 
parts,  that  we  approach  the  subject  with  enthusiasm  and  commend 
this  method  of  examination  and  treatment  to  the  profession,  hop- 
ing that  they  will  further  acquaint  themselves  with  this  method  that 
added  such  brilliant  result  in  laryngoscopy. 

The  x-ray  and  fluoroscope  are  of  material  aid  in  locating  foreign 
bodies.  With  metallic  substances  the  outlines  are  sharp  and  distinct, 
the  character  of  the  object  defined,  and  its  exact  location  outlined. 
In  the  examination  for  morbid  growths  the  results  are  less  definite. 

In  tracheo-bronchoscopy  and  esophagoscopy  a  local  or  general 
anesthesia  may  be  used.  The  examination  of  the  bronchi  is  per- 
fectly feasible  under  cocain  anesthesia,  especially  if  a  full  dose  of 
morphin  and  atropin  be  given.  The  morphin  adds  courage  rather 
than  anesthesia,  and  the  atropin  checks  the  secretion  of  mucus, 
that  is  so  easily  excited  on  any  manipulation  of  the  larynx  and 
trachea  and  interferes  with  examination. 

Chloroform  is  preferred  to  ether  as  a  general  anesthetic,  as  it 
excites  less  secretion  than  ether  and  can  be  more  easily  administered. 

The  new  method  of  rectal  anesthesia  is  ideal  in  many  ways,  as 
it  docs  not  interrupt  the  work  or  interfere  with  the  operation,  nor 
does  it  excite  mucous  secretion  as  with  the  other  methods  of  an- 
esthesia. I  have  used  this  method  in  work  on  the  nose,  throat, 
bronchi  and  esophagus  with  very  satisfactory  results. 

Under  cocain  anesthesia  the  patient  may  be  examined  in  an 
erect  posture,  but  in  general  anesthesia  the  prone  position  should 
always  be  used. 

The  writer  has  employed  the  direct  method  for  examination  and 
removal  of  foreign  bodies  and  morbid  growths  in  the  esophagus, 
trachea  and  bronchi,  in  structures  and  obstructions  of  the  eso- 
phagus, in  local  ulcerations  and  inflammations  in  the  larj'nx  and 
trachea,  and  in  securing  specimens  for  microscopical  examination. 

The  following  histories  are  chosen  to  show  the  various  cases  in 
which  the  bronchoscope  has  been  of  invaluable  use.  In  some  of 
these  cases  the  Schoonmaker  bronchoscope  was  used  with  success 
after  other  instruments  had  failed. 

Case  I :  Papilloma  of  trachea.  Louis  N.,  age  26  years,  born 
at  Heidelburg,  Germany. 

History:  When  8-years  old  he  had  diphtheritic  croup,  requiring 
tracheotomy,  which  was  done  by  -Dr.  Czemy.     The  tracheotomy 
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tube  was  removed  on  the  eighth  day.  Some  days  later  he  was  sud- 
denly taken  with  severe  dyspnea ;  the  tracheal  wound  was  reopencit 
without  anesthesia.  Tube  removed  in  ten  days  and  wound  healed 
by  granulation.  He  consulted  me  in  1912  for  difficulty  in  breatlv- 
ing  which  he  first  noticed  six  years  after  the  tracheotomy. 

BxamiHaiion:  General  health  good.  Thyroids  enlarged.  Cica- 
tricial scar  in  lower  part  of  neck  in  median  line.  Bronchoscopic 
examination   revealed  tracheal  growth  partially  filling  tube. 

Diagnosis:    Papilloma  in  site  of  cicatrix  of  tracheal  wound. 

Treatment :  Some  time  later  the  elongated  papillar  growth  was 
destroyed  with  a  specially  made  electric  cautery  tip.  only  one  appli- 
cation being  required.  He  has  remaine<l  free  from  dyspnea  since 
cauterization. 

Case  2:  Bone  in  esophagus.  Harry  K  .  ,t).:c  ''i  years,  Harlera 
Hospital,  November  4,  1913. 

History  r  On  November  1st,  while  eating  soup  with  noodles, 
swalldwed  a  hard  substance,  which  caused  severe  pain.  He  went 
to  his  physician  who  told  him  that  the  object  had  passed  into  the 
stomach,  and  that  the  pain  was  due  to  irritation  of  the  esophagus. 
Four  days  later  he  was  admitted  to  the  hospital  complaining  of 
pain  and  inability  to  swallow  solid  food,  and  liquids  were  swallowed 
with  difliculty.  Had  constant  pain  in  median  line  over  upper  part 
of  chest.  F"elt  sure  he  hail  swallowed  a  piece  of  bone.  X-ray  ex 
amination  was  unsatisfactory,  but  showed  dark  object  in  esophagus 
opposite  fourth  or  fifth  dorsal  vertebra. 

We  attempted  bronchoscopic  examination  under  cocain  anesthesia. 
Object  was  seen  deeply  embedded  in  esophagus  which  was  congest- 
ed and  swollen.  The  object  was  seized  with  the  forceps  and  four 
unsuccessful  attempts  made  to  remove  it.  Patient  nervous  and 
much  exhausted  and  blee<ling  obstructed  the  view. 

The  patient  was  put  to  bed,  and  two  days  later  (eight  days  after 
the  bone  was  swallowed)  rectal  anesthesia  was  administered  by 
Dr.  Lumbard,  the  esophageal  tube  passed  and  bone  removed  with 
di»ficulty,  the  forceps  slipping  off  .several  times.  The  bone  was 
triangular  in  shape  with  sharp  edges  and  corners,  one-quarter  of 
an  inch  thick  by  one  eighth,  and  one  inch  on  side  and  base.  Pa- 
tient became  cyanotic  during  operation  and  a  lower  tracheotomy  was 
<lone  by  Dr.  Fiayncs.    Recovery  uneventful. 

Case  y.  Pin  in  larynx.  Mrs.  F.  E.  S..  age  30  years,  referred 
by  Dr.  Steel. 

History:  While  dressing,  she  placed  some  pins  in  her  mouth; 
during  a  fit  of  laughter  she  aspirated  one  into  the  larynx;  this 
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caused  severe  dyspnea  and  cougliing,  and  pain  in  swallowing  and 
talking.  Her  physician  was  unable  to  remove  the  pin,  and  brought 
her  to  Dr.  Steel  who  referred  her  to  me. 

Any  attempt  to  examine  the  larynx  with  the  laryngeal  mirror 
caused  severe  pain  and  dyspnea  with  spasm  of  epiglottis  and  larynx, 
and  I  was  therefore  unable  to  get  a  view  of  the  parts.  Under  thor- 
ough cocain  anesthesia,  I  was  able  to  use  the  split  spatula  of  the 
Schoonmaker  broiischoscope,  draw  the  epiglottis  forward,  this 
brought  the  pin  into  view.  It  lay  l>etween  the  vocal  cords,  the  sharp 
point  embedded  in  the  thyroid  cartilage  and  its  round  head  beneath 
the  epiglottis.  The  pin  was  grasped  with  the  forceps  and  easily  re- 
moved. 

The  position  of  the  pin  readily  accounted  for  the  severe  spasms 
on  any  motion  of  the  parts  in  talking  or  on  manipulation. 

Case  4:  Esophageal  cancer.  William  B-,  age  40  years,  referred 
by  Dr.  B.,  June  20,  1911. 

History:  Some  three  months  ago  he  had  some  trouble  in' swal- 
lowing. This  increased  gradually  until  he  was  unable  to  take  solid 
food,  and  licjuids  were  taken  with  ditticulty.  He  was  losing  weight 
and  looked  pale  and  anemic. 

Physical  examination  failed  to  establish  a  diagnosis.  He  was 
placed  in  the  Post-Graduate  Hospital  and  kept  under  observation 
for  a  few  days.  The  x-ray  showed  dilated  esophagus  in  middle 
third  with  constriction  and  morbid  growth  in  lower  third.  Exam- 
ination of  specimen  secured  by  punch- forceps  passed  through  eso- 
phageal tube  of  bronchoscope  showed  it  to  be  carcinoma.  Ob- 
struction soon  became  complete  and  patient  was  unable  to  take 
liquids.  A  gastrostomy  was  done  and  food  administered  through 
canula.     Patient  rapidly  failed  and  died  two  months  later. 

Case  5 :  Gold  crown  in  right  main  bronchus.  George  B.,  age  72 
years.  Case  brought  to  Post-Graduate  Hospital  by  Dr.  Quimby, 
October  27th,  1913. 

History:  While  having  gold  crown  placed  on  tooth,  suddenly 
gasped  and  crown  disappeared;  coughing  followed.  Flouroscope 
showed  crown  in  main  bronchus  open  side  up.  Removed  by  Dr. 
Forbes  under  cocain  anesthesia,  20  per  cent,  to  larynx.  No.  11 
bronchoscopic  tube  passed,  crown  seen  open  end  up.  On  second 
attempt  it  was  seized  with  forceps  and  removed  with  bronchoscope. 
Remained  in  hospital  over  night.  Was  seen  on  October  29.  Old 
bronchial  rales  present  but  no  edema  or  irritation.  No  complica- 
tions. This  case  was  interesting  in  that  the  crown  could  be  seen 
to  move  up  and  down  as  patient  exhaled  and  inhaled. 
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Case  6:  Open  baby-pin  in  right  bronchus.  Martha  G.,  age  13 
years,  December  1,  1913.  Case  referred  by  Dr.  P.  from  family 
physician,  with  a  histor}'  of  having  swallowed  pin  two  days  previous 
to  operation.  On  the  evening  of  the  following  day  was  admitted 
to  the  Post-Graduate  Hospital.  There  was  then  no  change  in  her 
voice.  The  next  morning  an  x-ray  picture  was  taken,  showing 
the  object  to  be  in  the  neck,  median  line,  lower  end  at  about  level 
of  tracheal  ring.  Dr.  P.  asked  me  to  be  present  as  he  thought 
object  to  be  in  upper  esophagus  and  easily  removable. 
I^rvngeal  examination  before  anesthesia  failed  to  show  object.  Un- 
der ether.  Dr.  P.  was  unable  to  feel  object  with  finger  or  reach 
object  with  ordinarj'  forceps,  therefore  a  noil  tube  was  passed  into 
esophagus  and  to  stomach ;  no  object  was  found ;  there  was  no 
trouble  with  respiration.  It  was  thought  to  have  passed  into  stom- 
ach. As  a  precaution,  a  No.  9  tube  was  passed  into  trachea  and 
object  recognized  in  right  bronchus  and  removed  by  Dr.  Forbes. 

Case  7:  Five-cent  piece  in  esophagus.  Clara  G.,  age  17  months, 
admitted  to  children's  ward,  Post-Graduate  Hospital.  September 
10,  1913. 

History:  Four  days  previous  to  admission  swallowed  a  five- 
cent  piece.  Was  unable  to  swallow  solid  food.  X-ray  examination 
showed  object  in  esophagus.  Under  ether  anesthesia  object  was 
easily  removed  with  esophagoscope  by  Dr.  Forbes.  Uneventful 
recovery. 

Case  8:  One-cent  piece  in  esophagus.  Rudolph  P.,  age  7  months, 
admitted  to  children's  ward,  Post-Graduate  Hospital,  August  25, 
1913,  care  Dr.  Forbes. 

History:  Swallowed  one-cent  piece  three  days  previous  to  ad- 
mission. There  was  difficulty  in  swallowing;  regurgitations  of 
milk.  X-ray  examination  showed  object.  Unsuccessful  attempt 
made  to  remove  object  without  general  anesthesia.  Under  ether 
anesthesia,  object  removed  by  esophagoscopy.  Uneventful  recov- 
ery. 

Case  p:  Safei*  inn  m  oui.ii.igus.  .\lunai  Z.,  age  7  months,  re- 
ferred by  Dr.  S.  Lloyd.  May  0.  1913.  Patient  swallowed  safety- 
pin  four  days  previously.  X-ray  examination  showed  open  safety- 
pin  in  lower  end  of  esophagus.  Under  ether  anesthesia,  pin  seen 
clearly ;  unsuccessful  attempt  made  to  close  pin  and  turn  it  through 
tube.  It  was  pushed  into  stomach  and  removed  by  gastrostomy 
Uneventful  recovery. 
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Case  10 :  Metal  pin,  composition  head,  in  trachea.  Anna  I'.,  age 
25  months,  January  20,  1912.  Admitted  to  Post-Graduate  Hospi- 
tal, under  Dr.  Forbes. 

History:  Swallowed  pin  five  days  previous.  While  playing  in 
crib,  sudden  cough  and  cry.  Mother  put  finger  in  back  of  mouth 
and  felt  sharp  object  as  edge  of  pin.  There  was  no  trouble  for  two 
days,  then  there  was  coughing  and  expectoration  of  blood.  Was 
taken  to  Hospital  where  x-ray  examination  located  pin  in  trachea, 
head  in  bronchus.  Two  attempts  were  made,  using  Jackson  in- 
strument, but  results  unsuccessful. 

On  day  of  operation,  June  20,  seen  at  noon  and  operated  at  4 
p.  m.  Looks  septic.  Under  chloroform,  unable  to  locate  object  by 
direct  examination,  mucus  and  blood  present,  point  of  pin  not  seen. 
Tracheotomy  (upper)  done;  pin  was  coughed  out  immediately 
through  wound. 

Subsequent  history  was  one  of  a  septic  character.  Patient's 
serum  given  auto-vaccine.  There  were  multiple  abscesses.  Dis- 
charged from  hospital  two  weeks  later  much  improved ;  but  one 
week  from  date  of  discharge,  through  an  unfortunate  accident,  died. 

Case  II :  Tack  in  right  bronchus.  Morris  J.,  age  34  months. 
Admitted  to  Post-Graduate  Hospital,  April  13,  1913. 

Diagnosis:  Right  lobar  pneumonia.  Treated  for  this  condi- 
tion ;  fever,  cough,  expectoration  with  blood ;  looks  chronically  sick. 
April  20:  Dullness  over  entire  right  lung  posteriorly  at  apex  and 
base;  voice  and  respiratory  sounds  distant.  Aspiration  of  pleura 
negative.  April  23 :  Mother  spoke  of  child  possibly  having  swal- 
lowed tack.  X-ray  picture  taken,  showing  tack  in  second  division 
of  right  bronchus,  head  downward. 

April  25:  Dr.  Forbes  attempted  removal  unsuccessfully  with 
Bruenings'  bronchoscope,  as  instrument  failed. 

April  27 :  Operation  with  Schoonmaker  bronchoscope :  Foreign 
body  seen,  and  removed  under  chloroform  anesthesia.  Brass-head- 
ed furniture  tack.  April  29 :  Respiration  normal.  April  30  : 
Slight  edema  of  old  infiltration  of  lung.    May  4 :    Discharged. 

The  interesting  factors  in  this  case  are,  a  foreign  body  in  bronchi 
causing  pneumonia.  The  accuracy  of  the  x-ray  in  locating  and 
clearly  defining  the  foreign  body.  The  immediate  improvement  and 
final  recovery  after  its  removal. 
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SYMPOSIUM--BACTERIN  TREATMENT.* 

THE  USE  OF  BACTERINS  IN  THE    TREATMENT  OF 
DISEASES  OF  THE  NOSE  AND  THROAT.* 

Dr.  Fieu>ing  O.  Lewis,  Philadelphia. 

Vaccine  therapy,  like  all  scientihc  discoveries  of  their  day,  is 
now  engaging  the  attention  of  the  medical  mind  the  world  over. 
Medical  journals  arc  filled  with  articles  pertaining  to  its  use 
111  diseases  of  all  the  special  branches  of  medicine,  glowing  re- 
ports are  made,  wonderful  cures  reported,  and  volumes  have 
been  written.  Will  it  produce  the  gratifying  results  as  vacci- 
nation for  immunizing  against  smallpox,  or  will  it  meet  with 
the  adverse  criticism  as  salvarsan  has  in  the  cure  of  syphilis? 

If  we  arc  to  believe  the  bacteriologist,  therapeutic  imperial- 
ism, which  has  been  with  us  since  the  days  of  Hippocrates  and 
Galen,  fortunately  will  be  a  thing  of  the  past  and  thousands  of 
pharmaceutic  preparations  will  be  no  more  a  means  of  financial 
tjain. 

Serum  therapy  and  vaccine  therapy  would  seem  to  be  the 
logical  i)roducts  for  determining  the  basic  principles  which  un- 
derlie the  action  between  the  disease-producing  agent  and  in- 
volved organism.  With  this  as  a  working  basis  a  great  deal 
has  been  accomplished  already  and  the  future  developments  in 
its  use  seem  promising. 

The  mucous  menibranc  of  the  nose  and  throat,  by  reason  of 
its  functions  and  location,  is  the  tissue  of  the  body  most  exposed 
to  the  various  disease -producting  organisms.  Wc  arc  cf>nstantly 
inspiring  air  laden  with  bacteria,  and  the  food  which  wc  cat 
often  contains  numerous  colonies  of  these  disease-producing 
germs.  The  bacteria  which  have  been  found  most  frequently 
are  the  staphylococci,  streptococci,  pncumococci.  micrococcus 
catarrhalis,  bacillus  influcn/ac.  bacillus  of  Kricdiander.  and  var- 
ious organisms  morphologically  resembling  the  diphtheria  ba- 
cillus. 

While  a  great  many  of  the  acute  and  chronic  diseases  of  the 
nose  and  throat  have  been  treated  successfully  with  bacterins  by 
many,  yet  my  experience  has  been  quite  limited,  and  what  our 
results  have  been  is  not  a  fair  test  of  its  value  in  ^^^<^^.•  .  .v. - 
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and  its  failure  in  others.  In  treating:  hospital  cases  it  is  almost 
impossible  to  continue  treatments  for  any  definite  period  of 
time,  or  is  it  possible  to  note  the  final  results  in  but  a  very  few, 
because  of  the  fact  that  they  are  often  prone  to  go  from  one 
clinic  to  another. 

Case  I:  I  treated  |Hi»>naliy  in  iii_\  i-dm  ,i  Ntiiuig  lady,  aged 
35,  who  has  had  a  marked  atrophic  rhinitis  since  early  childhood 
and  has  been 'treated  by  various  laryngologists,  with  no  perma- 
nent improvement.  1  treated  her  with  a  stock  catarrhal  vac- 
cine ;  she  received  \.\\o  injections  weekly,  starting  with  half  of 
a  centimeter,  and  increasing  to  one  centimeter.  I  could  notice  a 
slight  improvement  in  the  crust-formation  and  in  the  ozena  after 
the  third  injection.  She  was  given  in  all  twelve  doses  and  it  has 
now  been  two  months  since  the  treatment  was  discontinued  and 
her  condition  is  the  same  to-day  as  when  the  treatment  was 
started.  Nothing  was  used  at  this  time,  in  a  local  measure,  ex- 
cept cleansing  solutions  in  the  nostrils. 

Case  2:  A  young  man,  aged  30,  had  a  history  of  acute  rhi- 
nitis, coming  on  at  frequent  intervals  as  he  stated,  when  least 
subjected  to  a  draught.  These  attacks  occurred  equally  in  the 
summer  and  winter  months.  When  I  first  saw  him  last  August 
I  found  that  he  had  a  marked  deflection  of  the  nasal  septum 
and  enlarged  obstructive  tonsils.  Both  of  these  conditions  were 
corrected  but  failed  to  give  him  any  marked  relief.  I  then  tried 
to  immunize  him  by  the  use  of  stock  combined  catarrhal  vac- 
cines. I  administered  first  the  vaccines  made  by  a  well-known 
manufacturer,  giving  him  two  injections  weekly  until  twelve 
were  given,  with  no  apparent  results.  A  few  weeks  later  I  tried 
vaccines  made  by  another  firm ;  the  same  number  of  injections 
were  given,  and  it  is  now  about  three  months  since  his  last  in- 
jection, and  up  to  the  present  time  he  has  had  no  acute  attacks 
of  rhinitis. 

Case  jt-  Case  of  doctor  who  complained  of  having  frequent 
attacks  of  colds  in  the  head,  in  which  the  vaccines  manufac- 
tured by  a  local  firm  have  produced  an  apparent  immunity,  last- 
ing one  year. 

In  all.  excepting  accessory  sinus  cases,  we  have  treated  at  the 
Jeflferson  Hospital  Clinic  ten  cases.  Five  were  treated  by  Dr. 
Lott  and  five  by  Dr.  Hearn,  assistants  of  the  clinic.  Seven  of 
these  cases  were  well-marked  cases  of  atrophic  rhinitis;  out  of 
these  cases  six  were  much  improved  and  one  slightly  so.  In 
two  of  these  the  ozena  was  practically  relieved.  The  final  re- 
sults we  are  unable  to  give  at  this  time  on  account  of  the  cases 
not  returning.     There  were  two  cases  of  chronic  naso-pharyn- 
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j^ilib;  «jiic  \\a>  \erv  inucli  improved  and  one  practically  cured. 
There  was  a  case  of  retarded  resolution,  following  rhinitis. 
\\  hich  was  entirely  relieved  by  one  injection. 

-Ml  of  these  cases  were  treated  by  stock  combined  vaccines, 
and  the  dosage  and  frequency  were  followed  according  to  the 
<lirections  given  by  the  manufacturers.  So  far  there  have  been 
no  complications,  excepting;  the  case  of  atrophic  rhinitis  which 
I  had  in  my  office,  which  developed  in  the  course  of  treatment 
an  acute  laryngitis,  but  which  F  did  not  attribute  to  the  use 
of  vaccines.  There  were  slight  local  reactions  in  some  of  the 
cases  and  -nnie  follnuiwl  liv    .1  -ilitiht  chill   and   ri<e  in  tempera- 

tlKc. 

Personally  I  feel  that  there  has  been  less  success  in  the  treat- 
ment of  nasal  di.sordcrs  than  there  has  been  in  chronic  suppura- 
tive otitis  media  and  chronic  suppurative  sinusitis.     It  has  been 
the  experience  of  some  that  in  order  to  keep  patients  suffering 
with  atrophic  rhinitis  in  an  improved  condition  it  appeared  nec- 
essary til  continue  the  treattnent  indefinitely.     So  far  as  I  have 
I>ecn  able  to  determine  by  experience  and  by  the  experience  of 
f.thcrs,  we  have  as  yet  no  satisfactory  index  to  dosage.       Most 
of  the  writers  deem  it  advi.sable  to  begin  with  small  doses,  that 
i~  doses  which  have  been  shown  to  do  no  harm  as  far  as  we  can 
judge  by  clinical  evidence.     The  injections  arc  to  be  given  from 
four  to  .«ievei>  days  apart,  the  size  of  the  dose  being  increased 
slightly  each  time,  and  if  there  is  no  evidence  of  improvement 
from  the  treatment  larger  doses  are  recommended.     If  the  re- 
action   becomes   marked    the   dose   is   diminished,    and    the   in- 
I  rea.«ird  dosage  carried  out  less  abruptly  and  at  longer  intervals. 
As  Dr.  Simon  states  in  his  work  on  "Infection  and  immunity :" 
There  arc  no  hard-and-fast  rules  to  be  laid  down  at  the  pres- 
<iit  time.     The  would-be  immuni/ator  must  learn  from  experi- 
ence and  should  not  pay  too  much  attention  to  'negative  and 
positive  phases'  when  these  arc  based  on  the  feelings  of  well- 
being  and  on  depression  on  the  part  of  the  patient,     lie  shc.uld 
be  neither  of  tog  optimistic  nor  of  too  pessimistic  a  tempera- 
ment  and   should   weigh   the   evidence   with   a   calm,    unbiased 
mind:  in   other   words   he   must   be   an   exceptional   individual. 
I  really  know  of  no  field  in  medicine  at  the  present  day  where 
it  is  possible  to  draw  so  many  erroneous  conclusions  regarding 
the  value  of  a  therapeutic  agent  as  in  the  domain  of  vaccine- 
therapy  in  its  application   to  chronic   infections.     Much   gt^ 
can  unquestionably  be  accomplished,  but  we  must  be  careful 

not  lo  attribute  all  improvemen'   - ir  immunizing  effort'^." 
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VACCINE  TREATMENT  IN  ACCESSORY  SINUS 
SUPPURATION.* 

Dk.  Koss  Haul  Skiu,kk.\,  I'hiladclplna. 

Previous  Kxpkkikncks:  Several  years  ago  I  used  autogenous  vac- 
cines on  a  small  number  of  cases  of  chronic  purulent  ethmoiditis 
and  while  the  immediate  results  apja-'ared  to  show  improvement  the 
ultimate  results  were  not  sufficiently  encouraging  to  warrant  contin- 
uing their  use. 

Prksent  Experiences  :  Within  the  past  few  months  we  have  in- 
stituted treatment  of  sinus  suppuration  with  stock  vaccines.  The 
number  of  cases  treated  were  twenty.  Frontal  acute  3,  chronic  4 ; 
ethmoidal  chronic  8 ;  maxillary  acute  3,  chronic  2.  Injections  va- 
ried from  two  to  twelve.  The  quantity  began  at  Yj  ccm.  and  at 
fourth  injection  1  ccm.  No.  36  Sherman  was  invariably  used.  P'or- 
mula  :  Friedlander  bac.  300,000,000,  microc.  catarrhalis,  200,000,000 
streptoc.  fiO.OOO.OOO,  pneumon.  80,000,000,  staph,  aur,  and  alb,  a.  a. 
200,000,000.  In  the  acute  cases  two  or  three  injections  sufificed 
while  the  chronic  cases  always  went  to  the  full  number. 

Results  Immediate:  The  results  within  two  days  were  often  so 
good  as  to  delude  one  with  false  hopes.  The  local  reaction  where 
the  injection  was  made  was  always  marked  from  the  first  applica- 
tion, appearing  as  a  greater  or  lesser  soreness  and  stiffness  in  that 
portion  of  the  arm  or  leg.  Subsequent  injections  provoked  this  re- 
action less  and  less.  The  sinus  condition  was  usually  better  al- 
though in  the  chronic  cases  the  discharge  was  often  worse  and  oc- 
casionally unaffected.  The  two  or  three  subsequent  injections  seemed 
to  bring  continual  improvement,  and  while  this  was  real  in  the 
acute  cases,  in  the  chronic  it  was  oftimes  but  apparent.  Up  to  the 
present  none  of  the  chronic  cases  have  been  absolutely  cured  al- 
though many  show  great  improvement. 

End  Results:  Frontal  sinus,  acute  3,  chronic  4,  cured  3,  bene- 
fited 2 ;  not  improved  2.  Maxillary  sinus,  acute  3,  chronic  2.  curefl 
^,  benefited  (acute)  1,  (chronic)  2.  Ethmoid  cells,  chronic  8; 
cured  1,  benefited  3,  not  improved  4.  Total  cured  C,  benefited  8,  not 
improved  6.  Percentage  of  cures  in  acute,  5  of  C  or  86  per  cent. 
Percentage  of  cures  in  chronic,  1  of  14  or  7  per  cent.  Percentage 
benefited  in  chronic  8  of  20  or  40  per  cent.  Percentage  of  absolute 
failures  in  chronic,  6  of  20,  or  30  per  cent. 

Conclusions:  1.  This  therapy  is  of  great  value  in  acute  cases 
which  are  slow  in  healing  and  tend  to  become  chronic.  2.  It 
should  be  a  routine  procedure  in  all  chronic  conditions  which  show 
a  tendency  to  be  of  the  latent  type.  3.  It  should  be  administered 
after  radical  operations.  4.  It  offers  the  most  hope  in  old  operated 
cases  which  have  not  been  entirely  cured  or  have  Ijecome  reinfected 
2032  Chestnut  Street. 

•Read  before  tho  Philadelphia  IjjrynKolog-lcal   Society.  May  19,   1914 
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BACTERINS  IN  THE  TREATMENT  OF  DISEASES 
OF  THE  EAR.' 

Dr.  George  M.  Coates,  Philadelphia. 

When  Wright,  of  London,  published  his  now  famous  work 
of  a  few  years  ago  on  the  opsonic  index  and  vaccine  therapy, 
it  was  generally  thought  that  the  end  was  almost  in  sight  lor 
which  medical  research  had  been  working  since  time  imme- 
morial, namely  a  safe,  sure  and  scientitic  cure  for  all  diseases 
of  bacterial  origin.  How  this  has  failed  of  entire  fulfillment 
we  all  know,  but  wc  are  daily  finding  that  most  of  our  earlier 
disappointments  were  from  misunderstandings  of  the  workings 
of  the  agents  wc  were  using  and  from  the  fact  that  this  form  of 
therapy  is  not  suited  to  all  cases.  Experience,  furthermore, 
showed  that  the  opsonic  index  which  seemed  destined  to  be  a 
reliable  guide  to  the  dosage  to  be  employed,  failed  because  of 
its  difficult  technic  and  the  consequent  great  variation  in  read- 
ings. To  compensate  for  this  k)ss,  observers  soon  found  that  a 
close  study  of  the  clinical  signs  and  symptoms  following  injec- 
tions of  bacterins  was  a  nmre  reliable  guide  and  at  the  same 
time  one  open  to  the  general  practitioner  and  to  those  untrained 
in  the  more  intricate  laboratory  methods.  In  the  general  appli- 
cation of  bacterin  therapy  to  all  known  diseases  that  followed 
the  announcement  of  Wright's  work,  diseases  of  the  ear  were 
of  course  included,  but  the  work  done,  in  this  country  at  least 
ludgcd  from  the  published  reports,  was  sporadic. 

I,e\y.'  in  1909,  reported  a  series  of  cases  collected  l^y  him  as 
ii>lk>ws:  .\cute  purulent  otitis  media,  cured  19;  improved.  1  ;  not 
iiiproved,  4:  total,  24.  Chronic  purulent  otitis  media,  cured, 
13;  improved.  6;  not  improved,  5;  total.  24,  He  does  not  state 
whether  autogenous  or  stock  vaccines  were  used  nor  mention  the 
infecting  organisms.  Nevertheless,  the  proj)ortion  of  cures  is 
l.irge  and  well  worthy  of  <«erious  consideration. 

As  an  indication  of  the  use  of  vaccines  in  serious  complicjttion^ 

I  ntifir  disease  a  report  by  Graef  aptl  Wynkoop,'  in  1910,  of 

.1  ■  A-i    •  ■]   lateral  sinus  thrombosis  cured  by  this  means  is  of 

interest.     The  case  was  one  of  ordinary  acute  suppurative  otitis 

">r<Iia  followed  by  mastoiditis  and  operation  and  later  on  bv 

'i..;i<l  tH>raiv  ih»  rhUndplphU  UtryncoloKlcat  Roddy,  Mar  1*.  1*1* 
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the  development  of  sinus  thrombosis  and  bactcriemia.  Injections 
of  a  stock  suspension  of  streptococcus  followed  by  the  auto- 
genous vaccine  as  soon  as  it  could  be  obtained,  effected  a  cure. 
In  all,  the  case  received  twenty-three  doses  of  vaccine  ajjgrcgat- 
ing  413  million  organisms. 

Dwyer,*  in  1910,  in  a  general  report  on  vaccines,  mciuii.n>  a 
number  of  ear  cases  treated  with  autogenous  preparations.  In 
his  cases  of  subacute  suppurative  otitis  media  he  used  suspen- 
sions of  staphylococcus,  streptococcus  or  bacillus  pyocyaneus. 
Of  those  treated  with  staphylococcus  vaccine  3  were  cured,  1 
improved  and  1  not  improved;  with  the  streptococcus,  4  cured, 
1  not  improved ;  with  the  pyocyaneus  bacillus,  7  not  improved. 
In  the  case  of  the  latter  organism  he  says  that  this  result  was 
not  unexpected  "on  account  of  the  well-known  cultural  and 
pathogenic  characteristics  of  this  bacillus,  it  being  one  of  low 
pathogenic  power,  at  least  for  man,  generally  existing  as  a  para- 
site, not  being  the  primary  invading  organism  V)Ut  a  secondary 
one."  Thomas*  says  practically  the  same  thing  in  regard  to  thi- 
bacillus.  Dwyer  further  reports  four  cases  of  chronic  suppurative 
otitis  media  of  which  3  were  cured  and  1  not  improved,  and 
states  that  most  of  his  ear  cases  were  chosen  from  the  subacute 
type  because  of  the  desire  to  obtain  quick  results,  they  being 
out-patient  dispensarj^  cases  who  could  not  be  kept  under  ob- 
servation for  a  long  period  of  time ;  but  that  it  is  reasonable  to 
suppose  that  chronic  suppurations  of  the  ear  would  yield  «s 
surely  if  not  as  quickly.  Even  where  a  necrosis  of  the  bone  is 
present,  by  stimulating  the  resistance  of  the  body  to  the  causa- 
tive organism,  the  dead  bone  should  gradually  loosen  and  come 
away  and  a  cure  eventually  result.  Later  experiences  of  other 
observers  would  seem  to  bear  this  out. 

Still,"  in  1911,  reports  124  cases  of  middle-ear  infection  in  in- 
fants and  young  children  treated  by  vaccines  with  the  follow- 
ing results:  70  cured,  22  improved,  24  lost  track  of,  5  not  im- 
proved, 3  mastoid  operations.  Many  of  these  were  chronic  sup- 
purations of  years'  standing.  It  is  interesting  to  note  the  caus- 
ative organisms  obtained  and  used  in  the  preparation  of  the 
vaccine:  Staphylococcus  albus,  39;  staphylococcus  citreus,  12; 
staphylococcus  aureus,  19;  streptococcus,  26;  streptococcus  and 
staphylococcus,  12  ;  diphtheria,  14 ;  pneumococcus,  4. 

Thirty  cases  of  middle-ear  disease  treated  by  autogenous  vac- 
cines were  reported  in  1911  by  MacDonald".  Thirteen  of  these 
were  subacute  cases,  12  caused  by  staphylococcus  albus  and  1 
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by  pneumococcus.  All  healed  promptly.  In  the  chronic  class 
there. were  17  varying  in  duration  from  three  months  to  thirty 
years.  He  reports  3  cured,  5  improved  and  9  with  no  improve- 
ment. One  of  the  cured  cases  showed  a  mixed  infection  oi 
staphylococcus  albus  and  bacillus  pyocyaneus.  He  does  not 
recommend  vaccines  as  a  routine  measure  in  chronic  cases  but 
thinks  they  should  be  tried  when  other  measures  fail. 

Huvelle'  in  an  article  on  the  present  status  of  vaccines  in  the 
treatment  oi  middle-ear  disease  in  1912.  thinks  they  are  very 
valuable  as  an  aid  to  treatment,  and  that  in  most  cases  they 
will  succeed  in  checking  the  discharge,  and  moreover,  that  they 
very  much  shorten  the  time  of  convalescence  in  the  subacute 
cases  and  hasten  the  healing  of  wounds  caused  by  the  operation 
for  mastoiditis. 

In  1912  also  I  find  a  report  on  the  subject  by  Christie*  who 
advises  the  use  of  vaccines  only  in  those  cases  which  have  re- 
sisted local  treatment  and  then  in  addition  to  and  not  in  ex- 
clusion of,  such  treatment.  He  believes  vaccines  have  a  great 
deal  of  usefulness  in  acute  and  subacute  cases  but  that  in  the 
chronic  variety  their  value  is  much  restricted. 

Sherman*  considers  that  many  cases  of  aural  vertigo  are  due 
to  changes  in  the  middle  ear  and  labyrinth  caused  by  a  micro- 
organismal  infection,  even  including  the  so-called  sclerotic  cases 
in  this  category.  .Vnd  he  furthermore  believes  that  in  the 
great  majority  of  instances  the  streptococcus  is  the  primary  in- 
vading organism,  although  it  is  often  contaminated  or  even  re- 
placed by  the  staphyIoc(Kcus.  .Acting  on  this  theory  he  has 
treated  cases  of  aural  vertigo  with  injections  of  streptococcus 
vaccines  (presumably  stock),  and  reports  a  series  of  twenty 
cases  successfully  treated  in  this  manner. 

West,"  of  London,  has  usc<l  vaccines  very  successfully  in 
furunculosis  of  the  auricle  and  external  canal,  as  have  many 
other  practitioners.  He  says  that  these  cases  of  furunculosis  arc 
almost  invariably  due  to  the  staphylococcus  aureus,  and  that 
striking  results  are  sometimes  obtained  with  this  vaccine  in 
chronic  eczema  of  the  auricle.  In  acute  suppurative  conditions 
of  the  middle  ear,  he  thinks  vaccines  never  do  harm  if  given  with 
due  caution  and  often  excellent  results  are  obtained.  In  lateral 
sinus  thrombosis  it  is  his  custom  to  give  streptococcic  vaccine  as 
the  patient  leaves  the  table  after  operation  and  claims  that  his 
mortality  has  bee'n  greatly  reduced  in  this  way.     In  contra-dis- 
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tinction  to  the  observations  of  most  of  the  other  authors  quoted, 
West  has  seen  "immediate  and  remarkable  success  reward  vac- 
cine administration  in  cases  of  pyocyaneus  infection." 

Of  great  interest  is  the  report  of  Weston  and  Kohner"  in 
the  treatment  of  acute  suppurative  otitis  media  (scarlatinal)  by 
bacterins.  Thejr  experiments  were  conducted  in  the  Philadel- 
phia Hospital  for  Contagious  Diseases  in  1910-11  and  cover  100 
cases  in  all  but  one  of  which  autogenous  vaccines  were  used. 
The  organisms  most  frequently  found  by  them  in  this  class  of 
cases  were  the  psuedo-diphtheria  bacillus,  staphylococcus  aureus 
and  bacillus  pyocyaneus  in  the  order  named.  In  all  but  fifteen 
cases  dry  ears  were  obtained  in  a  much  less  average  time  than 
had  been  the  case  when  other  methods  of  treatment  had  been 
used.  Under  vaccine  treatment  22.9  per  cent  of  the  cases  were 
cured  in  from  one  to  thirty  days  as  compared  to  only  7.46  per 
cent  by  other  methods.  They  conclude  that  the  best  time  for 
beginning  treatment  of  these  cases  is  from  the  eighth  to  the 
sixteenth  day  of  the  discharge.  The  one  case  on  whom  a  stock 
vaccine  was  used  had  resisted  a  pyocyaneous  autogenous  vac- 
cine but  yielded  to  a  stock  preparation  of  staphylococcus  aureus 
and  bacillus  psuedo-diphtheria  after  the  fourth  dose  and  in  spite 
of  the  fact  that  his  ear  had  been  suppurating  for  ten  years.  The 
technic  employed  by  Weston  and  Kolmer  was  in  most  respects 
similar  to  that  employed  by  Nagle  and  others  which  I  shall 
describe  in  detail  later  on,  except  that,  where  there  was  a  mixed 
infection,  each  organism  was  plated  out  and  grown  separately 
and  then  mixed  afterwards,  which  allowed  greater  accuracy  in 
dosage. 

By  far  the  most  important  work  to  us  as  aurists,  in  my  esti- 
mation, is  that  done  by  Dr.  Evelyn  Wyman  Nagle,  of  Boston. 
At  the  meeting  of  the  American  Laryngological,  Rhinological 
and  Otological  Society  in  Washington  in  1910,"  she  read  a  re- 
port of  forty  cases  of  chronic  suppurative  otitis  media  treated  by 
autogenous  vaccines  with  but  one  failure  to  secure  dry  ears. 
Two  of  these  cases  relapsed  after  intervals  of  one  or  two.  years. 
In  the  first  case  the  child  had  removed  from  Boston  so  that  a 
further  trial  of  vaccines  could  not  be  made,  but  in  the  second 
this  treatment  was  reinstituted  with  twenty  injections  and  the 
ear  was  still  dry  after  eleven  months.  Such  a  report  as  this  was 
startling  and  was  received  by  the  profession  with  some  skepti- 
cism. It  was,  however,  the  result  of  intelligent,  careful  and 
painstaking  technic  such  as  must  always  be  employed  in  this 
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form  of  therapy  to  obtain  the  best  uniform  results.  I  shall 
quote  her  own  description  of  the  preparation  of  the  vaccine  since 
it   is   the   method   employed   by   most   skillful    bacteriologists : 

"In  makiiiK  my  vaccines  I  took  the  pua  which  was  forced  out  Into  the 
aural  canal  from  the  Kustachian  tube  by  catheterizlng.  The  canal  was 
previously  cleansed  with  alcohol  and  dried.  This  discbarge  was  smeared 
over  the  surface  of  the  culture  tubes  and  these  tubes  were  then  incu- 
bated at  a  temperature  of  '^'  ('.  until  the  growth  had  nearly  reached 
its  heUbt. 

"The  time  of  incubation  varies  according  to  the  rapidity  of  the  growth 
of  bacteria.  When  the  height  of  the  growth  is  nearly  reached  it  Is 
washed  down  into  the  bottom  of  the  tube,  off  the  surface  of  the  media, 
with  normal  saline  solution  under  sterile  conditions  and  collected  in 
one  tube.  The  lube  is  then  sealed  with  the  blow  pipe  and  subjected 
to  the  lowest  temperature  for  the  shortest  period  that  is  possible  to 
kill  the  organisms.  The  vaccine  was  then  tested  to  see  if  it  was 
sterile,  and,  if  not,  the  tube  was  then  sealed  again  and  subjected  to 
more  heat.  In  .staphylococcus  vaccine  six  hundred  million  bacteria 
were  put  into  every  cubic  centimeter  of  the  vaccine,  while  vaccine 
made  from  other  organisms  contained  only  one  hundred  million  bacteria 
to  the  ceuttmeter.  I  put  the  vaccine  in  sterile  bottles  holding  flfty 
cubic  centimeters  and  sealed  it  with  an  inverted  rubber  nipple.  The 
well  thus  made  by  inverting  the  nipple  was  fliled  with  absolute  alco- 
hol to  sterilize  It  before  pushing  tile  aseptic  hypodermic  needle  through 
it  to  draw  out  the  vaccine. 

"It  Is  quite  essential  to  have  an  active  vaccine.  The  activity  de- 
pends on  getting  a  virulent  type  of  bacteria,  on  killing  them  at  the 
right  time,  before  they  begin  to  lose  their  characteristics,  and  on  sub- 
Je<'tinK  them  to  the  lowest  degree  of  heat  for  the  shortest  time  neces- 
sary to  kill   the  bacteria." 

The  initial  dose  was  small,  one  quarter  of  a  cubic  centimeter 
or  a  hundred  and  lifty  million  in  the  case  of  staphylococcic  vac- 
cine, increasing  it  to  one-half,  two-thirds  and  so  forth  at  three- 
day  intervals.  Clinical  observations  replaced  the  taking  of  the 
opsonic  index  and  were  found  satisfactory  in  judging  the  dose. 
There  were  no  ill  effects,  a  slight  headache,  malaise,  depression, 
and  once  or  twice  nausea  being  the  only  symptom  complained  of. 
.•\  sense  of  exhilaration  comes  on  about  twelve  hours  after  this 
depression,  lasts  from  two  to  two  and  a  half  days  and  is  again 
followed  by  depression.  The  next  dose  is  timed  to  be  given  as 
the  exhilaration  is  beginning  to  wear  ofT.  The  general  physical 
condition  of  these  patients  improved  under  tratment  and  the 
vaccine  was  given  about  six  times  after  the  ear  became  dry  to 
insure  against  relapses.  Ft  is  to  be  remembered  that  all  of 
these  ca.ses  were  of  the  chronic  variety,  had  all  had,  and  resisted, 
the  ordinary  forms  of  treatment,  and  in  thirty-six  of  them  the 
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discharge  had  continued  from  one  to  forty  years.  Dr.  Xagle 
also  observed  that  often  treatment  with  a  staphylococcic  vac- 
cine alone  would  so  raise  the  resisting  power  of  the  blood  that 
the  other  bacteria  present  were  killed  at  the  same  time  as  the 
staphylococci. 

Nagle,"  at  the  Ninth  International  Otological  Congress  in 
1912,  reported  a  further  series  of  thirty  cases.  Only  twenty- 
five  of  these  should  be  counted,  as  the  other  five  did  not  report 
regularly  for  treatment  Of  these  twenty-five,  twenty-two  were 
cured  at  the  time  of  writing  and  three  were  still  under  treatment 
greatly  improved.  This  makes  a  grand  total  of  sixty-five  cases 
with  but  one  failure,  a  truly  remarkable  record  and  one  that 
should  stimulaie  us  all  to  do  more  of  this  work.  Three  essen- 
tials in  this  form  of  treatment  are  promulgated :  the  vaccine 
must  be  active,  the  period  of  time  between  doses  so  regulated 
that  the  power  of  resistance  shall  be  raised  each  time  and  cor- 
rect dosage  used,  but  no  rules  can  be  laid  down  for  these. 

AlcKernon'*  has  noticed  that  in  all  cases  of  mastoiditis  fol- 
lowing scarlet  fever  operated  upon,  healing  is  complicated  by 
soft,  flabby  granulations  with  an  excess  of  discharge,  greater 
than  that  found  in  ordinary  infection  of  the  mastoid,  and  fur- 
thermore that  the  sutures  sloughed,  the  healing  was  always  pro- 
tracted, and  difficult,  and  that  ugly  scars  usually  resulted.  He 
finds  this  to  be  true,  in  a  lesser  degree,  in  those  cases  of  mas- 
toiditis following  measles.  Since  using  autogenous  vaccines 
prepared  from  the  pus  found  in  the  mastoid  cells  in  ten  cases 
at  the  time  of  his  report  in  1910,  all  of  his  cases  have  healed 
rapidly  and  nicely,  and  compare  most  favorably  in  this  respect 
with  the  average  simple  mastoid  wound  of  other  infections.  He 
also  found  that  in  these  cases  there  was  a  rapid  disappearance 
of  the  ear  discharge  and  restoration  to  normal  of  the  middle 
ear  and  drum  membrane.  These  scarlet  fever  cases  showed  the 
streptococcus.  His  average  dosage  was  twelve  millions  for  a 
child  Zyi  years  old,  for  the  initial  dose,  and  increased  every 
other  day  by  six  millions  to  a  maximum  of  thirty  millions.  In 
older  children  with  high  temperature  he  started  with  fifty  mil- 
lions and  diminished  the  dose  as  the  temperature  dropped. 
These  results  are  in  accord  with  those  of  Weston  anfl  Kolmer, 
quoted  above. 

The  experience  of  the  writer  began  about  three  years  ago 
with   the   use  of  autogenous  vaccines   in   acute   and   subacute 
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cases  and  lias  eMciiUcd  to  cover  liic  ciiroiuc  i.jiiii  ut  car  sup- 
purations as  well  and  also  includes  a  rather  large  series  treated 
with  commercial  mixed  bacterins.  To  properly  consider  this 
subject,  it  is  necessarj'  to  divide  our  cases  into  acute  (including 
those  ordinarily  spoken  of  as  subacute)  and  chronic,  and  to 
further  divide  these  two  classes  into  those  treated  by  autogenous 
I  or  in  some  instances  by  laboratory  stock)  vaccines  and  those 
in  which  the  commercial  product  was  used. 

I  prefer  to  consider  first  the  acute  (and  subacute)  cases  treat- 
ed with  autogenous  or  laboratory  stock  vaccines,  as  I  have  but 
a  few  cases  to  report  and  the  history  of  one  is  the  history  of  all. 
There  were  but  five  of  these  cases  each  starting  as  a  severeacute 
suppurative  otitis  media ;  incision  of  the  membrana  tympani ; 
copious  discharge  but  without  entire  relief  from  pain  or  return 
of  the  temperature  to  normal.  Moreover,  there  was  in  each 
case  a  well-marked  mastoid  tenderness,  with  some  redness  and 
puftiness  back  of  the  auricle,  and  a  leucocytosis.  This  condition 
remained  stationary  for  a  week  or  ten  days,  when  vaccine  treat- 
ment was  instituted.  In  two  of  these  cases  a  laboratory  stock 
vaccine  was  used  (staphylococcic)  and  both  cases  cleared  up 
after  the  second  dose  of  two  hundred  million  and  proceeded  to 
prompt  convalescence. 

In  the  other  three  where  the  trouble  had  continued  for  tu.. 
or  more  weeks  an  autogenous  staphylococcic  vaccine  was  ad- 
niinistered.  Two  cleared  up  at  once ;  the  other  who  received 
900  million  at  a  dose  soon  lost  her  mastoid  symtoms  but  the 
ear  was  not  permanently  dry  for  three  weeks. 

It  must  be  b<irno  in  mind  that  in  treating  these  acute  ca.scs  too 
much  credit  for  the  cure  may  be  given  the  vaccine.  Many  of 
the  cases  heal  cither  spontaneously  or  with  ordinary  drainage 
and  cleanliness,  so  that  it  is  often  impossible  to  say  positively 
that  the  cure  was  the  result  of  the  treatment,  especially  in 
-uch  a  short  series  of  cases  as  here  presented.  Nevertheless,  it 
1^  the  opinion  of  the  writer  that  this  was  the  determining  factor 
m  tarh  case,  as  the  disappearance  of  the  persistent  mastoid 
-yinpluiiis  was  prompt  and  permanent.  One  of  these  cases  had 
been  urged  to  have  a  mastoid  operation  and  had  refused,  and  the 
barterin  treatment  was  administered  as  the  only  alternative. 

In  chronic  car  suppuration  it  is  much  easier  to  say  definitely 
that  a  jfiven  treatment  is  efficacious  or  not,  but  even  here,  many 
.-.iscs  are  of  the  intermittently  discharging  type  so  that  unless 
UP  ran.  in  •^p'*"  -■''  ''•-  "ntinuing  •>•'■•—  forms  of  treatment,  ^c- 
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cure  prompt  cessation  of  the  discharge  and  can,  by  observation 
over  a  long  period  of  time,  assure  ourselves  that  it  has  not  re- 
turned, we  can  only  keep  the  method  sub  judici.  The  chronic 
suppurations  here  reported  are  few  in  number,  and  were  not 
very  satisfactory  patients  because  of  their  tendency  to  become 
discouraged,  their  objection  to  the  hypodermic  needle  and  the 
severe  type  of  middle-ear  disease  present.  They  were  cases 
that  had  successfully  resisted  other  forms  of  treatment  and  had 
been  discharging  from  one  to  fifteen  years. 

Case  I  discontinued  treatment  after  two  doses  very  much 
improved,  but  we  are  unable  to  trace  her  to  determine  the  final 
result.  She  showed  a  pure  culture  of  staphylococcus  and  was 
given  doses  of  100  millions  at  six-day  intervals.  She  was  Z'/j 
years  old  and  one  ear  had  discharged  for  one  year. 

Case  -':  Boy,  !)  years  old;  both  ears  discharging  since  in- 
fancy. Great  destruction  of  the  tympanic  membrane.  Cultures 
showed  bacillus  psuedo-diphtheria  and  bacillus  pyocyaneus.  He 
was  given  730  millions  at  inter\als  of  three  and  four  days  at 
first  and  showed  improvement  from  the  start,  being  discharged 
with  dry  ears  in  eight  weeks. 

Case  J :  Girl,  age  o;  discharging  ears,  miv  foul  since  infancy, 
masses  of  granulations  tilling  each  canal.  Culture  showed 
psuedo-diphtheria  and  staphylococcus  and  the  dosage  was  250 
millions  at  four  day  intervals.  Later  in  the  case  the  staphy- 
lococcus was  replaced  by  the  bacillus  pyocyaneus.  She  is  still, 
after  four  months,  under  treatment,  having  been  rather  irregu- 
lar in  attendance,  and  the  ear  still  suppurates,  although  very 
much  reduced  in  amount.  The  foul  odor  also  persists,  but  the 
granulations  are  almost  gone.  I  believe  that,  while  she  is  a 
failure  at  present,  we  may  yet  obtain  a  dry  ear  by  persistent 
treatment. 

Case  4:  Girl,  IT  years  old,  having  a  discharge  from  the  right 
ear  for  fifteen  years  with  destruction  of  the  drum  and  granula- 
tions. The  infection  proved  to  be  diphtheria  bacillus,  type  D, 
and  she  was  given  700  millions  at  intervals  of  one  week.  The 
discharge  lessened  after  the  first  few  injections  and  the  ear  was 
dry  in  ten  weeks. 

Case  5:  Girl,  7  years  old,  with  profuse  discharge  from  the  ear 
for  two  years,  having  resisted  all  treatment  showed  staphylococ- 
cus and  pyocyaneus.  The  record  of  the  dose  in  this  case  is 
lost  but  the  ear  became  dry  after  six  injections. 
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These  cases,  with  one  exception,  have  not  been  dry  for  a 
long  enough  period  to  be  able  to  say  definitely  that  they  are 
cured,  but  the  fact  that  they  became  dry  at  all  or  even  improved 
is  a  decided  gain. 

The  treatment  of  any  disease  by  mixed  commercial  vaccines 
on  the  old-fashioned  shot-gun  principle  has  been  universally 
condemned  by  most  writers  as  unscientific  and  dangerous,  and  it 
was  with  some  hesitancy  and  considerable  skepticism  that  the 
writer  decided  to  try  out  this  form  of  treatment  in  cases  of  sup- 
purative otitis  media.     It  was  done  for  the  following  reasons : 

The  general  practitioner  or  specialist  throughout  the  country 
and  in  the  smaller  towns  and  cities  has  not  access  to  a  laboratory 
where  he  can  have  the  infecting  organism  determined  and  have 
a  vaccine  prepared,  neither  has  he  the  time,  apparatus  or  the 
technical  knowledge  to  do  it  himself.  Furthermore,  many  pa- 
tients even  in  the  larger  cities  cannot  afford  the  expense  of  these 
e.xaniinations  and  yet  arc  not  of  the  class  willing  to  go  to  the 
dispensaries  as  charity  patients.  While  without  doubt  the  use 
of  an  autogenous  vaccine,  properly  made,  is  the  only  true  scien- 
tific way  of  treating  these  cases  from  the  standpoint  of  vaccine 
therapy,  it  occurred  to  the  writer  that  if  it  could  be  determined 
that  the  mixed  commercial  bactcrins,  used  empirically,  had  value, 
it  would  be  a  great  boon  to  many  a  practitioner  of  medicine  and 
many  a  poor  but  worthy  patient,  since  the  cost  of  this  form  of 
therapeutics  is  little  and  the  administration  easily  performed. 

The  conditions  under  which  this  trial  was  carried  out  were 
therefore  made  precisely  similar  to  those  of  cases  treated  in  the 
heart  of  the  country  districts  and  were  made  as  rigid  as  pos- 
sible. In  other  words  no  other  treatment  was  given,  the  causa- 
tive organism  was  not  ascertained  by  culture  and  the  dosage 
was  made  dependent  on  clinical  observation.  The  Social  Ser- 
vice Department  was  of  great  use  to  us  in  bringing  back  for  ob- 
servation and  treatment,  cases  who  became  negligent  about  reg- 
ular attendance,  and  its  workers  are  most  enthusiastic  about 
thi.s  method.  The  cases  were  taken  just  as  they  presented  them- 
selves acute,  subac'.i'a  or  chronic,  and  many  of  them  were  those 
who  had  run  the  gamut  of  methods  of  treatment,  other  than 
vaccines,  without  result.  I  shall  not  give  the  detailed  histories 
at  this  time  as  this  is  merely  a  preliminary  report  on  this  phase 
of  the  subject,  and  a  summary  of  tlu-  r.^nhs  ohtninct  •-  '-nriugh 
for  a  paper  of  this  description. 
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Two  foriuulus  were  u>ed  cliicH),  as  lollovvs:  The  lirst  con- 
tained Friedlander's  bacillus,  300  millions;  micrococcus  catarrh- 
alis,  200  millions;  pMcumococcus,  80  millions;  streptococcus,  60 
millions;  staphylococcus  albus,  200  millions;  staphylococcus 
aureus,  200  millions,  per  cubic  centimeter.  The  second  formula 
was:  Streptococcus,  100  millions;  pneumococcus,  lOo  millions; 
staphylococcus  albus,  aureus  and  citrius,  each  200  millions;  and 
colon  bacillus,  200  millions. 

The  tcchnic  was  simple:  The  arm  was  scrubbed  with  alcohol 
and  the  injection  given  just  beneath  the  skin  and  above  the 
elbow.  This  was  repeated  at  forty-eight-hour  intervals  in  the 
acute  cases,  and  at  Ihiee  or  four  day  intervals  in  the  chronic 
ones,  alternating  from  one  arm  to  the  other.  If  results  were  not 
obtained  after  a  few  injections  with  one  formula  the  other  one 
was  tried,  and  sometimes  the  two  formulas  were  used  alternate- 
ly. The  only  reactions  observed  were  the  hyperemias  surround- 
ing the  site  of  the  injections  for  the  first  two  or  three  doses, 
usually  fading  out  in  twenty-four  to  forty-eight  hours.  Eleven 
cases  showed  no  hyperemia  at  all,  and  in  three  it  was  intense 
and  accompanied  by  considerable  induration,  which,  however, 
subsided  in  one  or  two  days  without  any  further  treatment 
than  another  injection  of  the  same  vaccine  at  the  same  place  on 
the  same  arm. 

In  the  acute  cases  the  best  results  were  obtained  by  giving 
slightly  larger  doses  at  shorter  intervals,  namely  forty-eight 
hours.  The  average  initial  dose  for  all  types  was  0.2  ccm.  for 
children  under  3  years  of  age,  0.3  to  0.4  ccm.  for  those  from  3  to  6 
years,  and  0.5  ccm.  for  all  over  that.  This  dose  was  doubled 
at  the  second  and  third  injections  and,  when  the  ear  became  dry, 
two  injections  of  the  maximum  dose  were  given  at  three-day 
intervals  to  ensure  permanency.  In  small  under-developed  chil- 
dren the  dose  was  made  smaller  than  that  I  have  just  mentioned, 
and  the  maximum  dose  for  adults  was  abovt  1.5  ccm.  In  the  fa- 
vorable cases  an  increase  of  discharge  was  noted  after  the  first 
and  sometimes  after  the  second  injection,  hut  the  discharge  be- 
came more  serous  in  character.  In  the  majority  of  cases  the  ex- 
ternal canal  was  only  damp  after  the  third  or  fourth  injection 
and  dry  at  the  fifth. 

Sixty-three  cases  were  treated  altogether  and  of  these  fifty- 
six  were  apparently  cured,  although  several  of  them  became  dry, 
relapsed,  usually  through  non-attendance,  and  then,  on  resump- 
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tion  of  the  treatment,  again  became  dry.  Two  cases  were  im- 
proved only,  and  five  were  unsatisfactory.  These  five  cases 
were  all  of  a  severe  type  with  fetid  discharge  and  granulations. 
These  were  cultured  out  to  determine  the  cause  of  the  failure 
and  gave  the  following  results: 

One  showed  diphtheria  bacillus  and  pncumococcus,  one  tuber- 
cle baccilli  and  pneumococcus,  and  two  pncumococcus  and  bacil- 
lus pyocyaneus.  They  are  now  under  treatment  with  auto- 
^'enous  vaccines. 

^Vhile  none  of  these  cases  has  been  dry  for  a  long  enough 
l)eriod  of  time — six  months  being  the  maximum — to  say  that 
they  are  permanently  cured,  yet  the  results  obtained  are  suf- 
ficiently striking  to  warrant  further  trial  of  this  easy  method, 
particularly  as  no  bad  results  have  been  observed.  It  has  also 
lieen  used  in  a  number  of  acute  cases  in  private  practice  with 
uniformly  good  results  although  these  are  not  included  in  the 
above  series.  In  the  series  of  dispensary  cases,  seventeen  wore 
acute  or  subacute  (several  with  mastoid  tenderness)  and  forty- 
six  were  chronics  extending  over  periods  varying  from  six 
months  to  many  years'  duration. 

The  writer  desires  to  express  his  appreciation  of  the  help 
given  him  by  his  assistants,  Dr.  William  Nichols  at  the  Poly- 
clinic and  Dr.  Leslie  F.  Mulford  at  the  Pennsylvania  Hospital, 
who  did  much  of  the  actual  work  under  his  direction,  and  to  the 
(.-nthusiastic  co-operation  of  the  Social  Service  Department  of 
the  latter  hospital  and  the  attendants  at  the  Children's  Bu- 
reau. The  majority  of  these  cases  were  returned  for  final  ob- 
servation a  short  time  since  by  these  agencies  and  the  results 
verified.  They  reported  that  those  whom  they  were  unable  to 
induce  to  return  excused  themselves  by  saying  that  they  were 
well,  that  their  ears  were  dry  and  that  they  coulil  not  aflford  to 
take  the  time  from  work  or  school  to  come  to  the  dispensary. 

After  careful  consideration  of  the  work  of  others  and  from  his 
own  limited  experience  in  the  bacterin  therapy  of  aural  disease, 
the  writer  has  reached  the  following  conclusions  as  to  the  value 
>>f  this  method  which  he  now  offers  for  your  judgment:  In  view 
of  the  results  quoted  above,  it  can  scarcely  be  doubted  tlip.t  this 
form  of  therapeutics  is  destined  to  play  an  important  part  in 
the  practice  of  otology.  Theoretically  autogenous  vaccines 
should  prove  the  most  useful  since  they  arc  the  most  scientific, 
md  where  obtainable  should  be  used,  but  it  tak'.-s  a  .>-kilIfu1 
bacteriologist  to  make  a  potent  vaccine,  and  if  it  is  not  potent. 
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failure  will  result.  Many  hospitals  and  other  laboratories  keep 
on  hand  stock  suspensions  of  the  more  common  varieties  of  bac- 
teria for  use  in  emergencies  where  time  will  not  permit  the 
making  of  an  autogenous  vaccine,  which  often  takes  four  or  five 
(lays,  and  these  stock  vaccines  may  be  of  much  value  where  the 
invading  organism  can  be  determined.  In  many  cases,  how- 
ever, it  is  expedient  to  use  a  mixed  commercial  vaccine  withciii 
such  determination  and  it  has,  I  think,  been  shown  that  good  re- . 
suits  can  be  obtained  by  this  means.  But  this  vaccine  must  also 
be  potent,  which  means  that  the  firm  producing  it  must  be  a 
reliable  one,  employing  very  skillful  bacteriologists.  Either 
of  these  methods  seems  to  give  nearly  perfect  results  in  acute 
and  subacute  cases,  and  that  either  may  give  the  same  results 
in  chronic  cases  seems  to  be  shown  by  the  two  series  of  cases 
(Dr.  Nagle's  and  the  writer's)  reported  above. 
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THE    DEAF 

Their  Education — Improvement  of  Conditions — 
Responsibilities  and  Participation  of  the  Profession. 

JOHN     DUTTON    WRIGHT.     M.    A. 

DIRCCTOR   or  THC   WniCHT  ORAL  aCHOOL   rOM   THC    OCAF 
N  EW   YORK   CITY 

Th*  aim  of  thia  department  of  THE  LARYNGOSCOPE  will  ba  to  bring 
to  the  notice  of  ita  readers  from  month  to  month,  facta  that  may  b« 
helpful  to  phyalclan  and  patient  in  dealing  with  the  iife-problema  involved 
In  deafness.  Suggestions  from  readers  will  be  gladly  received  and  all 
questions  answered  to  the  best  of  our  ability. 

THE   EDUCATIONAL   NEEDS   OF  THE   DEAF. 
(Continued  from  the  Hoy,  19H,  i*Mue,  page  5i6.) 

A  concise  summary  of  information  for  the  guidance  of  physicians, 
in  procuring  for  their  deaf  patients  the  requisite  educational  treat- 
nient  supplemcntarj-  to  medical  and  surgical  relief. 

Cl.nss  1.  Group  B.  Children  and  young  people  of  school  age: 
Very  few  of  the  public  schools  for  the  deaf  will  accept  pupils  as 
young  as  .I  years  of  age.  Yet  that  is  the  proper  time  for  an  other- 
wise normal  deaf  child  to  begin  regular  school  instruction  in  speech 
and  language.  Previous  to  i'/j  or  .'>  years  of  age  the  child  has  not 
sufficient  mental  grasp  and  maturity  to  benefit  to  an  ade(|uate  de- 
gree from  the  skilled  instruction  of  the  trained  and  experienced 
teacher.  Up  to  that  time  the  parents,  under  the  guidance  and  ad- 
vice, perhaps,  of  a  teacher,  can  do  what  is  necessary  for  the  child. 

Group  B  may  be  divided  into  five  classes:  1.  Those  with  hear- 
ing slightly  impaired  from  infancy.  By  5  years  of  age  even  very 
slight  deafness  will  have  produced  marked  results.  If  speech  has 
been  acquired.,  it  will  l)e  more  or  less  imperfect,  esjjecially  in  those 
sounds  whose  formation  is  less  evident  to  the  eye  and  whose  sound 
is  less  clear  and  penetrating ;  for  example,  the  Ks  and  Gs,  and  the 
accurate  distinction  lictwcen  the  more  similar  vowel  sounds.  The 
child's  vocabulary  will  be  small  and  its  mental  development  behind 
its  years.  The  greater  the  degree  of  deafness,  and  the  earlier  it 
occurred,  the  more  marked  will  be  these  characteristics.  Of  course. 
the  physician's  examination   will  previously  have  excluded  other 
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causes  of  defective  speech,  such  as  cleft  palate,  tongue  tie,  partial 
pharyngeal  paralysis,  extraordinary  adenoid  growths,  etc. 

When  the  child  is  otherwise  normal,  mentally  and  physically,  and 
but  slightly  deaf,  the  permanent  correction  of  its  speech  and  the 
normal  increase  in  its  vocabulary  is  not  a  difficult  matter  for  the 
trained  and  experienced  teacher.  But  unless  such  special  attention  is 
given  early,  the  unfortunate  effects  of  slight  deafness  are  cumulative. 

Even  while  the  physician  is  using  all  remedial  devices  for  the 
hearing,  the  speech-teacher's  aid  should  be  invoked. 

2.  Those  with  hearing  seriously  impaired  from  infancy:  In 
these  cases  the  effects  upon  speech,  vocabulary  and  mental  develop- 
ment will  be  still  more  marked.  Very  little,  if  any  speech  will  have 
been  acquired,  and  that  will  be  verj'  imperfect. 

Even  if  the  deafness  seems  likely  to  yield  to  remedial  treatment 
some  time  would  naturally  be  required,  and  the  removal  of  the  un- 
fortunate results  of  the  previous  lack  of  hearing  will  in  itself  re- 
quire the  assistance  of  a  trained  teacher.  Therefore,  the  physician 
should  urge  the  parents  to  secure  the  co-operation  and  help  of 
some  person  experienced  in  teaching  the  deaf  by  the  speech  method, 
even  while  he  is  conducting  his  own  measures  for  removing  the 
cause.  The  more  promptly  this  assistance  can  be  rendered  the  more 
rapid  and  satisfactory  will  the  results  be. 

If  the  hearing  cannot  be  restored  or  improved,  then  the  trained 
teacher  of  speech  is  the  child's  only  hope  of  acquiring  the  ordinary 
means  of  communication,  and  such  education  should  be  arranged 
for  at  once. 

The  physician  should,  however,  impress  upon  both  parents  and 
teacher  the  very  great  desirability  of  educating  and  developing  the 
residual  hearing-power  possessed  by  the  child,  no  matter  how  slight 
it  may  be.  This  auricular  development  is  often  neglected  and  a 
valuable  aid  to  speech  and  mental  development  thereby  lost. 

3.  Those  totally  deaf  from  infancy:  These  children  will  never 
learn  to  speak  or  understand  when  spoken  to  unless  they  receive 
special  instruction.  The  ear  is  the  natural  teacher  of  speech.  With- 
out it  speech  is  never  acquired  except  by  patient  and  skilled  teach- 
ing. Such  teaching  can  only  be  successfully  accomplished  by  those 
who  have  had  much  training  and  experience  in  this  work. 

The  situation  of  a  deaf  child  differs  very  much,  from  an  educa- 
tional standpoint,  from  that  of  the  little  hearing  child.  Two  hours 
a  day  playing  educational  games  in  a  kindergarten  is  as  much  as  is 
usually  given  or  is  needful  for  the  little  hearing  child  up  to  6  or  7 
years  of  age;  and  his  mental  development  and  success  in  after  life 
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will  not  be  seriously  endangered  if  even  tliat  is  omitted  and  he  does 
not  begin  to  go  to  school  until  he  is  8  or  9.  The  hearing  child  of 
8  who  has  never  been  in  school  and  cannot  read  or  write,  has, 
nevertheless,  without  conscious  effort,  mastered  the  two  most  im- 
[Kjrtant  educational  tasks  in  life.  He  has  learned  to  speak  and  has 
acquired  the  greater  part  of  his  working  vocabulary.  In  other 
words,  although  he  has  never  been  across  the  threshold  of  a  school, 
his  education  is  well  advanced  for  his  years  and  mental  development. 

The  situation  of  the  uninstructcfi  deaf  child  of  s  is  very  different. 
The  task  which  it  has  taken  the  hearing  child  8  years  to  accom- 
plish, the  <leaf  child  of  8  has  not  even  begun.  He  cannot  speak  a 
word ;  he  does  not  even  know  that  there  is  such  a  thing  as  a  word. 
He  is  eight  years  behind  his  hearing  brother,  and  even  if  he  starts 
now.  unless  some  means  can  be  found  for  aiding  him  to  overtake 
his  brother  educationally,  he  will  be  only  eight  years  old  in  educa- 
tion when  he  is  16  years  of  age.  And  when  he  is  lU,  the  psychologi- 
cal period  will  have  passed  for  acquiring  what  he  should  have 
learned  when  he  was  8.  The  fact  that  the  child  is  deaf  does  not 
exempt  him  from  the  inexorable  laws  of  mental  psychology  and 
heredity.  In  the  development  of  the  human  mind  there  is  a  certain 
|)eriod  when  all  conditions  are  favorable  for  the  acquisition  of  speech 
and  language.  I'nnumbered  generations  of  ancestors  ac- 
quired si)eech  and  language  at  that  stage  of  their  mental  develop- 
ment, and  this  little  deaf  descendant's  mind  obeys  the  law  of  in- 
herited tendencies. 

If  the  .speech  and  language-learning  period,  from  2  years  of  age 
to  10.  is  allowed  to  pass  unimproved,  the  task  of  learning  them  later 
is  renrlered  unnecessarily  ditVutih.  I'.very  physician  can  appreciate 
the  force  of  these  facts. 

Therefore,  in  the  case  of  the  little  deaf  child,  the  years  from  2 
lo  10  are  crucial,  and  of  far  greater  educational  importance  than 
the  same  period  in  the  case  of  the  hearing  child. 

If  a  proj)er  school  for  the  little  hearing  child  of  5  did  not  hap- 
pen to  exist  in  his  immediate  neighlK)rhood,  no  one  would  think  of 
insisting  uinin  the  necessity  of  sending  the  little  one  away  to  a  dis- 
tant lioarding  school.  But  that  is  what  must  be  done  in  the  case  of 
the  little  deaf  child,  if  precious  and  irrecoverable  years  are  not  to 
f)C  lost.  It  is  often  a  difficult  matter  to  persuade  a  mother  to  sac- 
rifice her  own  personal  happiness  and  comfort  in  having  the  little 
child  with  her,  and  to  look  far  enough  into  the  future  to  sec  that  a 
true  and  unselfish  love  for  the  child  requires  her  to  entru.st  him  to 
the  care  of  others  during  these  early  and  crucial  years.    This  is  one 
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of  the  tasks  that  the  physician  should  set  himself  in  the  cases  that 
come  under  this  third  group  of  Class  1. 

Because  of  the  extreme  importance  of  these  beginning  years  in 
the  life  of  the  little  deaf  child,  it  is  a  serious  responsibility  to  as- 
sume the  task  of  teaching  him.  Unfortunately,  it  is  a  responsibility 
that  is  rather  lightly  assumed  by  some  young  women  inadequately 
trained  and  without  much  experience.  The  highest  skill  and  widest 
experience  on  the  part  of  the  teacher  are  more  necessary  during  the 
first  three  years  of  the  child's  educational  life  than  at  any  other 
period.  Yet  mothers  will  often  entrust  their  little  children  at  this 
crucial  time  to  inefficient  young  women  who  are  willing  to  come  to 
their  homes,  rather  than  to  part  with  the  child  and  place  him  under 
more  skilled  and  experienced  teachers  in  a  well  organized  school. 

The  teaching  which  the  little  deaf  child  receives  during  the  first 
three  years  of  his  educational  life  is  of  vital  importance  to  him.  He 
needs  then,  as  he  will  never  need  again,  the  highest  skill  and  the 
greatest  experience.  Many  a  child's  chances  have  been  ruined  by 
poor  teachers  at  the  start. 

4.  Those  rendered  partially  deaf  by  accident  or  illness  after 
speech  has  been  acquired :  The  condition  of  these  cases  when  the 
physician  sees  them  will  depend,  so  far  as  speech  and  education  are 
concerned,  upon  the  length  of  time  that  has  elapsed  since  hearing 
was  impaired. 

If  there  has  been  a  considerable  interval,  then  in  all  probability 
some  deterioration  in  speech  will  be  observed  and  there  will  be  a 
falling  behind  in  school  work.  If  the  physician  has  been  consulted 
promptly  and  if  his  advice  is  carefully  followed,  the  patient's  speech 
can  be  kept  uninjured,  the  brain  can  be  trained  to  supplement  the 
ear  by  means  ot  the  e>e,  and  education  can  be  continued  without 
interruption.  The  success  with  which  the  eflfects  of  adventitious 
deafness  upon  speech  and  mental  development  can  be  overcome  de- 
pends upon  the  promptness  with  which  the  work  of  the  trained 
teacher  is  begun.  Even  while  the  patient  is  still  under  the  care 
and  treatment  of  the  physician  it  would  be  well  to  call  in  some  ex- 
perienced teacher,  though  it  be  for  only  a  few  minutes  a  day,  in 
order  that  tliere  may  be  no  opportunity  for  laxitj-  of  enunciation  to 
creep  in,  and  that  there  may  be  no  interval  of  interruption  in  stud- 
ies. In  this  way  the  transition  from  the  old  to  the  new  condition  is 
made  almost  unct)nsciously.  and  with  the  least  possible  loss  and  an- 
noyance, 

.   5..    Those  rendered  totally  deaf  by  illness  or  accident  after  speech 
has  been  acquired :     All  that  has  been  said  under  the  fourth  head- 
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ing  holds  true  w  ilii  additional  force  where  total  deafness  has  oc- 
curred. The  deterioration  in  speech  that  will  inevitably  follow,  the 
interruption  in  school  life  that  must  occur,  are  both  more  swift  and 
more  severe  \vhere  the  patient  no  longer  hears  at  all.  It  is  often 
astonishing  how  immediately  a  loss  in  clearness  of  pronunciation 
occurs  following  the  loss  of  hearing  by  such  causes  as  scarlet  fever, 
meningitis,  mumps,  etc.  The  younger  the  child  the  more  rapidly 
deterioration  takes  place,  but  even  young  people  of  IG  or  20  soon 
suffer  some  loss  in  normality  of  speech.  So  far  as  school  work  is 
concerned  the  interruption  is  immediate  and  complete,  for  without 
hearing  the  pupil  tinds  it  imi>ossiblc  to  meet  the  conditions  of  the 
ordinary  school. 

The  alert  and  thoughtful  physician  knows  this  and  will  at  once 
advise  his  patient  to  take  prompt  measures  to  forestall  loss  of  clear 
enunciation,  and  to  make  the  transfer  from  the  ear  to  understanding 
by  means  of  the  eye.  In  the  case  of  young  people  this  transition 
can  be  made  in  n  icw  ninnths.  and  with  but  little  interruption  in 
education. 


Two  Cases  of  Suppurating  Meningitis  of  Otic  Origin.      Followed 
by  Cure.    (<•  CouLET,  Rev.  hcbd.  de  Laryngol.,  .May  2,  1914. 
The  first  case  rejwrted  is  one  of  chronic  suppurating  otitis  media 
ircompanied  by  osteitis  of  the  antral  wall  and  tympanum  with  ero- 
lon  of  the  labyrinth  and  infection  of  the  perilymphatic  space.    The 
i.idical  operation  liberated  the  pus  and  ended  the  infection  of  the 
l.iiiyrinth,   while  the  repeated   puncture  of   the   lumbar  cul-de-sac 
rliminated  the  bacteria  colonizing  in  the  cephalo-rachidian  space. 
""   ~<ii'ii  ippurating  meningitis  consecutive  to  an 

;irutc  utitis  media  lollouxd  in  a  month  by  a  severe  relapse,  which 
\v.is  finally  cured  by  three  lumbar  punctures  in  two  of  which  an  in- 
j.Hti<,n  .if  clectrargol  was  made.  These  two  cases  show  the  possi- 
bility of  a  complete  cure  in  suppurating  mastoiditis.  They  demon- 
strate, moreover,  that  lumbar  puncture  forms  not  only  a  useful 
means  of  aiding  the  diagnosis,  but  also  that  it  has  distinct  therajKutic 

^  ''"C-  SCHEPPECRELL. 
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Retro-esophageal  Abscess  Due  to  Infection  from  a  Foreign  Body.  Uit. 
Erxst  D.\.\iCKii;n. 

The  patient  was  a  middle-aged  woman  who  had  swallowed  a  chicken 
bone  which  seemed  to  stick  in  the  esophagus  at  the  depth  of  the  fourth 
rib.  The  family  ph.vsician  promptly  introduced  a  stomach  tube  to  press 
it  down ;  this  procedure  seemed  to  relieve  her.  The  sticking  sensa- 
tion was  renewed  the  next  day  and  she  sought  the  help  of  a  laryngologlst 
who  examined  the  larynx,  epi-pharynx,  pharynx  and  hypo-pharynx  with- 
out finding  anything.  He  saw  her  during  the  next  two  weeks,  and  finally 
incised  the  left  arytenoid  which  seemed  edematous.  At  that  stage  she 
became  feverish  and  could  not  swallow  even  a  drop  of  water  which  she 
said  would  not  pass  that  painful  spot  in  her  gullet.  She  was  brought 
to  me  in  that  condition.  Under  cocain  anesthesia  an  esophagoscope  was 
introduced;  there  were  normal  conditions  for  about  seven  inches  be- 
yond the  teeth  and  then  the  esophagoscope  was  arrested  by  a  swelling 
of  the  mucous  membrane  which  seemed  to  come  more  from  the  posterior 
wall.  During  a  gentle  attempt  to  pass  the  swelling  the  tube  became 
entirely  filled  up  with  pus  of  such  fetid  character  that  the  nurse  was 
almost  overcome.  Quite  a  large  amount  of  pus  was  evacuated  after  the 
tube  was  withdrawn.  Later  another  attempt  was  made  to  pass  tht  tube, 
and  this  time  it  was  passed  almost  to  the  cardia.  On  withdrawing  the 
instrument  slowly  the  pus  could  be  seen  escaping  from  an  opening  in 
the  posterior  wall  of  the  esophagus.  The  woman  was  sent  to  the  hospi- 
tal with  a  grave  prognosis.  Wlien  seen  the  next  morning  she  was  again 
not  able  to  swallow,  and  another  quantity  of  pus  was  evacuated  as  on 
tlie  previous  day.  Twelve  hours  after  the  second  evacuation  an  x-ray 
was  taken,  which  showed  a  large  shadow  originating  from  the  esopha- 
gus at  about  the  fourth  rib  and  reaching  up  almost  to  the  pharynx.  As 
the  pus  had  been  drained,  the  shadow-  may  have  represented  a  mass  of 
infiltration.  After  the  second  procedure  the  patient's  temperature  be- 
came normal  within  a  week  and  she  was  able  to  swallow  soft  food.  She 
has  made  an  absolute  recovery. 

The  abscess,  fortunately,  must  have  been  walled  off  from  the  medi- 
astinum, and  probably  was  a  large  abscess  due  to  broken-down  glands. 

DISCUSSION. 

Dit.  C.vRTER  said  that  the  case  resembled  one  of  which  Dr.  Lynah  had 
shown  a  specimen  some  three  or  four  months  ago.  The  patient  had  an 
abscess  of  the  esophagus  which  had  not  been  recognized.    He  had  been 
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suffering  from  edema  of  the  larynx  and  had  been  intubated  by  an  am- 
bulance surgeon.  l)r.  Lynah  took  out  the  tube  for  examination,  where- 
upon the  patient  began  to  suffer  from  dyspnea.  He  then  did  a  trache- 
otomy, which  al80  opened  up  the  abscess  cavity  and  the  patient  was 
promptly  suffocated  by  pus  from  the  abscess.  Dr.  Carter  said  that  in 
discussing  the  case  he  had  suggested  that  the  abscess  was  due  to  a 
foreign  body  which  had  perforated  from  the  esophagus  and  had  caused 
the  abscess.  He  thought  then  and  still  thinks  that  he  discovered  the  point 
of  entrance  where  it  penetrated  the  esophagus  wall.  These  instances 
should  be  borne  in  mind  in  dealing  with  cases  of  foreign  bodies  lodged  in 
the  esophagus. 

Ub.  Wiiitk  said  that  on  the  same  evening  to  which  Dr.  Carter  referred 
he  had  presented  a  patient  with  a  similar  condition  as  the  one  now  be- 
ing discussed.  In  his  patient  the  abscess  followed  the  lodgment  of  a 
piece  of  bone  in  the  throat.  The  abscess  although  opened  repeatedly 
did  not  drain  well  and  finally  an  external  esophagotomy  was  performed 
followed  by  healing.  When  presented,  a  left-sided  paralysis  of  the  vocal 
cord  was  present,  which  since  that  lime  has  disappeared.  Two  other 
cases  of  abscess  of  the  throat  had  been  treated  by  him  within  a  short 
time  during  Dr.  Harmon  Smith's  service  at  the  Manhattan  Eye,  Ear 
and  Throat  Hospital.  These  however  did  not  follow  foreign  bodies  but 
fulminant  tonsillitis.  Ordinary  incisions  were  of  no  avail  as  the  phleg- 
mons descended  from  the  tonsils,  threatening  occlusion  of  the  larynx. 
In  each  patient  deep  incision  external  to  the  angle  at  the  base  of  the 
epiglottis  and  base  of  the  tongue  of  the  affected  side  was  followed  by 
free  discharge  of  pus  and  fairly  rapid  recovery. 

Dr.  TitrBBKR  said  in  this  case  the  time-element  was  an  Important  factor. 
It  was  perhaps  fortunate  that  the  doctor  did  not  see  the  case  until  the 
abscess  wall  was  ready  to  break  through  and  thus  afford  easy  drainage 
upon  rupture  by  pressure  with  the  instrument.  However,  he  would  not 
be  understood  as  advocating  waiting  in  all  ca.ses  until  some  exploratory 
incision  were  made.    These  caaes  all  demanded  very  close  watching. 

A  Case  of  Recurrent  Nato-pharyngeal  Fibroma.  Dr.  IIl-bki!T  Arbows.mitii. 

(Dr.  Arrowsmilh  being  prevented  from  attending  the  meeting,  asked 
l>r.  Freudenthal,  who  had  been  with  Dr.  Arrowsmith  when  the  patient  was 
operated  upon  to  present  the  case.) 

Ernesto  Fiasco,  age,  2«  years;  single:  occupation,  rag  man;  Italian. 
In  May,  191.t,  the  patient  noticed  that  breathing  through  the  left  side  of 
his  nose  was  becoming  difficult.  This  difficulty  gradually  became  worse 
and  in  six  months  the  left  side  of  his  nose  was  completely  stopped  up. 
He  entered  the  hospital  November  17,  litis,  when  the  growth  was  re- 
moved from  the  naso-pharynx,  a  preliminary  tracheotomy  being  per- 
formed.    Oil-ether    colonic    nnpslhi-sia   was   successfully    employed. 

After  one  month  of  comparatively  free  nasal  breathing,  the  left  side 
presented  the  same  trouble  as  before  and  at  the  end  of  two  months  both 
•Ides  of  his  nose  were  so  completely  occluded  that  he  was  compelled  to 
breathe  through  his  mouth.  He  has  experienced  occasional  dull  pains 
In  his  nose  and  left  side  of  lils  face  and  head.  His  weight,  appetite  and 
strenKtIi   witi-  nut   iU><ttirb<-d  prior   to  the  second  operation. 
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Family  history,  negative.  Personal  history:  Has  always  been  in  good 
health  previous  to  the  present  trouble.  Does  not  smoke;  drinks  mod- 
erately;  Wasserniann,  negative. 

The  second  operation  was  performed  on  March  24,  1914.  Tracheotomy 
and  ligation  of  the  external  carotid  artery  were  done  first.  Then  an  in- 
cision was  made  extending  from  the  glabella  along  the  base  of  the  nose 
on  the  left  side  and  through  the  left  ala  at  its  attachment.  Another 
Incision  was  made  at  right  angles  to  the  first,  begiiming  at  the  mid-point 
of  the  initial  incision  and  extending  outwards  for  a  distance  of  2.5  cm. 
The  soft  tissues  were  dissected  from  the  bone  en  masae  and  the  nasal  flap 
was  turned  upwards.  The  left  nasal  bone  and  the  nasal  process  of  the 
superior  maxilla  were  resected  in  order  to  obtain  freer  access  to  the 
tumor.  Masses  of  a  grayish-white,  rather  tough  tissue,  were  extracted 
by  means  of  forceps.  Bleeding  was  profuse  notwithstanding  the  prelimi- 
nary ligation  of  the  external  carotid.  The  hemorrhage  was  controlled 
by  means  of  gauze  packing.  Gwathmey's  oil-ether  method  of  rectal  anes- 
thesia was  used  again  with  entire  satisfaction. 

Pathologist's  report:  November  17,  1913,  pure  fibroma  dura.  March 
24,  1914,  same  as  November  17,  1913,  only  fibers  were  more  loosely  ar- 
ranged. Dk.  F.  Hulst. 

DISCUS.SION. 

Dr.  Fbeuubntiial:  The  bleeding  was  very  great  but  it  was  checked. 
The  case  was  operated  upon  under  the  Gwathmey  oil-ether  rectal  anes- 
thesia which  worked  remarkably  well.  The  patient  had  a  few  whiffs  of 
ether  before  he  got  fully  under  the  anesthetic,  but  after  that  slept 
quietly  throughout  the  operation.  I  feel  quite  enthusiastic  about  this 
method  of  etherization  for  laryngological  work.  I  have  seen  it  employed 
a  number  of  times  and  the  results  are  very  satisfactory  indeed. 

Dr.  Cocks  said  that  the  results  of  the  operation  seemed  to  him  very 
satisfactory.  He  believes  that  hitra-tracheal  insufflation  is  the  ideal 
anesthetic  for  cases  of  fibroma  of  the  naso-pharynx.  This  method  has 
two  advantages:  (1)  It  allows  the  larynx  to  be  packed  off  with  gauze, 
thus  preventing  blood  from  running  down  into  the  trachea;  (2)  it  does 
away  with  the  necessity  of  performing  tracheotomy,  an  operation  always 
attended  with  danger  to  the  patient. 

Dr.  Guentzer  said  that  in  looking  at  this  case  it  struck  him  that 
Dr.  Kuhnt's  method  of  peroral  intubation  for  anesthetic  purposes  would 
be  practical  in  these  conditions.  Among  a  nimiber  of  cases  in  which 
this  intra-tracheal  anesthesia  was  used,  Kuhnt  reported  quite  a  few  of 
nasal  fibroma.  The  procedure  for  operation  was  not  external,  but  he 
split  the  soft  palate  across  from  the  last  molar  down  on  either  side,  and 
claimed  that  he  cohld  get  as  much  space  that  way  as  by  the  external 
operation.  He  himself  had  had  no  experience  with  the  operation  but  it 
had  impressed  him  as  a  very  good  method  and  one  that  possessed  the 
advantage  of  not  leaving  a  scar. 

Dr.  Freudenthal  said  that  he  also  had  read  about  Moure's  operation, 
and  the  idea  impressed  him  as  a  very  good  one.  He  has  now  under  ob- 
servation a  case  which  is  being  treated  with  radium,  and  he  may  have 
to  do  this  operation  after  all. 


SOCIKTV    PROCEEDINGS.  697 

In  regard  to  the  method  of  anesthesia  mentioned  by  Dr.  Cocks  he 
would  only  say  that  we  need  all  the  space  we  can  get  in  the  mouth, 
and  for  that  reason  we  should  not  be  afraid  to  do  a  tracheotomy,  es- 
pecially as  In  this  instance  the  tracheotomy  had  already  been  per- 
formed. Dr.  Gwathmey's  method  of  anesthesia  is  very  easy  to  apply, 
you  simplj/  leave  the  patient  alone.  In  this  instance  the  patient  was 
under  the  Influence  of  the  anesthesia  for  an  hour  or  more. 

Successful  Removal  of  Thyroid  Gland  Weighing  602  Grammes  from  Girl 
Thirteen  Years  of  Age.  Presentation  of  Patient  and  Specimen. 
Dr.  W.  \V.  Cabter. 

The  patient,  a  girl  of  lo,  came  under  Dr.  Carter's  care  In  the  latter 
part  of  January.  She  was  suffering  from  an  enormous  goiter,  the  largest 
he  had  ever  seen  in  a  child  of  her  age.  Her  personal  history  was  inter- 
esting. She  had  been  perfectly  healthy  up  to  10  years  of  age  when 
her  parents  noticed  a  beginning  enlargement  of  her  throat,  and  from 
that  time  on  the  gland  grew  very  rapidly.  When  first  seen  she  was  a 
little  nervous  and  had  a  slight  ophthalmos.  Her  grandmother  on  the 
father's  side  had  had  a  goiter,  but  beyond  that  the  antecedent  history 
had  no  bearing  on  the  case.  The  gland  reached  practically  from  tlie 
cliin  to  the  supra-sternal  notch,  overlapped  the  sternum  and  reached 
I  he  mastoid  process  on  either  side.  The  tumor  was  soft  and 
s»-eiiipd  almost  like  a  fluctuating  tumor.  It  pulsated  synchonously  with 
the  heart.  The  superficial  veins  were  very  large,  and  there  was  every 
evidence  of  its  being  an  extremely  vascular  tumor.  The  girl's  general 
condition  was  good,  her  color  was  good,  she  weighed  115  pounds,  and 
seemed  healthy.  She  had  no  trouble  except  that  when  walking  fast 
or  going  up  the  stairs  she  would  be  short  of  breath  and  would  cough; 
the  cought  was  croupy  in  character.  It  was  easily  seen  that  there  wa.s 
pressure  on  the  trachea.  Examination  of  the  chest  was  negative,  ex- 
cepting that  the  heart  was  shown  to  be  hypertrophied;  the  apex  beat 
was  a  little  beyond  the  nipple  line,  and  the  murmur  was  evidently  a 
hemic  murmur;  there  was  a  soft  blowing  murmur  heard  with  the  first 
Kound  of  the  heart.     The  pulse  beat  ranged  from  120  to  150. 

When  she  first  came  under  observation  she  was  convinced  that  she 
v^uuld  choke  to  death   if  the  tumor  w-as  not  removed. 

She  was  operated  upon  on  February  3,  an  Incision  being  made  from 
the  middle  of  the  inner  border  of  the  sterno-cIeldo-ma.Htoid  to  a  cor- 
responding point  on  the  opposite  side  of  the  neck.  The  gland  was  dis- 
sected out  and  removed  in  capsule.  It  was  found  to  be  very  vascular, 
some  of  the  veins  being  as  large  as  a  man's  little  finger.  The  gland 
was  removed  without  much  hemorrhage,  for  the  vessels  were  tied  oft 
as  the  operation  proceeded.  The  tumor  was  in  three  distinct  lobes  and 
weighed  fi*>2  grammes  when  It  was  removed.  The  specimen  presented 
has  shrunken  very  much  since  being  placed  In  the  preserving  fluid.  A 
piece  of  the  gland  the  size  of  a  walnut  was  left  In  place. 

The  patient  made  an  uneventful  recovery  and  was  out  of  the  hospital 
In  about  twelve  days.  Thorough  drainage  was  obtained  by  nifiins  of 
targe   tubes   which   extended    up   on   either   side   of   the    trachea   and    di.s- 
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charKed  tlirouKli  the  small  oi>ening  left  at  Uie  supra-sternal  notch.  Pri- 
mary union  was  obtained  throughout. 

An  x-ray  picture  shows  a  considerable  enlargement  of  the  heart,  but 
apparently  no  enlargement  of  the  thymus  gland  as  sometimes  happens 
in  these  conditions.  The  pathological  report  was  ordinary  multilocular 
cystic  colloid  thyroid. 

An  interesting  |)olnt  In  the  case  was  the  tachycardia  which  still  per- 
sists to  a  slight  degree.  It  is  a  question  what  is  causing  it.  It  might 
be  due  to  a  deficiency  or  over-abundance  of  thyroid  secretion,  or  it  may 
be  due  to  a  change  In  the  chemical  constitution  of  this  secretion.  It  may 
be  caused  by  the  pressure  of  the  tumor  on  the  pneumogastric  nen'e  dis- 
turbing its  inhibitory  influence  on  Uie  heart,  or  the  pressure  on  tlie  sym- 
pathetic nerve  may  have  acted  as  a  stimulus  to  its  cardiac  accelerator 
fibers. 

IIISCUSSIOS. 

Dh.  FnKii>K.NTn.vr.  inquired  where  the  girl  was  born. 

Dr.  C.MiTEit  replied  that  the  girl  and  her  mother  were  both  bom  in  this 
country. 

Dk.  Cocks  asked  if  the  exophthalmos  had  disappeared. 

Dn.  Cabtek  replied  that  it  had  to  a  certain  extent.  It  seemed  that  this 
might  be  one  of  the  bordtr-line  cases  between  the  ordinary  cystic  goiter 
and  Graves'   disease. 

Broncholith  Removed  from  the  Trachea  and  Right  Bronchus.  Uk.  iSii>- 
NKY  Yaxk.mkh. 

The  patient  was  a  young  man,  37  years  of  age,  who  came  to  New  York 
from  Texas  with  the  following  history:  In  January,  1910,  he  had  an 
attack  of  typhoid  fever  followed  by  hoarseness  and  dyspnea,  so  that  an 
emergency  tracheotomy  had  to  be  performed.  He  was  then  sent  to  New 
Orleans,  where  a  traclieotomy  tube  was  fitted,  after  an  attempt  was  made, 
unsuccessfully,  to  remote  the  tube  permanently.  Some  time  later  he 
went  to  San  Francisco  where  another  unsuccessful  attempt  was  made  to 
remove  the  tul>e.  The  surgeon  in  New  Orleans  stated  that  the  wound 
was  made  too  high  up,  and  that  this  fact  accounted  for  the  difficulty  In 
removing  it.  The  patient  continued  to  wear  his  tube  and  was  contented 
until  last  summer  when  he  developed  a  growth  on  the  lower  lip  which 
was  examined  by  a  surgeon  In  Texas  and  pronounced  to  be  a  carcinoma. 
This  w^as  operated  upon  in  November  and  half  of  the  lip  was  removed. 
The  patient  recovered  from  the  operation,  but  about  a  month  or  six 
weeks  later  he  began  to  cough  and  suffered  from  dyspnea  and  pain  In 
the  lower  part  of  the  sternum.  A  radiograph  was  taken  but  showed 
nothing.  Then  a  bronchoscopic  examination  was  made  and  the  bronchos- 
copist  stated  that  there  was  a  small  growth  the  size  of  a  pea  on  the  pos- 
terior wall  of  the  trachea  which  extended  into  the  bronchus;  he  diag- 
nosed the  case  as  carcinoma  of  the  lung. 

The  patient  then  came  to  New  York  with  the  Idea  of  having  Dr. 
Willy  Meyer  remove  the  carcinomatous  lung.  The  patient's  father  was 
a  physician  and  brought  the  young  man  on  with  a  full  knowledge  of  the 
danger  of  the  operation.  The  patient  was  in  such  pain  and  suffering  so 
much  that  he  was  confined  to  bed  and  was  unable  to  sit  up.     He  had  been 
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taking  one-eight  grain  of  licroin  hypodermatifally  every  two  hours  to 
relieve  tlic  jiain,  and  during  his  journey  from  Texas  to  New  York  had 
been  taking  one-fourth  of  a  grain  in  order  to  keep  him  reasonably  com- 
fortable. When  he  reached  New  York  he  was  admitted  to  the  hospital 
and  preparations  were  Iwing  made  for  the  operation  when  Dr.  Meyer 
■isked  nic  to  inspect  the  trachea  and  confirm  the  diagnosis. 

An  examination  was  made  under  local  anesthesia  and  as  soon  as  the 
lower  part  of  the  trachea  was  reached  the  presence  of  a  foreign  body 
was  immediately  recognized.  It  presented  a  vertical  edge  which  looked 
not  unlike  the  spur  at  the  bifurcation  of  the  trachea.  There  was  a  mass 
of  granulation  tissue  posteriorly.  I'ressure  with  a  probe  contirmed  the 
diagnosis  of  fortign  body.  This  was  removed.  After  the  removal  of  the 
fofelgn  body  the  bifurcation  was  clearly  visible,  but  there  was  no  appear- 
ance of  carcinoma. 

The  foreign  body  had  a  curved  shape,  and  the  two  ends  were  embedded 
in  the  mucous  membrance,  the  one  In  the  right  bronchus  and  the  other 
in  the  trachea.  At  the  |K>lnt  whore  Itie  ends  rested  there  was  a  mass  of 
granulation  tissue. 

After  the  removal  of  the  foreign  body  the  cough  ceased.  The  patient 
was  able  to  sit  up  the  next  day  for  the  first  time  in  several  months  and 
In  a  week  went  home. 

An  Interesting  feature  in  this  case  was  the  curved  form  of  the  foreign 
body  resembling  the  jxirtion  of  a  tube.  T'pon  examining  the  trache- 
otomy wound  It  was  evident  that  the  anterior  half  of  the  cricoid  cartilage 
was  missing.  All  that  could  be  seen  was  a  small  remnant  of  the  cricoid, 
posteriorly.  Kxamlnatlon  of  the  larynx  showed  that  the  left  arytenoid 
■was  displaced  forward  and  was  connected  with  the  posterior  surface  of 
the  epiglottis.  The  vocal  cord  could  not  be  seen.  The  opening  from  the 
tracheotomy  wound  Into  the  larynx  was  very  small.  An  examination  of 
the  foreign  body  showed  that  it  had  the  same  appearance  and  structure 
as  a  rhtnolith.  It  looked  as  though  it  was  the  remains  of  the  cricoid 
cartilage,  and  it  would  seem  that  during  the  typhoid  fever  a  piece  of  the 
cricoid  cartilage  split  off  and  lodged  in  the  trachea,  and  during  the  few 
years  following  it  changed  into  lime  salts.  Then  during  the  operation 
for  the  carcinoma  of  the  lip  probably  some  irritation  wat  set  up  where 
it  was  lodged,  and  In  addition  to  that  a  shred  of  gauze  was  caught  on 
the  foreign  body,  and  In  swaying  back  and  forth  In  the  air  passage  It 
caused  the  irritation  which  produced  the  coughing  and  bleeding.  A 
body  of  this  kind  is  exceedingly  rare.  The  number  of  bronchollths  re- 
IwrtJ-d  In  the  literature  ix  virv  Hm.ill.  .and  the  rjisc  [n  one  of  extreme  In- 
terMt 

1>I.S(  I  .S.SIO.N. 

1)11.  c;i..M>^m  asked  if  it  might  not  be  posslbU-  ilml  iho  foreign  body 
formed  on  the  tracheotomy  tube. 

I)H.  Yaxkaikh  replied  that  that  was  i>Ofi«lble,  but  that  the  patient  was 
very  careful  about  his  ful>e  and  kept  it  very  clean,  and  there  was  no 
evidence  of  concretion  around  the  tube.  It  was  as  clean  a  tube  and 
wound  a*  be  had  ever  s«en. 
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Dr.  Guentzkii  asked  If  the  radiograph  showed  the  position  of  the  for- 
eign body. 

Dr.  Yankauer  replied  that  the  radiograph  had  l)een  taken  in  Texas 
and  tlie  surgeon  there  stated  that  it  showed  nothing. 

Modification  of  the  Siuder  Tontillotome.  Dr.  H.  Arkowh.mith. 

Sluder's  technlc  has  been  of  the  greatest  value  in  simplifying  the  opera- 
tion of  tonsillectomy.  His  instrument  is,  however,  in  the  amount  of 
traumatism  produced,  midway  between  the  clean  cut  of  the  original  Mac- 
kenzie tonsillotome  and  the  contusing  and  slowly  healing  snare  enuclea- 
tion. 

Several  years  ago,  at  my  suggestion,  V.  Mueller  &  Co.,  of  Chicago, 
changed  Sluder's  original  instrument  by  slotting  the  ring  opposed  to  the 
blade, — as  in  the  Mackenzie  tonsillotome, — by  making  the  blade  sharper 
and  by  replacing  the  rather  flexible  retaining  plate  on  top  of  the  blade 
member  by  a  rigid  T-shaped  guide.  This  instrument  has  been  in  daily 
use  in  my  clinic  for  several  years,  to  the  complete  satisfaction  of  my  as- 
sistants, internes  and  many  visitors.  It  is  easier  to  manipulate  than  the 
real  Siuder,  enucleation  Is  quicker,  less  manual  force  is  required  and 
the  traumatism  is  very  slight.  The  instrument  Is  procurable  in  two  sizes, 
— %  and  i,^,  of  an  inch,  inside  ring  diameter. 

Illuminator  for  Killian's  Suspension  Laryngoscope.      Dr.  Arrowsmith. 

This  apparatus  consists  of  a  small  but  i)owerful  lamp  which  is  attached 
to  the  lower  tooth-plate  of  the  Killian  ."Spatelhaken"  by  means  of  a 
specially  designed  clamp,  which  in  connection  with  a  ball  and  socket  joint 
allows  of  free  movement  in  every  direction  and  consequent  perfect  illumi- 
nation of  all  parts  of  the  pharynx  and  larynx. 


A  much  better  lighting  is  obtained  than  by  any  form  of  headlight 
and  the  operator  is  entirely  freed  from  the  awkwardness  of  trying  to 
focus  his  illumination  and  manipulate  his  instruments  at  the  same  time. 

This  instrument  has  been  made,  at  my  suggestion,  by  the  Electro 
Surgical   Instrument  Company,  of  Rochester,   X.   Y. 

DISCUSSION. 

Dr.  Preudenthal  said  that  he  had  tried  the  Instrument  himself  and 
had  found  it  worked  very  well. 

This  instrument  is  a  little  lamp.  The  light  given  by  the  head  lamp 
alone  is  not  always  sufficient,  and  another  is  frequently  required  to  help 
along.  The  German  lamps  recommended  by  Killian  do  not  give  sufficient 
light.  Dr.  Arrowsraith  had  this  one  made  in  Rochester.  It  is  much 
stronger  than  the  German  lamps  and  gives  a  much  better  light  It  is 
not  in  the  way  at  all,  works  very  well,  and  is  simple. 


SOCIETY   PROCEEDINGS.  701 

Punch  for  the  Naso-antral  Wall.         Dr.  Sidney  Yaxkauek. 

Dr.  Yankauer  said  that  in  operating  upon  the  antrum  through  the  nose 
he  had  been  using  a  series  of  instruments  or  punches  most  of  which 
were  doubtless  known  to  all  present.  One,  made  by  Pfau,  had  been  pre- 
sented about  a  year  ago;  it  makes  a  hole  in  the  outer  nasal  wall  and 
then  enlarges  the  hole.  By  cutting  through,  one  can  cut  either  backward 
or  forward,  but  it  takes  a  very  small  bite.  Then  the  series  has  an  offset 
punch  which  cuts  forward,  and  one  can  easily  cut  off  a  considerable  piece 
in  the  anterior  direction.  Another  Instrument  by  Pfau  cuts  posteriorly 
so  that  the  opening  can  be  enlarged  posteriorly.  All  of  these  instruments 
are  In  the  market.  The  hole  can  be  made  with  any  instrument  desired, 
and  then  enlarged  backward  or  forward.  The  difficulty,  however,  has 
been  to  level  the  wall  to  the  floor.  Xo  instrument  that  has  been  devised 
for  the  purpose  has  been  found  altogether  satisfactory.  The  only  way  it 
could  be  done  was  with  the  ihisel,  which  was  extremely  disagreeable 
to  the  patient.  Accordingly  he  devised  a  punch  which  fits  into  a  universal 
handle  and  which  cuts  downward.  With  this  one  can  work  (juite  rapidly 
and  get  well  down  to  the  fl<K>r.     li  is  made  right  and  left. 

ni.sc  I  s.sioN. 

in:.  Mill  >  said  that  he  had  devised  many  punches  for  the  naso-antral 
wall.  Of  course,  approximately  perfect  Instruments  can  be  made  for  this 
purpose  but  he  had  never  yet  seen  one  that  was  thoroughly  and  generally 
effective.  We  have  very  efficient  instruments  for  removing  the  upper 
two-thirds  of  this  wall.  Dr.  .Myles  said  that  he  hoped  Ur.  Yankauer  had 
found  something  that  was  really  good  for  removing  the  inferior  seiUoii 
of  the  naso-antral  wall. 

Dk.  Ai>1!ah.\m  said  that  he  had  no  criticisms  to  make  of  the  iiisiru- 
ments  presented  by  Dr.  Yankauer,  but  that  he  would  criticise  forceps  in 
general.  Everyone  has  his  own  way  of  operating,  but  the  simpler  the 
instrument  the  better  for  all  concerned.  All  the  forceps  that  have  been 
devised  for  this  work  are  extremely  complicated  and  very  large.  His 
own  experience  has  convinced  him  that  the  simpler  the  operation  and  the 
instruments  the  better,  and  be  tries  to  save  the  patient  as  much  of  the 
inferior  turbinate  as  possible.  Lately  he  has  operated  upon  several  cases 
and  it  Is  difficult  to  8ec  where  the  inferior  turbinate  had  been  operated 
ui>on.  The  technic  that  he  employs  is  simply  to  remove  the  lower  border 
of  the  turbinate  and  open  the  antrum  with  the  triangular  reamer,  burr 
and  chisel.  If  forceps  are  employed  It  Is  necessary  to  remove  about  one- 
half  of  the  anterior  end  of  the  Inferior  turbinate.  The  mechanism  of  all 
forceps  are  very  complicated  and  expensive  and  In  some  Instances  require 
right  and  left  and  are  very  prone  to  get  out  of  order.  It  also  requires 
considerable  time  and  patience  to  keep  them  clean  and  working  properly. 
Therefore  I  think  that  any  instrument  that  slmplifles  an  operation  and 
at  the  same  time  minimizes  the  amount  of  normal  tissue  to  be  removed 
is   a   preferable   one. 

I)B.  Y.«5K\i  HI  said  that  the  difficulty  about  the  outer  nasal  wall  Is  that 
the  floor  of  the  antrum  and  the  floor  of  the  nose  are  never  on  the  same 
level.  In  some  persons  one  la  lower,  and  In  others,  the  other.  With  this 
punch  hr  '■■^-  'r.        ■ ',    -r,  -.  ■  -,  •,-,,. I  floor  and  It  has  worked  very  well. 
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(Regular  Meeting,  April  aJ,  li)lJi.) 

Dii.  E.  B.  Glkaso.n,  Presiding. 

SYMPOSIUM    ON   GENERAL  ANESTHESIA     FOR     OPERATIONS     OF 

THE    UPPER    RESPIRATORY    TRACT. 
Oil-ether  Colonic  Anesthesia.     Dit.  Jamks  F.  Gwmiimkv,    .New  York,    (by 
invitation). 

Indicatiitns:  This  anesthesia  is  indicated  in  all  operations  on  the 
ui)per  respiratory  tract,  head  and  trunls;  in  cases  of  Graves'  disease  and 
similar  conditions  where  the  element  of  fear  Is  a  dominant  factor;  in 
fat  patients;  in  children;  In  patients  who  have  suffered  nausea  and  vom- 
iting from  previous  administrations  of  ether.  It  can  be  given  In  bron- 
chitis and  asthma,  and  has  been  given  to  a  patient  with  hemorrhages 
from  lungs  with  no  ill  effects. 

Vontra-indications:  Whenever  ether  Is  contra-indicated  It  should  be  used 
except  when  the  patient  has  been  ill  from  previous  administration;  here 
it  can  be  given  with  impunity.  Pathological  conditions  of  the  lower 
bowel;  colitis,  hemorrhoids,  fistula,  etc. 

Prrparation  of  palirni:  The  night  preceding  the  operation,  the  bowels 
are  cleared  bj-  administering  castor  oil;  avoid  purging.  The  following 
morning,  Irrigation  of  colon  with  warm  water  until  return  is  clear;  pa- 
tient permitted  to  rest  two  or  three  hours.  One  hour  before  operation, 
mixture  of  two  to  four  drams  of  ether.  In  which  is  dissolved  five  to  ten 
grains  of  chlorotone  and  two  to  four  drams  of  olive  oil.  is  Injected  Into 
rectum,  or  suppository  of  five  to  ten  grain  of  chlorotone  Is  Inserted. 
Half-hour  before  operation,  niorphin  %  to  H  grain  with  tropin  1-200  to 
1-100  grain. 

Mixture  for  adults,  olive  oil,  ounces  2;  ether,  ounces  6.  Mixture  for 
weak,  anemic  patients,  olive  oil  35-45  per  cent;  ether  55-65  per  cent.  For 
children  a  mixture  containing  50  per  cent  ether  is  sufficiently  strong. 

Apparatus:  Rectal  lube,  one-fourth  Inch  In  diameter,  twenty -eight 
inches  long;  clamp  for  tube;  three  inch  glass  funnel;  Lockwood  tube, 
thirty  Inches  long  and  %  Inch  in  diameter;  all  previously  sterilized. 

Administration:  Fifteen  minutes  before  operation  patient  in  modified 
sinus  i)ositlon;  catheter  well  lubricated  and  Inserted  four  inches  within 
rectum,  mixture  slowly  poured  into  funnel,  at  least  five  minutes  being 
consumed.  Introduce  one  ounce  for  every  twenty  pounds  of  body  weight 
except  for  those  obese;  eight  ounces  should  not  be  exceeded.  From  ten 
to  thirty  minutes  Is  necessary  before  patient  can  be  moved.  Uncon- 
sciousness usually  follows  five  minutes  after  completion  of  injection; 
narcosis  complete  five  to  ten  minutes  later,  when  delayed  few  whiffs  of 
chloroform  allowed.  After  patient  receives  mixture  anesthetist  must 
maintain  clear  air  passage.  Patient  never  left  alone  at  any  time  after 
receiving  injection.  Then  directions  imiwrtant  because  internes  in  our 
hospitals  know  less  regarding  administration  of  anesthesia  than  any  sin- 
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gle  subject,  simplicity  may  lead  to  belief  that  no  particular  care  neces- 
sary. 

Danger  siynaU:  Ix)88  of  lid  reflex,  stertor  or  embarrassed  respiration; 
approaching  cyanosis.  If  breathing  is  regular,  with  reflexes  active,  pa- 
tients will  relax  in  surgical  narcosis.  If  any  of  the  above  symptoms 
appear,  portion  or  whole  of  mixture  may  be  withdrawn,  and  if  symi)- 
toms  persist  irrigate  with  cold,  soapy  water;  If  necessary  stretch  sphinc- 
ter and  resort  to  all  recognized  methods  for  restoring  consciousness. 

Post-opcratiir:  Immediate  irrigation  of  colon  w^ith  cold  water  soap 
suds;  then  withdraw  one  of  the  tubes  from  rectum  and  introduce  two 
to  four  ounces  of  oUve  oil  and  one  pint  to  quart  cold  water;  withdraw 
lube  from  rectum.  Patient  recovers  consciousness  from  fifteen  to  thirty 
minutes  following  procedure.  Olive  oil-ether  mixture  has  now  been  suc- 
c  essfully  administered  upwards  of  300  times. 

Intra-tracheal  Insufflation  Aneathesia.    Uk.  Gkorge  P.  Ml-ei.lf.b  (by  Invi- 
tation). 

Intra-tracheal  insufHation  anesthesia  began  with  publication  of  Meltzer's 
l>aper  in  1909.  Later  Elsberg  devised  an  apparatus  for  use  in  human 
beings.  Shortly  after  the  introduction  of  the  method  it  was  found  es- 
liecially  applicable  to  surgery  of  the  head,  mouth  and  throat;  it  enables 
the  operator  to  work  unhampered  by  the  presence  of  an  anestheti.st  and 
in  cases  of  operation  on  mouth,  the  constant  back-stream  of  air  prevents 
blood  or  mucus  from  falling  into  the  trachea. 

It  Is  not  necessary  to  dwell  on  the  physiologic  principle  Involved;  a 
steady  stream  of  air  delivered  at  the  bifurcation  of  the  trachea  suffices, 
when  respiration  continues  to  aerate  lungs;  if  respiration  is  stopped  by 
•■ievation  of  pre.isure,  the  stream  of  air  is  interrupted  every  twenty  sec- 
onds to  permit  diffusion  currents  to  circulate  through  lungs.  With  air 
ether  is  mixed  to  anesthetize  the  patient. 

The  principle  of  intra-tracheal  insufflation  anesthesia  Is  different  both 
trom  positive  and  negative  pressure.  The  apparatus  exhibited  has  been 
used  in  University  Hoepltal  for  about  a  year  with  eminently  satisfac- 
tory results.  At  first  a  copy  of  Dr.  KIsberg's  model  was  used;  later  it 
was  altered  to  suit  Dr.  .Mueller's  ideas;  finally  he  had  present  apparatus 
made.  The  doctor's  experience  extends  over  two  years;  about  170  pa- 
tients have  been  anesthetized  with  the  one  or  the  other  models.  The 
apparatus  was  primarily  constructed  In  the  hope  tliat  a  moderate-priced, 
reliable  instrument  could  be  produced  which  would  enable  the  surgeon 
to  use  this  method  of  anethesla  in  thoracic  o|>erations  as  well  as  for 
anesthesia  In  operations  on  head,  mouth  and  throat.  The  air-stream  is 
furnished  by  a  blower  and  electric  motor.  Air  is  then  filtered  of  oil  or 
dust  and  delivered  Into  a  glass  air  chamber.  In  this  is  a  cone  or  finger, 
healed  by  electric  current,  on  the  top  of  which  ether  is  dropped  by  means 
of  a  needle  valve  and  rilier  reservoir.  Amount  of  ether  can  be  regulated 
al  will  and  vaporization  aided  by  heat  Heater  can  be  made  to  serve  two 
puriKwea,  one  of  vaporizing  ether  and  the  other  of  warming  air  if  it  Is 
believed  that  warm  ether  vapor  is  eMcnttal.  AfJer  leaving  the  mixing 
chamber  the  vapor  Is  again  filtered  to  remove  droplets  of  ether  and  pasMa 
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through  tubes  to  trachea.  There  Is  a  manometer  attached  to  register 
pressure  and  a  mercury  safety  valve  which  can  be  set  at  any  pressure 
and  which  will  blow  off  if  this  pressure  is  exceeded. 

He  has  followed  the  same  technic  in  introducing  the  catheter  as  ad- 
vised by  Peck,  Klsberg  and  other  writers  on  subject.  Anesthesia  pro- 
duced is  so  satisfactory,  safe,  and  easily  controlled  that  Dr.  Mueller  would 
anesthetize  many  more  patients  by  thi.s  method  than  he  does  were  it  not 
for  tlie  dislike  of  introducing  the  tube  through  vocal  cords  into  trachea. 
A  number  of  our  patients  have  complained  of  sore  throat,  but  this  is 
mostly  due  to  faulty  technic  in  inserting  tube;  those  with  the  most  ex- 
perience in  introduction  have  least  trouble  with  pharyngitis.  He  has  never 
seen  a  case  of  bronchitis  or  pneumonia  that  could  be  attributed  to  the 
tracheal  tube.  But  one  case  of  pneumonia  and  two  or  three  of  bron- 
chitis; this  is  less  than  the  average  seen  In  ordlnarj"  anesthesia.  The 
method  certainly  lessens  the  shock  and  makes  for  an  easier  post-opera- 
tive recovery  from  ether.  He  has  had  no  experience  with  the  naso- 
tracheal method  advocated  by  Robinson. 

This  method  is  only  applicable  to  cases  where  it  is  desired  to  use  Intra- 
tracheal insufflation  anesthesia  and  where  the  presence  of  the  tube  In 
the  mouth  Is  objectionable  to  the  operator.  The  method  consists  In  in- 
troduction of  rubber  tube  into  trachea;  then  by  means  of  another  rubber 
tube  or  Belocq  canula  the  first  one  is  drawn  backward  into  the  pharynx, 
thence  through  the  nose.  He  has  used  pharyngeal  insufflation  a  great 
deal,  especially  in  those  cases  in  which  it  was  desired  to  get  the  anesthetist 
out  of  the  road  of  the  operator,  but  where  it  did  not  seem  necessary  to 
introduce  the  tracheal  tube.  In  practice  of  this  method  one  must  al- 
ways introduce  tubes  accurately,  1.  e.,  they  should  be  introduced  exactly 
the  distance  as  measured  from  ala  of  nose  to  external  auditory  meatus. 
This  will  make  them  protrude  sufficiently  into  the  naso-pharynx  but  will 
not  allow  them  to  be  gripped  by  the  esophagus,  it  is  also  important  not 
to  attempt  insufflation  unless  swallowing-reflex  has  beeu  abolished  by 
preliminary  anesthesia  in  ordinary  manner. 

Finally,  while  Dr.  Mueller  is  very  enthusiastic  about  intratracheal 
insufflation  anesthesia  owing  to  his  own  experience  with  the  method  he 
does  not  wish  to  appear  as  its  advocate  to  the  exclusion  of  other  methods 
of  anesthesia.  It  is  invaluable  in  surgery  of  the  thorax,  indispensable  in 
the  surgery  of  the  mouth,  especially  for  cancer  of  the  tongue.  Up  and 
jaws;  it  Is  very  useful  in  operations  upon  the  cranium,  head,  neck  and 
spine.  In  the  latter,  the  recumbent  position  of  patient  interferes  with 
respiration  but  such  interference  Is  of  no  moment  with  Insufflation  tube 
in  place. 

Chloroform  Anesthesia.     Dr.   Charles   P.  Grayson    (by  Invitation). 

Dr.  Grayson  felt  that  anything  he  might  say  favorable  to  chloroform  as 
a  general  anesthetic  would  have  little  more  than  an  abstract  or  academic 
interest.  Probalbly  very  few  of  those  present  used  It  and  he  would  re- 
gret if  anything  he  might  say  would  induce  them  to  experiment  with 
it  Neither  should  his  remarks  in  favor  of  It  be  interpreted  as  an  attempt 
to  persuade  others  to  give  it  a  trial.  Two  years  ago  In  Philadelphia  at 
the   Annual   Meeting   of   the  American   Lary'ngologlcal   Association   Dr. 
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Grayson  gave  hi?  experience  with  chloroform  during  the  preceding  eight 
years;  under  his  personal  supervision  It  was  administered  to  some  3,800 
patients.  Two  years  of  private  and  hoepital  work  has  brought  the  num- 
ber up  to  5,000.  In  discussion  of  the  paper  referred  to,  the  doctor  was 
subjected  to  the  severest  criticism  and  he  said  that  many  well-meant  but 
terrifying  warnings  were  hurled  at  bis  head.  He  was  told  of  deaths 
that  had  occurred  In  the  experience  of  certain  fellows,  which,  of  course, 
had  been  wholly  attributed  to  chloroforro. 

In  one  way  Dr.  Grayson  is  disappointed  in  chloroform;  before  he 
began  to  employ  It  he  was  led  to  believe  by  all  he  had  read  and  heard 
of  it,  he  was  going  to  be  in  a  state  of  constant  fear  and  excitement  be- 
cause of  its  treachery.  If  all  those  things  were  true  he  would  probably 
have  found  them  out  in  the  ten  years  he  has  been  using  It  but  so  far 
from  being  true  he  would  say  without  hesitation,  within  the  limita- 
tions of  his  own  experience,  they  have  proved  absolutely  without  founda- 
tion. He  has  administered  it  to  the  Infant  of  a  few  weelts  old,  to  adults 
in  their  seventies  and  to  men,  women  and  children  between  the  extremes 
of  age.  In  a  score  or  more  cases  of  valvular  insufficiency,  and  to  at 
least  a  dozen  cases  exhibiting  supposed  clinical  evidence  of  that  dubious 
condition  known  as  the  "status  lymphaticus"  and  he  Is  still  waiting  for 
that  loudly  and  confldently  predicted  case  of  sudden  cardiac  paralysis. 

Are  we  Inclined  to  accredit  this  to  luck?  Dr.  Grayson  has  never  for 
one  minute  permitted  luck  to  play  any  part  in  his  dealings  with  chloro- 
form and  is  Just  as,  if  not  more  careful,  in  its  administration  than  he 
was  ten  years  ago,  and  from  the  first  drop  to  the  last  the  patient  Is  under 
his  constant  observation.  Chloroform  will  not  permit  the  same  careless 
liberties  to  be  taken  with  it  as  one  may  take  with  ether,  but  the  same 
thing  Is  true  of  cocain  as  compared  to  eucain  or  stovain,  or  of  mor- 
phln  to  paregoric,  or  of  strychnia  as  compared  to  nux  vomica,  but  we  do 
not  abandon  cocain,  strychnin  and  niorphlii  simply  iK'cnuse  of  the  greater 
'  are  their  use  demands,  do  we? 

There  is  nothing  about  chloroform  that  is  treacherous;  it  barks  and 
harks  loudly  and  threateningly  before  it  bites  and.  if  finally  goaded  into 
lilting,  the  man  who  is  bitten  thoroughly  deserves  his  wound.  Dr. 
Grayson  prefers  chloroform  because  if  properly  given  and  taken  It  Is  a 
distinctly  pleacant  anesthetic.  It  occasions  no  irritation  of  the  upper  air 
tract  and  within  two  or  three  minutes  the  patient  pa.sses  into  a  quiet 
anesthetic  slumber  from  which  ho  quietly  and  quickly  emerges  upon 
■  ompletlon  of  operation.  No  post-operative  Tomiting,  often  not  even  a 
sensation  of  nau.«ea  HemorrhageR  both  during  and  after  operation  much 
less  than  with  either  nitrous  oxid  or  ether,  and  It  is  not  at  all  unusual 
for  the  <hlld  to  be  asking  for  food  before  half  an  hour  is  past.  Nothing 
would  induce  Dr.  Grayson  to  ndmlnlster  chloroform  if  the  patient,  his 
family  or  his  medical  attendant  were  susplelous  or  timid  about  this 
anesUietlc  because  his  faith  and  regard  for  It  are  so  great  that  he 
would  be  afraid  In  case  of  accident  some  of  these  people  would  short- 
sightedly blame  rhlorofomt  Instead  of  some  fault  of  his  In  Its  adminis- 
trntlon. 
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Ether  Aneithesia.    Dii.  RniiutT  F.  Rmipath. 

The  doctor  confined  his  remarks  to  the  method  and  Instrumentality 
used  at  operations  and  In  the  clinic  at  the  Medlco-Chlrurglcal  Hospital. 
Apparatus  used  Is  the  Rui)ert  modification  of  the  Caln-McDermott  and 
consists  of  nicked  hot-water  container  having  cross-bars  for  Insertion  of 
ether  bottle.  Another  or  smaller  bottle  Is  attached  to  side  of  water-con 
talner  and  acts  as  safety  valve  for  any  overflow  of  pure  ether.  These 
two  bottles  are  connected  by  tubing,  the  distal  ends  of  each  having  on 
a  larger  bottle  or  ether  reservoir,  bulbs  as  here  shown,  first  to  force  air, 
second  to  keep  more  even  pressure  than  would  be  possible  otherwise. 
Distal  end  of  small  bottle  has  delivery  tube  connecting  it  on  which  is  the 
mouth-piece. 

A  few  drops  of  an  alcoholic  solution  of  oil  or  bitter  orange  is  placed  on 
gauze  and  the  patient  allowed  to  inhale  for  a  few  minutes;  then  ether 
Is  gradually  dropped,  the  ether  and  orange  odors  blending  and  forming  a 
pleasant  mixture  which  the  patients  have  frequently  said  was  better  than 
plain  ether  vapor.  Ether  is  gradually  increased  until  patient  enters  sec- 
ondarj-  or  excitant  stage  when  it  is  pushed  until  third  or  complete  anes- 
thesia is  reached.  The  mouth-gag  Is  now  inserted  and  any  secretion  in 
the  mouth  of  the  pharynx  wiped  out.  Then  insert  mouth-piece  of  deliv- 
ery tube  into  side  of  patient's  mouth,  allowing  gauze  which  still  has  ether 
added  to  it  to  remain  over  patient's  mouth,  and  start  ether  vaiwr  appa- 
ratus. The  point  he  wishes  to  make  here  is  this,  that  it  Is  advantageous 
to  change  from  one  form  of  delivery  to  other  gradually,  viz:  by  still  al- 
lowing gauze  to  remain  over  nose  and  mouth,  adding  ether  to  gauze, 
but  in  lessened  quantity  than  before,  until  the  patient  although  anes- 
thetized overcomes  the  laryngeal  spasmodic  contraction  which  invariably 
takes  place  at. the  beginning  of  giving  pure  ether  vapor. 

It  will  be  found  that  a  greatly  lessened  quantity  of  ether  is  necessarj- 
to  keep  the  patient  In  an  anesthetized  condition  by  this  method  than  by 
any  other  Dr.  Ridpath  has  tried.  Anesthetists,  if  new  with  this  method, 
must  therefore  be  cautioned  against  pushing  ether  too  hard.  The  best 
results  are  obtained  by  having  ether  bottle  of  container  not  over  half 
full,  as  the  bubbling  which  takes  place  when  air  Is  forced  through  ether 
is  apt  to  overflow  into  small  safety  bottle. 

Ether,  whether  liquid  or  vaix)r,  is  very  susceptible  to  change  or  varia- 
tions of  temperature,  and  although  we  use  small  bottle  to  catch  overflow 
we  nevertheless  do  have  on  occasions  some  liquefaction  in  delivery  tube, 
patient  tor  moment  receiving  pure  ether,  instead  of  vapor.  This  is 
easily  remedied  by  simply  allowing  tube  to  cleanse  itself  by  dropping  it 
towards   floor. 

Superheated  Ether  Vapor  with  Oxygen.   Dr.  Frank  Hii.l  (by  invitation). 

DISCVSSIOX. 

Dr.  Pieldixo  O.  Lewis:  Dr.  Gwathmey's  paper  was  of  great  interest  to 
me.  On  account  of  fear,  often  a  serious  factor  In  general  anesthesia,  I 
believe  oil-ether  administration  to  patient  in  bed  would  be  a  distinct 
advantage.  My  experience  has  been  mainly  confined  to  the  use  of  straight 
ether  by  the  drop  method.     It  Is  Interesting  to  hear  Dr.  Grayson  uphold 
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the  use  of  chloroform,  and  his  extierlenoe  of  500  administrations  without 
accident  Is  Indeed  Impressive.  Chloroform  Is  seldom  used  at  Jefferson 
Hospital;  It  Is  six  times  more  dangerous  than  ether.  I  have  recently 
witnessed  a  labyrinth  operation  under  chloroform  which  was  satisfactory 
from  every  view-point;    recovery   from  anesthetic  was  very  prompt. 

Dk.  Bk.vjami.n  D.  P.vrkisii:  The  pai)ers  of  this  symposium  must  have 
impressed  upon  the  minds  of  all  the  growing  necessity  of  hospitals  hav- 
ing upon  their  staffs  skilled  and  efficient  anesthetists.  A  resident  physi- 
cian wtih  the  very  inadiKjuate  preliminary  training  in  anesthesia  has  no 
)icen.se  to  undertake  the  handling  of  Intricate  apparatus,  nor  should  the 
choice  of  anesthetic  to  be  used  be  left  to  the  novice.  The  efficiency  of  the 
operator  Is  reduced  50  per  cent  If  he  has  not  perfect  confidence  in  his 
anesthetist.  Statistics  as  to  the  relative  safety  of  ether,  chloroform  and 
other  agents  are  unquestionably  open  to  sn^ave  fallacies  and  must  be  ac- 
cepted with  caution.  So-called  deaths  under  anesthetics  are  often  deaths 
partly  or  wholly  attributable  to  other  causes  than  the  Influence  of  the 
anesthetic  Itself,  and,  conversely,  fatalities  which  should  be  properly 
ascrlb»id  to  anesthesia  an^  .>fi,-..  pithfr  iifver  rfported  or  regarded  as 
due  to  surgical  shock,  etc 

The  personal  element  In  any  given  series  of  cases  or  methods  Is  often 
not  tBKen  into  account.  Ue.sperate  cases  are  often  regarded  as  unsuitable 
for  chloroform;  ether  is  chosen  for  them  with  the  result  that  ether  death 
Is  thereby  unfairly  Increased. 

Statistics  undoubtedly  have  their  value,  whilst  they  may  be  regarded 
as  roughly  Indicating  the  relative  risks  of  ether,  chloroform,  nitrous 
oxld,  etc..  they  cannot  be  accepted  as  representing  the  true  relative  death 
rates.  However,  with  an  assortment  of  anesthetics,  patients  and  opera- 
tion, ether  has  proved  about  six  times  as  safe  as  chloroform. 

The  preliminary  use  of  niorphin  and  atropin  in  adults  and  atropin  alone 
111  children  has  to  a  great  measure  In  my  cases  removed  one  great  draw- 
back to  fther.  The  ether-vai>ori/,er  has  become  of  almost  universal  use 
among  laryngologlsts,  yet  after  several  years'  trial  Ur.  I'arrlsh  has  dis- 
carded it  in  the  cases  of  young  children,  after  having  one  or  two  alarming 
cases  of  acidosis  with  i>er8lstent  vomiting.  Here  again  we  encounter  the. 
drawback  to  most  apparatus,  the  inability  to  accurately  gauge  the  amount 
of  anesthetic  used,  and  the  tendency  of  the  inexperienced  anesthetist  to 
push  the  administration  to  the  limit. 

In  my  hands  the  gas-oxygen  ether  sequence  has  given  the  most  satla- 
factlon.  the  natch  apparatus  being  used.  Nitrous  oxld  and  oxygen  alone 
does  not  kee|)  the  i>atlenl  under  long  enough  after  the  removal  of  the 
mask  to  operate  on  the  tonsils  unless  possibly  the  Sluder  technic  be  used 
and  merely  a  tonsillectomy  be  jwrforraed.  This  combination  answers 
well  for  removal  of  adenoids  because  of  Its  ranking  as  least  dangerous  of 
all  anesthetics.  On  several  rxcasions  I  have  performed  the  simple  mas 
told  operation  nn  adults  with  nitrous  oxld  and  oxygen  alone,  the  only 
difficulty  experienced  was  oozing  of  blood  darkening  the  fleld  of  operation, 
and  In  one  case  of  p<-rlsinus  nhsri'M  rcnrtcrlnR  ihi-  mmlnci's  hnrti  to  rec- 
ogntxe  from  granulations. 
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The  demonstration  of  colonic  anesthesia  which  Dr.  Gwathmey  so  ably 
gave  was  first  one  I  had  witnessed.  All  who  were  present  must  have 
been  struck  with  the  facility  with  which  the  oil-ether  mixture  was  ad- 
ministered, the  rapidity  with  which  anesthesia  was  produced  without  any 
marked  stage  of  excitement  and  complete  relaxation  of  patient.  Kectal 
etherization  was  Urst  suggested  by  Roux  in  1847,  Perlgoof  using  it  the 
same  year;  Dr.  Weir  (iV.  V.  Medical  Record,  April  28,  1884,)  reported  one 
death  from  rectal  etherization.  Dr.  W.  T.  Bull,  .May,  1884,  put)lished 
seventeen  cases  in  which  melena  occurred  in  several.  Dr.  Gwathmey  has 
practically  eliminated  the  danger  of  intestinal  hemorrhage  by  the  use  of 
oil  as  a  menstrum. 

It  is  unfair  to  judge  from  one  demonstration  just  what  is  to  be  ex- 
pected of  any  method.  There  was  no  means  of  gauging  the  pharyngeal 
or  laryngeal  reflex  because  operation  was  one  for  a  hernia.  The  inability 
to  quickly  restore  reflexes  is  a  great  drawback  in  bloody  operations  about 
the  upper  respiratory  tract.  The  period  of  prolonged  analgia  and  after- 
stupor  is  not  to  be  desired  in  operative  work  on  the  respiratory  tract. 
The  apparent  ease  of  administrating  this  method  may  lead  to  some  grave 
results  If  tried  by  the  casual  onlooker.  The  fact  that  body  weight,  age 
and  pathological  condition  of  the  intestinal  tract  and  kidneys  are  of  vital 
Importance,  should  not  be  lost  sight  of. 

Dr.  William  L.  Rod.man  said  he  was  particularly  indebted  to  Dr. 
Gwathmey  for  demonstration  of  his  method  of  colonic  anesthesia  at  the 
Medlco-Chirurgical  Hospital.  It  was  the  first  time  this  method  had  been 
employed  in  Dr.  Rodman's  service  and  it  worked  admirably.  The  patient 
was  a  fat  man;  relaxation  complete;  disagreeble  symptoms  entirely 
wanting.  Dr.  Rodman  lias  had  no  experience  with  the  intra-tracheal 
method  of  anesthesia  as  demonstrated  by  Dr.  Mueller.  It  is  perhaps  the 
very  best  method  in  certain  cases  and  it  has  come  to  stay.  The  doctor 
was  charmed  with  Dr.  Grayson's  courage  in  the  use  of  chloroform.  Su- 
periority of  chloroform  to  ether  in  every  possible  way  was  demonstrated 
by  Hunter  McQuire,  the  elder  Gross  and  other  distinguished  surgeons  of 
that  time.  Personally,  Dr.  Rodman  has  had  a  large  experience  with 
chloroform  and  during  the  first  fifteen  years  of  his  practice  used  it  many 
more  times  than  ether,  with  never  a  death.  They  get  off  the  table  all 
right;   no  bronchitis  or  pneumonia;  no  vomiting. 

Great  injustice  has  been  done  to  chloroform.  The  indications  for  its 
administration  are  definite — children,  obstetrics,  brain  surgerj-  to  avoid 
hemorrhage.  All  have  not  the  courage  of  Dr.  Grayson  and  often  defer 
to  public  opinion.  Dr.  Rodman  has  taken  chlorform  and  it  has  been 
administered  to  a  number  of  his  family.  In  the  hands  of  an  experienced 
person  chloroform  is  as  safe,  if  not  safer,  than  ether.  Dr.  Rodman  Is 
familiar  with  the  method  described  by  Dr.  Ridpath;  he  has  often  seen  it 
used  in  Dr.  Skillern's  clinic.  Dr.  Rodman  advocated  the  preliminary  use 
of  essence  of  orange. 

Dr.  E.  Matlack:  In  three  operations,  namely,  mastoidectomy,  cere- 
bellar abscess  and  Caldwell-Luc,  the  oil-ether  method  was  used  with  entire 
satisfaction. 

I    •  (To    be   continued.) 
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THR  ORBITAL  APPROACH  TO  THE  CAVERNOUS  SINUS.* 

IJR.  H.\RRis  Peyton  Mosukr,  Hoston. 

I'oi  ,1  mimhcr  of  years,  three  at  least,  I  have  been  on  the  look- 
•'  ■    i   :■  thrombosis  of  the  cavernous  sinus,  feeUng  that 

•  acli  tu  the  sinus  through  the  orbit  was  feasible.  Nine 
!  iui-  1^1),  during  mv  last  service  at  the  Massachusetts  Charitable 
\e  and  Ear  Infirmary  and  under  Dr.  Crockett  as  Chief  of  StafT, 

•  presented  itself.    The  patient  was  too  sick  to  make  a  definite 
....iosis,  but  it  seemed  probable  that  there  was  thrombosis  of  the 

ft  lateral  sinus  with  extension  to  the  cavernous.  At  operation 
I  'r.  Emerson  found  the  lateral  sinus  thrombosed  and  dealt  with 
iliis  condition  by  the  usual  operative  measures,  first  tying  the  in- 
ternal jugular  vein.  Two  days  later,  no  improvement  following 
nd  the  protrusion  of  the  eye  and  the  edema  of  the  lids  increas 
ing,  the  case  was  kindly  passed  up  to  me. 

The  plan  of  the  operation  which  I  had  in  mind  was  to  gain  ac- 

oss  to  the  cavernous  sinus  through  the  inner  half  of  the  orbital 

■late  of  the  great  wing  of  the  sphenoid.    The  patient  gave  permis- 

ion  for  the  removal  of  the  eye.     The  evening  before  the  oper- 

ition  was  spent  in  preparing  for  it  by  work  upon  the  cadaver.    At 

he  operation  the  outer  and  posterior  part  of  the  orbit  was  exposed 

i'V  the  procedure  of   Kroenlein.     The  globe  of  the  eye  was  re- 

tractccl  inward.    A  short  triil  of  this  method  proved  that  it  was 

th»  annual  m««ltnff  of  the  Amortran  OtoloKical  Socletjr,  Atlantic 

.7      1914  * 

709 


Tlo         mosiier:  ORniTAi,  approach  to  cavernous  sinus. 

not  successful  in  giving  sutlicient  room,  and  so  the  eye  and  the 
contents  of  the  orbit  were  removed.  Then  an  opening  was  chiselled 
through  the  orbital  plate  of  the  great  wing  of  the  sphenoid  bone, 
the  brain  retracted  upward  and  the  cavernous  sinus  supposedly 
located  and  incised.  The  man  died  in  a  few  days  without  any 
further  diagnostic  signs  and  without  extension  of  the  process  or 
improvement. 

Then  came  the  autopsy  which  the  hospital  authorities  and  the 
enthusiasm  of  the  house  officer  made  possible.  This  was  the  first 
case  in  the  hospital  in  which  operation  upon  the  cavernous  sinus 
had  been  attempted.  The  main  point  to  determine  was  whether 
or  not  the  sinus  had  been  opened.  In  the  little  group  about  the 
autopsy  table  I  somehow  felt  very  much  alone.  As  the  saw  cut 
through  the  left  side  of  the  skull  cap  pus  dribbled  down  the  blade, 
and  when  the  brain  was  exposed  the  left  hemisphere  was  flooded 
with  it.  Instantly  the  question  was  in  the  mind  of  everyone,  "Did 
the  operation  result  in  a  brain  abscess?" 

On  removing  the  brain,  however,  the  abscess  was  found  in  the 
tempero-sphenoidal  lobe,  in  the  typical  place,  and  was  due  to  the 
extension  from  the  lateral  sinus.  This  abscess  had  been  missed 
in  life,  and  so,  the  completed  autopsy  showed,  had  the  cavernous 
sinus.  Instead  of  entering  the  cranial  cavity  as  I  had  tried  to  do 
through  the  orbital  plate  of  the  great  wing  of  the  sphenoid,  I 
missed  my  bearings  and  had  gone  too  high  and  had  opened  the  roof 
of  the  orbit  in  front  of  the  lesser  wing  of  the  sphenoid  and  just 
above  the  cavernous  siniis.  I  grazed  the  sinus,  but  even  my  loyal 
house  officer  could  not  demonstrate  that  it  had  been  opened.  The 
dura  had  been  exposed  and  incised  on  the  under  surface  of  the 
brain  wall  back  in  the  anterior  fossa.  Neither  dura  nor  brain  at 
this  point  was  infected.  On  cutting  into  the  cavernous  sinus  it 
was  found  to  be  filled  with  pus.  Such  in  brief  was  the  result  of 
this  operation  which  I  had  coveted,  an  operation  which  was  not 
undertaken  lightly  nor  without  preparation. 

Humbled  by  the  outcome  of  my  efforts,  I  wetit  back  to  the  dis- 
secting room  to  study  the  steps  of  the  operation  farther.  My  con- 
clusions are  embodied  in  this  paper.  I  have  tried  the  procedure 
some  ten  times.  It  still  appeals  to  me  and  my  purpose  is  to  make 
it  appeal  to  you. 

Anatomy. 

The  cavernous  sinuses  placed  one  on  each  side  of  the  body  of 
the  sphenoid  bone,  and  extending  from  the  inner  end  of  the  sphen- 
oidal fissure  to  the  apex  of  the  petrous  portion  of  the  temporal 
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bone  are  of  considerable  size  and  of  very  irregular  form.  Their 
cavity  is  transversed  by  numerous  interlacing  filaments  which  give 
rise  to  a  structure  resembling  that  of  cavernous  tissue,  and  from 
this  circumstance  thev  derivi-  their  name      Enclosed  in   the  outer 


Figure  I.  Internal  view  of  the  bane  of  the  Rkull.  showinK  the  sinuses  of 
the  dura  matpr  (Allen  Thomson*.  H.  The  tentorium  has  been  removed, 
and  bIso  a  small  portion  of  the  roof  of  the  orbli  ponterlorly  on  the  left  side, 
so  .as  to  bringr  Into  view  the  sinuses,  which  are  laid  open,  the  arteries  at 
the  b.ise  of  the  skull,  and  the  trunks  of  the  rrunlal  nerves. 

I.  olfactory   hulii;   II,  optic   nerves:    III.   third   nerve;    IV,    trochlear  nerve: 

V,  placed  opposite    tt>   thi-   mlildle  of   the   three  divisions   of   tlie    fifth    nerve: 

VI.  sixth  nerve;  VII,  fiu  ial    ind  aeditory  nirvei<;  Vlli.  placed  opposite  to  the 
•il     i>'iiiitiu>.(r!i.«trlc  and  spinal   accessory   nervesi;    IX,   hypo- 

1   carotid   arliry   an    it    make."    its   turn    within 
•  ve  of   the  sphenoid    bone;    2.    Its   ophthalmic 
Mi.r    c-'rebrnl    arteries,    from    the    foi  mer    of 
artery  is  seen  passing  f"rwards  to  the 
•  .    verlel)ral   arti  ries   KivInK   off   tho  an- 
il   artery    spreailInK    upwaril.o    from    the 
livlrosnl   sinus;   7.    inferior  petrosal   sinus;  8. 
-  at   the  Jui;iilar   foramen;  S'.  commencement 
.,..:..!  sinus,  in  this  case  of  large  size;  10.  torcular 
Herophllt.  and  below  that  number  In  the  figure,  the  superior  longitudinal 
•Inus. 


glosso-pharynrr 
glossal   ner\ 
the  cavern" 
branch;    3.    r 
which   the  po»t«  run 
Internal   carotid;   ♦.    1 
tert'.r     wtilnal;     X.     m 
for  'losuni;   II 

t)  t  of   the    11 

Of   I...     ,...-  ■  ,11   sinus;  'i 


wall  of  each  arc  the  third,  fourth  and  the  ophthalmic  and  superioi 
nuxillary  divisions  of  the  fifth  nerve,  as  they  pass  forward  to  th«- 
.sphenoidal  fissure  and  the  foramen  rotundum,  and  in  the  cavity  of 
the  sinus  covered  only  by  its  thin  lining  membrane  are  the  internal 
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carotid  artery,  the  sixth  nerve,  and  a  plexus  of  the  sympathetic 
Each  sinus  receives  the  ophthalmic  veins  anteriorly  and  communi- 
cates internally  by  means  of  the  intercavernous  sinuses  with  the 
corresponding  vessel  of  the  other  side,  while  posteriorly  it  dis- 
charges its  blood  into  the  petrosal  sinuses.  It  is  also  joined  by 
some  inferior  cerebral  veins,  and  by  a  small  vessel  named  the 
spheno-parietal  sinus  (Breschet)  which  after  receiving  a  branch 
from  the  dura  mater  and  communicating  with  the  middle  menin- 
geal veins  runs  inward  on  the  under-surface  of  the  small  wing  of 
the  sphenoid  bone. 

The  circular  sinus  is  the  name  given  to  a  venous  ring  surround- 
ing the  pituitary  body  of  the  sella  tursica  and  formed  by  two  trans- 
verse vesseh  (anterior  and  posterior  inter-cavernous  sinuses)  which 
connect  the  right  and  left  cavernous  sinuses.  Either  of  the  trans- 
verse branches  may,  however,  be  wanting,  but  the  anterior  which 
is  usually  larger  is  the  more  constant.     On  the  other  hand  there 


:;i^-^:5»-\' 


Figure   2.     Transverse  section  of   Ihe  cavernous  sinus.    (Langer.) 

is  often  an  additional  vessel  passing  across  below  the  pituitary  body. 

The  superior  petrvsal  sinus  is  a  narrow  canal  running  in  the 
groove  along  the  ujiper  margin  of  the  petrous  portion  of  the  tem- 
poral bone.  Commencing  at  the  back  part  of  the  cavernous  sinus, 
it  is  directed  outwards  and  backwards  in  the  attached  margin  of 
the  tentorium  cerebelli,  and  ends  in  the  lateral  sinus  as  this  turns 
downward  in  the  groove  on  the  mastoid  portion  of  the  temporal 
bone.  It  is  joined  by  some  inferior  cerebral  and  superior  cerebellar 
veins,  as  well  as  by  small  branches  from  the  typanum  which  issue 
by  the  petro-squamous  fissure. 

The  inferior  petrosal  sinics,  which  is  much  shorter  and  wider 
than  the  superior,  passes  from  the  cavernous  sinus  downwards  and 
outwards  in  the  groove  between  the  lower  margin  of  the  petrous 
bone  and  the  basillar  process  of  the  occipital  bone.  It  passes 
through  the  anterior  compartment  of  the  jugular  foramen  and 
opens  immediately  into  the  upper  end  of  the  internal  jugular  vein. 
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The  inferior  peirosai  siiius  receives  some  inferior  cerebellar  veins 
and  the  auditory  veins  from  the  internal  ear. 

I'ariations  of  the  cavernous  sinus :  The  cavernous  sinus  is  rep- 
resented in  a  child  by  a  venous  plexus  in  the  dura  mater,  which 
by  enlargement  and  fusion  of  its  channels  is  converted  into  the 
characteristic  sinus  of  the  adult.  In  old  age  the  trabeculae  dimin- 
ish and  the  cavity  becomes  simpler.* 

•  The  sphenoidal  fissure:  The  sphenoidal  fissure  is  bounded  above 
by  the  lesser  wing  of  the  sphenoid,  and  below  by  the  free  edge 
of  the  orbital  plate  of  the  great  wing  of  the  sphenoid  bone.  In 
most  cases  it  is  a  wedge-shaped  fissure  larger  at  the  inner  end  or 
base  of  the  wedge.  It  is  fully  two  centimeters  long.  Through  it 
run  the  third,  the  fourth,  the  ophthalmic  or  first  division  of  the 
fifth,  and  the  ophthalmic  veins.  The  lower  margin  of  the  fissure 
presents  near  the  middle  a  small  tubercle  from  which  one  head  of 
the  external  rectus  muscle  of  the  eye  takes  its  origin. 

After  the  contents  of  the  orbit  have  been  removed  and  the 
periosteum  cleaned  away  from  the  sphenoidal  fissure  a  pair  of 
scissors  curved  on  the  flat  can  be  made  to  enter  the  fissure  at  its 
inner  end,  and  by  hugging  the  lower  rim  of  the  fissure  it  is  pos- 
sible to  separate  the  dura  from  the  outer  wall  of  the  cavernous 
sinus  for  about  a  centimeter.  It  would  almost  seem  as  if  in  many 
cases  the  cavernous  sinus  could  be  opened  at  this  poiht  without 
the  removal  of  bone.  For  surgical  purposes,  however,  it  is  neces- 
sary to  enlarge  the  fissure.  This  is  the  essential  part  of  the  oper- 
ation advocated  in  this  paper. 

The  outer  rvall  of  the  orbit:  The  otUcr  wall  of  the  orbit  is  very 
oblique:  it  is  formed  by  the  orbital  surface  of  the  great  wing  of 
the  sphenoid  and  the  malar.  Between  it  and  the  roof  near  the 
apex  is  the  sphenoidal  fissure.  Between  the  outer  wall  and  the 
floor,  near  the  apex,  is  another  fissure,  the  spheno-maxillary  which 
allows  the  superior  maxillary  mtvc  to  enter  the  infra-orbital  groove 
from  the  spheno-maxillary  fossa.  At  the  anterior  margin  of  the 
groove  the  sphenoidal  wing  occasionally  articulates  with  the  mn\- 
illa,  but  frequently  is  excluded  by  the  malar. 

The  outer  wail  of  the  orbit,  to  recapitulate,  is  made  from  with- 
out inward,  and  for  the  first  third,  by  the  malar  bone  and  for  the 
two  remaining  thirds  by  the  orbital  plate  of  the  great  wing  of  the 
sphenoid.  Only  the  inner  half  of  the  orbital  plate  of  the  sphenoid- 
al bone,  however,  has  to  do  with  the  cranial  cavity — the  anterior 
half,  the  part  which  makes  the  middle  third  of  the  outer  wall  of 
the  orbit,  making  a  part  of  the  anterior  wall  of  the  zygomatic 
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fossa.  We  are  concerned,  therefore,  only  with  the  inner  half  of 
the  orbital  face  of  the  sphenoidal  bone,  the  part  which  bounds  the 
sphenoidal  fissure  below  and  makes  the  inner  part  of  the  anterior 
wall  of  the  middle  fossa  of  the  skull. 

Operation. 
The  globe  of  the  eye  is  removed  and  then  the  orbit  cleaned  out. 
Then  the  ophthalmic  artery  is  tic'<i.    Tlu-  periosteum  is  cleaned  from 


fioof  window  enlar^ 
outward  Id  this  point 


eno-maxillary  fissure 


Inf  ra-of  bital  groove 


Figure  3.     Drawins   by   autliur   to  .show    the   boiu-   incisions  for  reaching 
ilie   cavernous   sinus   throu^rh    the   orbit. 


the  posterior  half  of  the  floor  of  the  orbit  and  the  groove  recognized 
in  which  the  superior  maxillary  nerve  runs.  The  next  step  is  to 
separate  the  periosteum  from  the  orbital  surface  of  the  great  wing 
of  the  sphenoid  and  to  recognize  the  outer  end  of  the  sphenoidal 
fissure.    With  the  chisel  placed  vertically  a  cut  is  made  through  the 
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orbital  plate  of  the  great  wing  of  the  sphenoid  from  the  notch 
for  the  superior  maxillar>-  nerve  below  to  the  outer  end  of  the 
sphenoidal  fissure  above.  The  bone  is  thin  along  this  line  and 
is  readily  removed.  It  is  important  to  make  sure  that  the  whole 
of  the  Ixjne  making  the  lower  border  of  the  fissure  is  taken 
away.  The  bone  opening  is  enlarged  outward  one-half  centi- 
meter,  using  either  rongeur  or  chisel.     The   lower  edge  of   the 


Dura  and  brain  retradrt  upwarti  "■    ' 


floor  of  middle  of 


Internal  carotid  artery 


incisnn  n  cavemoua  smus 


inuit  pxposi'il   anil 


Lont-  window  shouWi  la-  brought  Hush  with  the  floor  of  the  orbit. 
l.'iili?is  this  is  done  it  is  not  ea.sy  to  get  at  the  Uittom  of 
till  middle  fossa  from  which  the  dura  is  to  be  elevated. 
Ihv  enlarging  of  the  bone  win<low  outward  is  l)est  accomplished, 
t)e  in  this  point  one  half  centimeter  in  thickness.  If  the  win- 
<low  is  carried  furtlier  outward  the  zygomatic  fossa  is  opened.  The 
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bone  is  so  thick  where  the  orbital  plate  makes  the  apex  oi  liic 
/ygomatic  fossa  that  the  approach  to  the  middle  fossa  and  the 
cavernous  sinus — by  removing  first,  as  I  did  on  the  living,  the 
malar  bone  by  the  method  of  Kroenlein  and  then  attacking  the 
orbital  plate  from  without  inward — starts  the  operation  on  thick 
bone  and  makes  the  exposure  of  the  dura  slow.  Consequently  the 
operator  becomes  timid. 

Furthermore,  there  are  no  landmarks  by  which  to  make  the 
bone  incision ;  so  the  operator  may  easily,  as  I  did,  go  too  high, 
and  enter  the  anterior  instead  of  the  middle  fossa.  By  making 
the  bone  incision  as  has  just  been  described,  that  is  from  the  groove 
of  the  superior  maxillary  nerve  upward  to  the  outer  end  of  the 
sphenoidal  fissure,  the  orbital  plate  of  the  great  wing  of  the  sphe- 
noid splinters  off  in  much  the  same  fashion  as  the  bridge  comes 
away  in  a  radical  mastoid  operation  with  the  last  stroke  of  the 
chisel.  Having  quickly  uncovered  the  dura  the  operator  goes  on 
confidently. 

The  bone-window,  made  and  enlarged  outward  and  brought  flush 
with  the  floor  of  the  orbit,  the  dura  is  then  elevated  from  the  floor 
of  the  middle  fossa,  working  from  the  outer  boundary  of  the  bone 
window  inward.  On  the  cadaver  the  dura  can  be  separated  from 
the  outer  wall  of  the  cavernous  sinus  for  a  distance  back\vard  of 
about  one  centimeter.  Then  the  separation  becomes  hard.  If  the 
elevation  is  persisted  in  at  the  level  of  the  bottom  of  the  bone-win- 
dow a  pin-head  opening  is  torn  in  the  outer  wall  of  the  sinus  at 
this  point.  I  do  not  know  whether  this  is  due  to  dividing  a  vein 
running  in  the  outer  wall  of  the  sinus  or  whether  a  strand  of  one 
of  the  nerves  in  the  outer  wall  of  the  sinus  is  torn  away.  Above 
and  beyond  this  point  of  adhesion  between  the  outer  wall  of  the 
cavernous  sinus  and  the  dura  the  two  can  be  separated  for  about » 
a  centimeter  further.  Then  the  emergence  of  the  ophthalmic  divi- 
sion of  the  fifth  nerve  from  the  Gasserian  ganglion  halts  the  sepa- 
ration. If  the  attempt  is  made  to  separate  the  inner  wall  of  the 
cavernous  sinus  from  the  outer  wall  of  the  body  of  the  sphenoid- 
la  bone,  the  knife  may  have  to  be  used  to  start  the  separation,  but 
once  it  is  started  it  can  be  carried  back  easily  to  the  limit  of  the 
sinus. 

Experimentation  makes  me  feel  that  the  exposure  of  the  outer 
wall  of  the  sinus,  though  limited  in  extent,  is  the  belter.     Choos 
ing  then  the  exposure  of  the  outer  wall  of  the  sinus  and  having 
separated  the  dura  from  it  for  a  centimeter,  a  blunt-pointed  knife 
is  placed  against  the  outer  wall  of  the  sinus  on  a  level  with  the 
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floor  of  the  orbit  ami  the  knife  blade  carried  forward  toward  the 
body  of  the  sphenoid  until  it  is  stopped  by  the  bone.  This  incision 
opens  the  wall  of  the  cavernous  sinus  for  one  centimeter  and  is  well 
below  the  internal  carotid  artery.  Through  this  incision  into  the 
cavernous  sinus  a  small  curette  can  be  carried  back  in  the  sinus  to 
the  opening  of  the  superior  and  inferior  petrosal  sinuses,  that  is 
throuj^h  the  wliole  body  of  the  sinus.  The  distance  from  the  rim  of 
the  orbit  is  on  the  average  between  :>  and  43/4  in. 

(jiven  a  cavernous  sinus  thrombosed  or  full  of  pus  what  would 
happen  in  life  in  my  opinion  is,  that  as  soon  as  the  separation  oT 
the  dura  from  the  outer  wall  of  the  sinus  was  begun,  the  sinus 
would  rupture.  The  escaping  pus  would  then  guide  the  curette  in- 
to the  cavity  of  the  sinus. 

The  above  operative  technic  is  La^cd  upon  one  failure  in  the 
living,  to  which  I  owe  much,  and  to  which  I  hope  some  day  one 
of  you  will  also  owe  something,  and  to  ten  operations  upon  the 
cadaver.  I  believe  that  it  is  entirely  feasible,  that  it  is  something 
more  than  a  cadaver  operation  with  which  the  demonstrator  caps 
his  operative  course  and  stirs  the  imagination  of  the  post-graduate 
student.  Its  drawback  is  the  necessary  removal  of  the  eye.  In 
the  serious  cases,  Ijtcause  there  are  cases  which  get  well  without 
operation,  when  a  reasonably  sure  diagnosis  can  be  made  the  eye 
is  already  useless.  The  patient  without  operation  is  doomed,  .^s 
!  look  at  the  question  of  the  sacrirut-  of  tln'  i-v  Imtli  >;.rioturi-  ;mil 
surgical  sen.^e  call  for  it. 

The  approach  to  the  cavernous  simis  through  tiie  orbit  is  the 
direct  and  natural  way.  Enlarging  the  sphenoidal  fissure,  which 
is  the  essential  part  of  the  operative  procedure  here  advocated,  is 
simply  opening  wider  the  anatomical  gateway  through  which  the 
sinus  emerces  from  the  skull. 

8v'K  Beacon  Street. 


Case  of  Ozena    in  a    Nurslinj;-       1'asquier.     Jour.   (/,•   Mrd.  de 
Vans.     Mnrrh  T.   1!M1. 
Nurslini;  .ntlis  had  dyspnea.     Crust  removed  from  nose 

proved  to  be  o/ciutous,  but  the  mucosa  was  not  atrophic  and  the 
cmst  not  very  fetid.  Thi-  f.-iilu-r  of  ili.-  ,tiit,1  h:\,\  .wur,  Th<T.< 
was  no  history  of  lues. 


FREEZING  THE  INTERIOR  TURBINATE.* 

Dr.  Hakky  S.  Gr^mjle,  Chicago. 

Although  not  a  rhinologist,  1  have  been  called  ui)on  at  various 
times  in  my  clinical  and  private  practice  to  relieve  intumescent  in- 
ferior turbinates  because  of  the  ocular  condition  existant.  When 
unable  to  refer  the  cases  to  rhinologists  I  performed  the  following 
small  operation  which  I  devised  and  to  which  I  was  led  by  the  won- 
derful results  obtained  from  freezing  various  angiomata  and  rup- 
tured blood-vessels  around  the  eyelids  with  carbon  dioxid  snow 
The  technic  of  obtaining  the  freezing  mixture  is  that  elaborated  by 
Dr.  J.  S.  Eisenstaedt,  dermatologist,  and  myself. 

The  intumescent  turbinates  that  shrink  to  a  fairly  small  size  un- 
der the  influence  of  cocain  and  adrenalin  are  those  suitable  for  the 
procedure,  which  is  extremely  simple.  The  nose  should  be  thor- 
oughly anesthetized  while  the  snow  is  being  obtained.  We  use  a 
large  carbon-dioxid  tank,  identical  with  those  used  in  soda-foun- 
tains and  saloons.  The  gas  is  allowed  to  escape  through  a  reg- 
ulating valve  into  a  chamois  bag,  where  it  rapidly  condenses  to  a 
snow  of  very  low  temperature.  This  loose  snow  is  then  packed 
into  a  half-inch  hole,  bored  through  a  four-inch  block  of  hard  wood. 
The  mold  is  packed  tightly  by  a  loosely  fitting  piston,  pounded  by 
an  ordinary  hammer.  As  soon  as  the  snow  is  tightly  packed  into  the 
mold,  the  block  is  laid  on  its  side  and  the  snow  pencil  gently  tapped 
out.  With  a  sharp  knife,  this  cylinder  is  quartered  lengthwise  so 
that  there  results  a  segment  of  a  cylinder  of  carbon  dioxid  snow 
with  one  sharp,  long  edge. 

This  segment  is  held  tightly  in  a  grasping  forceps  and  introduced 
into  the  nose  through  any  sort  of  a  nasal  speculum.  The  sharp 
edge  is  pressed  against  the  turbinate,  the  same  as  a  cautery  wire  is 
applied,  and  held  there  for  about  twenty  seconds,  then  withdrawn. 
A  sharp  depression,  lined  with  frost  cn,-stals,  which  disappears  in 
less  than  twenty  seconds  will  be  seen  in  the  frozen  area.  If  an  in- 
sufiicient  area  was  thus  treated,  the  snow  may  be  reapplied.  Care 
must  be  taken  not  to  touch  the  edge  of  the  nostrils  or  the  septum, 
and  should  the  pencil  fall  from  the  forceps  to  the  floor  of  the 
nose  it  must  be  immediately  blown  out  by  the  patient. 

Practically  no  reaction  follows  the  operation.  The  patient  suf- 
fers no  more  inconvenience  than   from  a  simple  office  treatment, 
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and  is  not  incapacitated  from  work  at  all.  Occasionally  one  freez- 
ing will  be  insufticient  and  a  second  can  be  performed  at  any  future 
period.  I  have  carried  out  the  procedure  twenty  times  and  have  hac", 
to  repeat  it  in  two  patients  only.  The  results  have  proved  themselves 
eminently  satisfactory.  The  turbinate  thus  treated  becomes  re- 
duced in  size  without  the  loss  of  any  mucous  membrane  and  with- 
out the  formation  of  any  visible  scar-tissue,  as  after  actual  cauter>-. 
The  longest  observed  case  is  now  two  years  in  duration,  and  there 
has  been  no  recurrence  of  the  intumescence.  I  believe  the  process 
to  1)(  superior  to  that  of  cauterization,  both  in  simplicity  and  in  re- 
sults, and  one  worthy  of. a  place  in  tin-  armentarium  of  the  rhinolo- 
gist. 

3?  N.  State  Street. 


Submucous  Resection  of  the  Lateral  Nasal  Wall  for  the  Removal 
of  Foreign  Bodies  from  the  Maxillary  Cavity.      W .  Zemann, 

ZtSihr.  /.  LarytujoL.  Bd.  G,  Heft.  (i.  lUli.  p.  821. 

Up  to  the  present  time  foreign  bodies  of  the  maxillary  cavit\ 
had  to  be  removed  via  the  canine  fossa,  as  the  intra-nasal  way  wa> 
i(imbine<l  with  excessive  homorrhage  and  did  not  give  broad  ex- 
jKisurc.  The  writer  exjwjses  the  lateral  nasal  wall  by  elevating  the 
nasal  mucous  lining,  begiiniing  from  the  apcrtura  pyriformis.  By 
!  a  small  chisel  a  small  opening  is  made  in  the  bony  wall. 

wiicrei)y  care  is  to  W  taken  not  to  injure  the  mucous  lining  of  the 
antrum.  A  Freer  separator  is  introduced  artd  the  antral  lining  ele- 
vated :  thus  exposing  the  lateral  Irony  nasal  wall  between  its  sac  of 
mucous  lining.  The  bone  is  removed  by  means  of  a  good  biting 
forceps  and  tlii  double  mucous  lining  incised  accordint;  to  the  in- 
tended si?'  window 

The  removal  of  foreign  IkxHcs  from  the  antrum  ami  simultan- 
eously the  treatment  ol  the  usfi.tlK  ■  ..ii,-,,iiiit:mi  •mtrum  suppura- 
tion may  thus  he  easily  achicvcil  Gi,OGAf. 


THE    SUBMUCOUS    OPERATION    FOR    CORRECTING    NASAL 

DEFORMITIES.     SYMPTOMS  INDICATING  OPERATION. 

METHODS  AND  DIFFICULTIES  ENCOUNTERED.* 

Dk.  Xatiian  i".  Staui'fkr,  Philadelphia. 

Deformities  of  the  nose  may  be  caused  by  displaced  or  broken 
nasal  bones  (Figure  3),  or  broken  nasal  processes  of  the  superior 
maxilla;  or  several  portions  of  the  septum  and  cartilage  may  be 
bent  in  combination;  or  the  deviation  may  be  due  to  the  carti- 
lage alone. 

In  these  deformities  the  obstructions  in  the  nares  may  be  high 
up  with  the  perpendicular  plate  of  the  ethmoid  touching  the 
middle  turbinal.  This  will  prevent  air  entering  the  nose  or 
passing  to  the  inferior  nares.  Or  the  obstruction  may  be  caused 
by  the  vomer  leaning  against  the  inferior  turbinal  (Figure  5). 
The  air  enters  the  nose  but  on  descending  to  the  posterior  in- 
ferior nares  it  strikes  this  combined  obstruction-wall  formed 
by  the  vomer  and  inferior  turbinal  and  rebounds  upon  the  enter- 
ing air.  These  causes  force  the  patient  to  keep  the  mouth  open 
constantly  in  order  to  get  the  necessary-  air-supply.  Patients 
with  these  deformities  frequently  complain  of  recurrent  attacks 
of  rhinitis  without  any  history  of  exposure  to  infection  or  to 
changes  of  weather.  The  pressure  of  a  deviated  septum  upon 
an  already  engorged  and  irritated  turbinal  will  not  only  produce 
these  rhinitis  attacks  but  also  cause  annojing  and  obscure  head- 
aches. Other  symptoms  caused  by  nasal  deformities  are  pe- 
culiar qualities  in  the  tone  of  the  voice  as  though  the  patient 
talked  with  a  closed  mouth  allowing  the  tone  to  linger  in  the 
nose,  and  anosmia  caused  by  the  bent  septum  closing  the  olfac- 
tory fissure.     This  deprivation  of  smell  is  a  great  hardship. 

But  the  most  insidious  as  well  as  the  most  dangerous  are  re- 
ferred to  the  car.  Many  of  these  patients  with  obstructed  nares 
have  an  increasing  tinnitus  with  noises  so  severe  as  to  cause  the 
patient  to  threaten  life.  I  have  found  that  an  early  ear  symp- 
tom due  to  an  obstructed  air  passage  is  a  lusterless  membrana 
tympani  often  accompanied  by  recurring  attacks  of  myringitis 

♦Read  before  the  Section  of  Otology  and  Laryngology  at  the  College  of 
rhyslcians.  March   1?.   ini4. 
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which  may  be  followed  by  acute  otitis  media  or  purulent  effu- 
sions. 

Case  1 :  This  case  of  Mr.  G.  shows  how  a  submucous  opera- 
liun  will  correct  a  disfigurement  of  the  face  and  a  purulent  otitis 
media  as  well  as  an  illustration  of  the  methods  and  the  difficul- 
ties encountered  during  and  after  submucous  resections.  I  hope 
this  will  help  some  other  men  as  I  could  not  find  any  literature 
to  aid  me  )n  my  earlier  difficulties.  Xir.  J.  G.,  a  patient  of  Dr.  B. 
was  referred  to  me  with  the  following  complaints :  Badly  bent  nose 
disfigurement;  inability  to  breathe  through  left  nostril;  mouth- 
breather  at  night  with  crust-formations  in  throat  upon  arising, 
and  a  chronic  purulent  otitis  media  of  many  years'  duration. 

Kxamination  of  nares  disclosed  a  protrusion  of  the  cartilage 
■  •,,  flir.   \i-<iil.nlr>  i >!  t1i,.  n-i tl.-nt "c   ricrlit   nares   nnd  ri   conraxitv 


iperatlon  Figure  1.     Ca«e  1   after  operation 


the  middle  of  septum,  while  the  left  nostril  was  entirely  in- 
cluded by  the  cartilage,  the  vomer  and  the  perpendicular  plate 
of  the  ethmoid  making  a  convexity  which  pressed  against  the 
inferior  and  middle  turbinals  so  that  not  even  a  probe  would 
pass^ 

Right  ear  iiad  a  large  central  pcriuraiion  in  ilic  iiilcrior  iialt 
;  the  mcmbrana  tympani  from  which  foul  pus  discharged, 
operation   methon  \\z,  at  !'    i     in  .   under  strict 

';■  '^,  I  operated  using  local  anesthesia,  saturating  the  cot- 
i  II  iilipcd  applicators  in  adrenalin  (1-1000),  and  then  after 
.squeezing  out  the  excess  fluid  dipping  applicator  into  the  pow- 
dered crystals  of  cocain.  I  massaged  the  septum  for  twent> 
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oixls  and  repeated  this  in  three  to  lour  minutes.  This  gives  very 
satisfactory  anesthesia  and  patients  never  complain  except  when 
removing  the  vomer. 

Where  the  bend  of  the  septum  is  at  a  very  acute  angle  and 
dissection  is  difTicult  or  impossible,  you  may  get  anesthesia  be- 
yond by  injecting  submucously  a  one-half  of  one  per  cent  solu- 
tion of  cocain  and  a  few  drops  of  adrenalin  (or  one  per  cent  so- 


Kigriire  3.  Nasal  ii.  ii.rmity  and  deviated  septum  occluding  left  nostril. 
Patient  unable  to  breathe  through  nose.  Before  operation.  (Courtesy  of 
N'.    V.   Med.   Journal.) 

lution  of  novacain).  This  submucous  anesthesia  has  the  added 
feature  of  making  dissection  much  easier.  By  pushing  the  nee- 
dle through  the  cartilage  to  the  opposite  side  you  can  anes- 
thetize without  withdrawing  the  syringe. 

I  usually  start  my  incision  in  the  patient's  left  nostril  as  I 
find  working  right-handed  this  method  is  easier  and  most  satis- 
factory. But  in  this  case  I  was  forced  to  start  on  the  right  side 
because  the  cartilage  protruded  out  of  the  vestibule  clear  to  the 
alae  of  right  nostril,  preventing  retraction  of  the  mucous  mem- 
brane suflficientlv  to  allow  an  incision  on  the  convex  side,  at  least 
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none  which  would  include  the  protruding  and  also  the  obstruct- 
ing cartilage. 

The  incision  of  the  nuicu-pcrichoiidrunn  far  forward  often 
starts  an  annoying  hemorrhage  which  slows  up  your  operation. 
Unless  you  pack  this  with  adrenaUn  and  cocain  and  wait  about 
one  to  three  minutes  you  will  be  delayed  by  a  blood-obscured 
field.     This  incision  was  along  the  whole  end  of  the  protruding 


•  •  2  iiftpr  op>Tatii>n.      rcrffct  lircithinit  i-.italillshed  In 


cartilage  which  was  then  inished  to  the  kit  and  the  dissection 
was  made  on  the  patient's  ripht  side  first.  The  cartilage  was 
then  pushed  far  (>\  ^,'ht  and  the  dissection  made 

on  the  patient  s  left  --iik  as  lar  as  the  cartilage  would  allow  by 
bending  it  ovci  'I"1h-  points  of  the  greatest  concavity  and  con- 
vexity have  al\  lost  difficult  dissections.  I  have 
found  the  method  .i(ivi>cd  by  Glas  (Vienna)  very  gtH)d — the 
long  Killian  speculum  blades  by  rm-king  will  quickly  strip  the 
niuco-pcrichondrium  from  the  cartilage  to  its  j)oint  of  union  with 
the  periosteum.  To  loosen  this  the  method  of  cutting  along  the 
fop  of  the  vomer  recnmmcnded  by  Neuman  I  have  found  very 


724 


sTAt  ti'I-k:   Tin:  submucous  operation. 


satisfactory  (sonic  prefer  the  sharp  dissectors  ui  i-rccr  wiiich 
practically  cut  the  periosteum  loose),  although  I  find  the  sharper 
the  dissector  the  greater  the  danger  •  of  perforation ;  hence  J 
usually  use  Ballinger's  heavy  dissectors  in  the  narcs  in  prefer- 
ence to  sharp  ones. 

The  concavity  in  this  nose  like  many  others  was  at  a  right 
angle    (the    convexity   touching   the   left    inferior    turbinal)    and 


Figure  B.  Chart  iUustrates  how  a  deviated  septum  will  cause  head- 
aches by  pre^Kiiie  r.n  miilflU-  tiiiMnal  and  act  as  a  constant  irritation. 
(Courtesy   ■  !    .\     "i 

in  trying  to  round  the  concavity  I  tore  through,  but  as  the  convex 
side  was  intact  there  was  no  need  to  worry  about  a  perforation. 
The  cartilage  was  then  removed  to  the  tip  of  the  angle  of  the 
concavity,  and  with  this  out  of  the  way  the  dissection  was  more 
easily  proceeded  with.  The  vomer  had  a  large  bend  low  down 
extending  deep  into  the  posterior  narcs. 

Frequently  the  removal  of  the  vomer  is  followed  by  profuse 
bleeding  and  you  must  pack  the  pouch  with  adrenalin  and  wait 
again  for  several  minutes.  I  have  found  the  self-retaining  specu- 
lum of  Killian  (Lentz  modification)  to  be  a  great  help  in  hold- 
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ing  deep  iiiio  tlic  nuico-perichondrium.  This  gives  a  good  view 
deep  into  the  pouch  and  frees  you  of  the  worry  of  tearing  the 
mucosal  sides.  The  chisel  with  a  few  strokes  usually  loosens  the 
vomer  and  a  Middleton  or  an  Eves  forceps  will  pry  it  loose.  The 
perpendicular  plate  is  next  attacked  and  with  the  Jansen-Middle- 
ton  biting-forceps  you  can  take  off  exactly  the  amount  which 
forms  the  convexity. 

The  method  of  rocking  the  ethmoid  and  breaking  it  I  consider 
dangerous  and  apt  to  loosen  more  than  you  desire.  In  Figure  2 
the  vomer  and  a  g^eat  portion  of  the  ethmoid  was  necessarily 
removed,  resecting  clear  to  the  post-nares.  When  the  cartilage 
and  the  bone  had  been  removed  the  nose  had  returned  to  a 
straighter  position. 

Further  examination  revealed  pus  in  the  left  nares  discharging 
over  the  anterior  end  of  the  middle  turbinal. 

Packuig :  After  cleaning  with  1-5000  pcrmaingate  potassium 
the  Bernay-Simpson  sponge  tents  were  inserted  after  anointing 
them  with  Beck's  bismuth  paste.  I  cannot  bring  myself  to  adopt 
the  German  method  of  no  packing  whatever  as  I  fear  some  would 
bleed  profusely  after  the  effect  of  the  adrenalin  and  cocain  sub- 
sides. The  Austrian  gauze  method  is  safer  and  you  can  sleep 
easier.  The  Bernay-Simpson  sponge  tents  are  better  for  the  rea- 
son that  you  can  co-apt  the  edges  of  the  incision  or  any  tears 
much  better  than  when  iniserting  the  gauze.  In  inserting  gauze 
it  is  apt  to  roll  or  pucker,  or  pull  the  wound  edges  apart.  Sev- 
eral cases  which  were  slow  in  healing  were  caused  by  the  gauze 
rolling  up  the  mucosa  when  inserting  it,  or  when  removing  the 
gauze  it  would  adhere  to  the  wound  edges,  then  tear  and  thus 
start  granulations  which  cause  synechia  between  turbinals  and 
septum.  If  this  does  occur  you  may  be  compelled  to  replace  the 
Bemey  tent  in  for  several  days  after  douching  nostrils. 

My  observations  have  led  me  to  believe  the  muco-perichon- 
drium  is  much  swollen  the  following  days,  in  many  cases  just  a 
imple  reaction  hyperemia,  in  others  a  marked  hematoma.  This 
is  relieved  by  making  a  counter-puncture  in  the  muco-perichron- 
drium  far  back,  at  time  of  the  operation.  Others  show  a  iinicosa 
which  is  almost  purple  the  following  days. 

There  are  two  other  methods  of  packing  after  the  submucous 
resections  which  I  like,  that  of  Dr.  George  Fetterolf  who  wraps 
cauze  around  the  metal  splint  which  permits  the  patient  to  con- 
Miiue  breathing,  and  that  of  Dr.  O.  A.  Lothrop  (Boston)  which 
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coiihisis  of  cliain-stitch  mattress  sutures  ui  laigut  through  and 
through  the  niuco-perichondrium  and  no  other  method  of  pack- 
ing. This  prevents  the  pressure  headaches  and  the  constant  ir- 
ritation and  sneezing  which  ofttimcs  annoys  the  patient.  The 
sutures  are  started  high  up  posteriorly  to  the  anterior  nares  and 
repeated  until  the  floor  of  the  nares  is  reached.  Dr.  Howe  of 
Brooklyn  reports  twenty-five  cases  of  this  latter  method  and 
says,  "Shock  and  depression  Was  far  less.  Free  nasal  respiration 
through  one  or  both  sides  began  within  thirty-six  hours  in  80 
per  cent  of  the  cases.  Hematoma  did  not  occur  in  a  single  in- 
stance and  no  bleeding  sufficient  to  need  the  operator's  attention 
or  medical  assistance." 

Post-operative  treatment :  Mr.  G.  was  sent  home  with  instruc- 
tions to  take  a  hot  bath  and  alcohol  rubs,  to  remain  in  bed  with 
an  ice-bag  to  the  nose  and  to  eat  light  food.  That  night  at  12 :30 
a.  m.  I  was  called  on  account  of  the  bleeding.  I  found  some  ooz- 
ing which  was  stopped  when  the  dressing  was  pushed  in  tightly. 

Three  days  following  this  operation  patient's  pulse  became 
100;  temperature  101°  F. ;  slight  headache,  septum  was  swollen 
a  half-inch  in  thickness,  patient  unable  to  breathe  through  nose. 
I  incised  mucosa  high  up  and  low ;  found  blood  but  no  pus.  The 
following  day  the  mucosa  of  the  septum  was  more  swollen.  I 
opened  the  original  incision  and  introduced  forceps  higher  up, 
W'hereupon  several  ounces  of  pus  gushed  forth.  I  irrigated  the 
septal  pouch  daily  for  three  weeks  with  1-5000  bichlorid  solutions 
before  this  pus  ceased.  I  believe  this  infection  was  caused  by 
the  pus  from  the  left  ethmoid  cells  previously  noted.  The  mu- 
cosa for  a  few  weeks  longer  was  very  much  thickened  and  in- 
durated, both  vestibules  tightly  closed,  but  hot  compresses  three 
times  a  day  with  salt  solution  intra-nasally,  finally  reduced  it  in 
size  and  on  September  19,  1013,  he  reported  with  a  perfectly 
straight  nose  (Figure  4)  and  able  to  breathe  perfectly  day  and 
night.  His  ear  discharge  has  also  ceased  as  a  result  of  the  sub- 
mucous operation. 

Operation  for  exostosis  of  nasal  bone:  In  case  2  (Figure  3) 
there  was  a  deviated  septum  with  marked  external  de- 
formity. Some  of  the  same  difficulties  were  encountered, 
one  demanding  that  the  septum  be  removed  clear  to  the 
post-nares.  but  no  infection  occurred.  This  case  proved  in- 
teresting for  another  reason.  The  operation  was  done  under 
general  anesthesia  and  as  the  hemorrhage  is  always  annoying  I 
desired  to  use  adrenalin  and  cocain  but  could  not  find  any  records 
of  their  effect  on  the  circulation.  I  had  the  resident  keep  a  blood 
pressure  record  and  found  the  adrenalin  and  cocain  had  little 
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effect  as  the  bluud  pressure  never  varied  much  but  remained  be- 
tween 125  and  135  during  the  operation. 

This  patient  had  been  operated  upon  in  the  Dublin  Hospital 
by  the  U-shaped  incision  but  the  obstruction  recurred  and  the 
operation  was  unsuccessful  as  the  patient  could  not  breathe.  Af- 
ter the  submucous  resection  had  permitted  the  introducing  of 
other  instruments  I  next  attacked  the  hump  on  the  left  side 
of  the  nose  which  was  due  to  an  exostosis  of  the  nasal  bone. 
This  hump  was  removed  by  placing  my  left  first  finger  exter- 
nally on  the  nasal  bone  and  with  the  knife  cutting  subcutaneously 
up  through  the  nostril.  Then  a  small  dissector  in  the  nostril 
lifted  up  the  periosteum  and  skin  and  with  Ballenger's  reverse  spoke 
shave  chisel  I  removed  the  hump.  In  doing  this,  care  must  be 
exercised  to  keep  from  breaking  through  the  skin  or  the  bridge  of 
cartilage  left  to  support  the  nose. 

Conclusions:  This  operation  is  much  better  handled  with  the 
patient  conscious,  as  he  can  give  help  by  turning  the  head,  and 
while  he  has  a  very  bad  cocain  headache  the  following  day,  it  is 
nothing  compared  to  the  ether  nausea  combined  with  a  cocain 
headache  and  gauze  packed  nose. 

Dangers:  The  submucus  operation  should  be  done  only  after 
the  operator  has  taken  a  course  on  the  cadaver,  as  its  routine 
employment  by  those  unqualified  will  bring  our  profession  into 
disrepute.  I  have  seen  some  very  large  flaps  of  muco-perichon- 
driuni  removed  from  the  nose  under  the  impression  that  they 
were  cartilage.  'I'his  major  operation  is  only  for  those  who  have 
spent  some  years  in  nasal  work  and  have  become  thoroughly 
familiar  with  the  anatomy  and  proper  surgical  methods.  Pa- 
tients have  died  from  meningitis  following  it.  I  have  seen  a 
colleague's  patient  develop  meningitis  and  die  within  a  week 
after  the  operation.  A  United  States  senator  who  succumbed 
-.  another  illustration.  It  should  be  performed  only  under  the 
most  rigid  antiseptic  precautions. 

Perforation:  A  troublesome  complication  at  tlu-  iiiiu'  ot  the 
operation  is  a  perforation.  If  the  perforations  arc  made  at  the 
exact  spot  and  through  both  mucosa  and  not  closed  at  the  time 
of  the  operation  the  hole  tends  to  become  larger,  growing  usually 
to  about  the  size  of  a  ten  cent  piece  and  then  stops.  Some  pa- 
•icnts  have  perforations  and  never  know  it  and  are  never  in- 
eonvcnienccd  by  it.  I  have  several  patients  who  have  perfora- 
tions in  noses  wliich  hare  never  been  operated  upon  at 
ail.     tinu-     in    tluir    livts    .nul    the    patients    never    kncvs     i<\ 
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the     perforations.       Their     only     complaints     were     a     slightly 
stopped  up  nose  and  crust-formations  at  other  times. 

The  Yankauer  curved  needles  are  excellent  for  closing  perfora- 
tions at  the  time  of  the  operation.  If  you  overlook  the  perfora- 
tion or  it  develops  later  from  replacing  gauze  or  splints,  the 
method  of  Marschek  (Vienna)  is  very  satisfactory — a  flap  is  dis- 
sected immediately  under  the  perforation  into  the  floor  of  the 
meatus,  leaving  a  large  pedicle  pulled  up  and  through  the  per- 
foration and  anchored  on  the  other  side.  The  important  part  is 
not  to  pack  tightly  as  you  want  the  edge  of  the  flap  to  bleed. 
The  flap  can  also  be  taken  from  the  inferior  or  middle  turbinal. 
Contra-indicaiions :  Many  times  you  are  called  upon  to  decide 
whether  a  young  child  should  have  a  submucous  resection.  Some 
authorities  claim  it  should  not  be  done  before  the  fourteenth 
or  fifteenth  year ;  but  the  question  arises  whether  it  is  not  better 
to  run  the  risk  of  some  failure  of  bone  development  rather  than 
subject  the  child  to  constant  colds,  deficient  oxygen,  formation 
of  mouth-breathing  habits,  deformed  alveolar  arches,  purulent 
otitis  media  or  sinus  complications.  If  there  is  total  occlusions  of 
one  or  both  nares,  or  markedly  obstructed  breathing  which  will 
produce  worse  symptoms  than  the  chance  of  the  septum  properly 
developing,  then  no  matter  how  young,  the  child  should  be  oper- 
ated upon. 

In  tuberculosis  patients  I  have  refused  to  operate  until  the 
family  physician  has  given  permission  and  the  patient's  tempera- 
ture kept  normal  for  a  month. 

Some  surgeons  have  done  a  submucous  operation  with  no  relief 
to  the  patient  and  have  wondered  why  they  failed.  In 
many  cases  it  is  due  to  allowing  a  hypertrophied  turbinal  to 
remain.  When  we  have  a  large  cavity  on  one  side  of  the  nose 
the  turbinals  endeavor  year  after  year  to  fill  up  the  vacuum  and 
an  overgrowth  of  one  or  both  turbinals  ensues.  Now  w-hen  you 
straighten  this  bent  septum  and  do  not  at  the  same  time  re- 
move a  portion  of  this  overgrown  turbinal  you  only  change  the 
obstruction  from  one  nares  to  the  other.  You  will  ask,  is  it 
necessary  in  all  cases  of  submucous  resection  to  do  a  turbinec- 
tomy?  Some  noses  vnll  get  enough  air  by  the  simple  submu- 
cous resection  and  removing  the  offending  deviation ;  others  have 
caused  such  prolonged  irritation  that  the  turbinals  are  hyper- 
trophied and  unless  you  resect  a  good-sized  portion  of  the  mid- 
dle, or  posterior  end  of  the  inferior  with  the  snares  or  scissors  you 
will  not  give  your  patient  relief.  I  find  that  in  packing  the  turbinec- 
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tomy  cases  you  get  free  bleeding  if  you  remove  it  before  the 
second  day.  If  you  use  iodoform  gauze  the  chances  of  infection 
are  less,  and  no  rise  in  temperature  is  noticed  and  no  foul  odor 
is  observed  and  you  may  allow  it  to  remain  two  days. 

In  closing  I  want  to  emphasize  the  use  of  plenty  of  hot  com- 
presses externally,  hot  irrigations  of  Dobell's  solution  intra- 
nasally,  and  absolute  rest  in  bed  for  forty-eight  hours  and  a 
replacing  of  the  Bemey-Simpson  sponge  tents  for  the  second 
twenty-four  hours,  or  Lothrop's  mattress  sutures.  Post-opera- 
tive swelling  or  prolonged  thickening  of  septal  mucosa  is  thus 
avoided.  I  would  call  your  attention  to  the  relief  obtained  by 
this  operation  if  well  done  (by  that  I  mean  the  removal  of  all 
the  bent  portion),  in  the  disappearance  of  headaches,  clearer 
thinking,  better  sleeping,  better  sense  of  smelling,  improved 
hearing,  relief  of  recurrent  rhinitis,  and  improved  voice.  Ex- 
ternal deformities  of  the  face  can  be  corrected  in  some  cases 
by  the  submucous  resection  alone  as  is  shown  by  Figure  2. 

218  South  Twentieth  Street. 


bxercises  to  Strencthen   Expiration  in  Treatment  of   Asthma. 

L.  HoFBAUKR.     DcHt.  mcd.  ll'chnschr..  May  28  lUli. 

Hofbauer  holds  that  the  basis  of  most  cases  of  bronchial  asthma 
Is  an  emphysema  which  in  turn  has  caused  faulty  respiration.  Ed- 
ucational means  for  correcting  this  have  been  successfully  employed. 
The  apparatus  used  regulates  the  duration  of  the  respirations,  the 
periods  of  expiration  being  gradually  lengthened  and  those  of  in- 
.spiration  shortened.  During  expiration  the  patient  is  asked  to  hum 
a  note  at  a  constant  pitch  ;  thus  insuring  uniform  forcible  expiration 
of  definite  duration.  Respiration  must  take  place  solely  through  the 
nose.  Ed. 


THE  OBSERVATION  OF  NYSTAGMUS  THROUGH  THE 
CLOSED  EYELIDS.* 

Dr.  Edmund  Prince  Fowler,  New  York  City. 

The  anterior  portion  of  the  eye-ball  is  the  segment  of  a  smaller 
sphere  than  is  the  posterior  portion,  and  consequently  the  cornea 
projects  from  the  sclerotic,  somewhat  in  the  same  manner  that  a 
watch-glass  does  from  its  case.  In  different  people  and  at  different 
ages  the  degree  of  curvature  varies,  but  at  all  times  it  is  sufficient 
to  enable  one  to  follow  movements  of  the  eye-ball  in  every  direction 
though  the  eye-lids  be  closed. 

By  placing  the  index  and  middle  fingers  upon  the  closed  eye-lid, 
one  on  each  side  of  the  cornea,  nystagmic  movements  of  the  eye- 
ball may  be  detected  by  touch. 

By  placing  the  diaphram  of  a  phonendoscope  (or  such  like  instru- 
ment) upon  the  closed  eye-lid,  to  one  side  of  the  cornea,  nystagmus 
may  be  detected  by  hearing.  By  the  unaided  eye  nystagmus  may 
be  detected,  unless  the  eye-lids  be  unduly  thickened.  No  doubt  these 
facts  are  of  common  obser\'ation,  but  so  far  as  I  am  aware  no  use 
is  made  of  them  in  otology. 

By  observing  nystagmus  through  the  closed  eye-lids,  several  real 
advantages  are  gained : 

1.  The  eye  muscles  are  at  rest,  and  no  accommodation  or  fixa- 
tion occurs.  Thus  all  patients  may  be  tested  under  equal  conditions 
in  so  far  as  these  uncertain  and  disturbing  elements  are  concerned. 

2.  There  being  no  eflfort  at  fixation,  after-rotation  nystagmus  en- 
dures from  twice  to  three  times  as  long  as  when  the  eyes  are  opened 
following  rotations.  Thus  a  longer  and  hence  a  more  accurate 
guide  is  furnished  for  the  rotation  tests  and  nystagmus  may  be 
aroused  by  weaker  galvanic  and  caloric  stimuli. 

3.  During  vertigo  there  is  an  involuntary  tendency  to  close  the 
eyes  and  to  keep  them  closed,  as  this  lessens  in  some  measure  the 
dizziness.  Thus  if  the  eyes  are  kept  closed  during  the  nystagmus 
tests,  we  psychologically  and  physiologically  contribute  to  the  pa- 
tient's comfort  by  diminishing  his  vertigo. 

4.  By  the  use  of  suitable  indicators  properly  attached  to  the  eye- 
lids, the  eye  movements  may  be  magnified  a  hundred  fold;  thus 
making  for  ease  and  accuracy  of  observation. 

•Read  at  the  twentieth  annual  meeting  of  the  American  Laryngolpgical, 
Rhinological   and   Otological   Society.   Atlantic   City,   June   19.   1914. 
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").  Upon  properly  placed  revolving  drums,  or  moving  sheets, 
such  indicators  may  be  made  to  graphically  record  nystagmic  move- 
ments of  both  eyes,  during  and  after  rotation  of  the  body.  Thus  a 
means  is  provided  wherewith  to  estimate  not  only  the  duration  of 
nystagmus  during  and  after  rotation,  and  the  caloric  and  galvanic 
lists,  but  to  study  the  magnitude,  frecjuency.  gradations  and  varia- 
tions of  nystagmus  in  both  eyes  under  different  conditions.  Such  a 
study  cannot  fail  to  contribute  something  to  our  understanding  of 
vertigo  and  allied  phenomena.  A  study  of  the  modifications  of 
nystagmus  in  disease  is  by  the  means  I  have  outlined  made  possible, 
and  a  nystngmogram  may  be  preserved  for  future  reference. 


P'iKure    1.     Tracliii;   of   iiystuK'ou^   duriiiK    iut;iti»».    witti 
ote   tta  quiok    incvptlon  and   nubiildence   in    this  caio- 


L'lo^cd. 


flBUre  2.    Tracing  of  a  wink  <liir-  FlKure  3.    NyntaKmogramB  of  both 

Inn  the  latter  part  of  a  njrDtaKniua.  eyr»  takpn  simultaneously.  Note  the 
Note  opi>o«ed  directions  of  the  coincidence  of  the  ivaves  and  that 
wiivpii.  the     number    of     nyntafcmlc     move- 

ments max  be  counted. 

That  the  inertia  and  momentum  may  be  practically  nil,  I  have 
been  using  for  this  purpose  paper  or  straw  indicators,  one  end  stuck 
to  each  eyelid,  usually  to  the  nasal  side  over  the  junction  of  the 
omca  with  the  sclera.     (Z.  O.  plaster  or  auto  tire  cement  a: 
;^factory  adhcsives.) 

If  the  indicators  arc  properly  placed  it  will  be  seen  that  they  re- 
-I«ond  readily  to  slight  motions  of  the  eyeball  (rectilinear  and  ro- 
tatory*). 

I  call  attention  to  one  disturbing  element  in  this  method  of  obscr- 
vation;  the  winking  or  twitching  of  the  eyelids,  and  that  these  mo- 
'ions  arc 
two  indir 


-ed  to  one  another.    Thus  the  movements  of 
twirc  as  extensive  as  docs  the  movement  of 


rotation  >>' 


'  omponenl,   alwayi*   a*ii»<'lni- 'i 
i.i  more  marked  when   th> 


1h. 
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but  one.  This  is  clearly  recorded  upon  the  tracings.  After  a  little 
practice  one  is  able  easily  to  distinguish  these  from  nystagmus  oscil- 
lations. Moreover  they  are  unrythmic.  For  nystagmograiphic  trac- 
ings, I  use  a  sphygmograph  mounted  upon  a  hockey  puck,  the  lat- 
ter held  between  the  teeth  of  the  patient,  and  the  blackened  paper 
ribbon  fed  from  the  rear  towards  the  front  (away  from  the  pa- 
tient). I  submit  several  nystagmograms  made  with  this  improvised 
apparatus  to  show  its  practicability. 

61G  Madison  Avenue. 


What  Becomes  of  the  Operated  Sinuses?  E.  J.  MouRE.  Rev. 
hebd.  de  Laryngol.,  April  4,  1914. 

Upon  opening  a  number  of  frontal  and  maxillary  sinuses,  pre- 
viously operated  and  in  which  thorough  curettement  of  the  mucosa 
had  been  practiced,  Moure  found  the  cavities  entirely  filled  with  a 
kind  of  fibrous  tissue,  the  bony  walls  themselves  having  grown 
towards  one  another.  In  fact  the  sinus  seemed,  to  have  disap- 
peared. 

In  view  of  this,  it  is  evident  that  to  operate  and  cure  sinusitis  all 
that  is  necessar)'  is  to  make  an  opening  of  sufficient  size  to  thorough- 
ly inspect  the  interior  and  then  to  curette  the  mucosa,  whether  in- 
fected or  otherwise, — an  essential  feature  in  order  to  obtain  post- 
operative obliteration.  For  this  reason,  the  Caldwell-Luc  operation 
for  the  maxillary  sinus  and  the  Ogston-Luc  for  the  frontal  will  re- 
main the  ideal  when  the  suppurating  cavities  require  an  external 
operation. 

A  mutilating  operation,  in  which  an  effort  is  made  to  at  once  ob- 
literate these  cavities  is  not  necessary.  The  important  point  is  that 
the  whole  mucous  membrane  should  be  removed.  In  fact,  after 
complete  curettement,  the  cavities  should  be  wiped  with  a  10  per 
cent  solution  of  chlorid  of  zinc  to  complete  the  destruction  of  any 
remaining  mucous  membrane. 

In  chronic  frontal  sinusitis  it  is  important  that  the  ethmoidal  cells 
should  be  cleared  by  way  of  the  natural  passages  and  should  be 
the  preliminary  stage  of  the  external  operation. 

The  post-operative  obliteration  of  the  maxillary  and  frontal 
sinuses  has  been  experimentally  demonstrated  by  Ssamoylenke  in 
the  clinic  of  Simanowski  of  St.  Petersburg.  Scheppegrell. 


THE  OPERATIVE  TREATMENT  OF  MENINGITIS. 

Dr.  Samuel  J.  Kopetzky,  New  York  City. 

"Septic  conditions  art  usually  surgical  opportunities,  and  de- 
mand surgical  treatment."  Thus  Dr.  Irving  S.  Haynes  prefaces 
his  argument  presented  before  us  in  1912,  advocating  the  trial  of 
"Drainage  of  the  cistema  magna"  to  cure  certain  types  of  puru- 
lent meningitides. 

The  operative  treatment  of  punilent  meninyiiis  has  undergone 
scientic  inquirj-  ever  since  the  above  statement  was  made,  and  it 
is  my  present  purpose  to  present  the  position  now  held,  both  by 
Dr.  Ilaynes  and  the  writer,  after  two  years  of  further  study  and 
experience  with  meningitic  infections,  so  as  to  complete  our  re- 
cords before  this  society. 

In  1912,  following  the  lead  of  pioneer  work  from  many  com- 
petent sources  (see  historical  review  of  Haynes  article.  Transac- 
tions A.  L.  R.  and  O.,  Society,  1912)  and  adequately  to  meet  the 
shortcomings  and  the  objections  which  practical  application  has 
demonstrated  existed  in  all  previously  devised  methods  of  technic 
to  effect  a  similar  object,  Haynes  perfected  a  procedure  which  af- 
forded drainage  to  the  infected  central  nervous  system  and  at  the 
same  time  efTected  decomposition  of  the  brain  and  relieved  the 
handicapped  vital  centers  in  the  medulla.  It  was  common  knowl- 
edge that  bacterial  invasion  of  the  central  nervous  system  resulted 
in  an  infection  of  the  ccrebro-spinal  fluid  with  the  accumulation  in 
this  fluid  of  purulent  exudate.  It  was  demonstrable  at  autopsy 
and  reported  upon  by  many  obser\'ers,  that  the  larger  proportion 
of  cases  presented  pus-accumulations  along  the  base  of  the  brain 
and  more  specifically  involved  the  posterior  cranial  fossa.  Clinical 
evidence  of  compression  was  a  concurrence  habitually  observed  at 
-i>me  time  in  the  course  of  the  disease.  The  excellent  results  Spf- 
nan  obtained  by  removing  the  infected  cerebro-spinal  fluid  and  by 
decreasing  intra-cranial  tension  before  injecting  anti-meningicoccus 
(Tum,  and,  finally,  the  sporadic  cures  of  other  types  of  meningitides 
which  obtained  through  the  withdrawal  by  lumbar  and  ventricular 
punctures  and  different  ways  of  decompression — all  these  were 
t.ictors  which  gave  support  to  the  opinion  that  the  crux  of  the 
•on  pr<«>entcd  in  purulent  meningitides  lay  in  the  successful 

•ii-ad  at  the  twrntlfth  annual  incstlnir  of  the  Amtrlcan  LrfirytiKnloKlcal. 
IihlnoloKlcal  and  OtoloKlcal    Sorlety.   Atlantic  City,  Juno  l»,  1914. 
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evacuation  of  ijus-accumulations  and  tlic  eventual  restoration  of 
an  unhindered  blood-supply  to  the  vital  medullary  centers. 

The  operation,  premised  upon  this  line  of  reasoning,  was  under- 
taken by  us  and  by  a  number  of  other  surgeons,  and  reports  of  the 
cases  operated  on  are  a  matter  of  record. 

The  additional  prerequisite  to  success  was  thought  to  be  a  very 
early  institution  of  this  surgical  relief  before  the  disease  had  ex- 
hausted the  i)atient  and  general  sepsis  had  supervened.  To  this 
end  much  work  and  study  was  expended  in  disentangling  the 
complex  picture  of  meningitis  so  as  to  give  data  upon  which  an 
early-  diagnosis  might  be  based.  Even  with  all  these  conditions 
squarely  met  in  our  own  hands,  the  establishment  of  drainage  and 
its  accompanying  phenomena  failed  to  secure  the  desired  end. 

Critical  study  of  the  cases  operated  on  presents  the  basis  for  the 
opinion  that  meningitis  is  not  simply  a  surgical  problem,  to  be 
solved  by  finding  a  safe  method  by  which  to  eliminate  the  pus- 
accumulation  in  the  cerebro-spinal  fluid  and  to  establish  intra- 
cranial decompression ;  the  analogy  between  the  situation  presented 
in  purulent  involvement  of  the  meninges  and  infections  of  the 
peritoneum,  or  the  pleura,  does  not  hold. 

In  the  central  nervous  system  we  have  to  deal  with  elements 
and  factors,  partly  anatomic  and  partly  physiologic,  whose  im- 
portance we  have  only  come  to  comprehend  since  employing  the 
operation  on  the  human  body.  In  the  peritoneum  or  the  pleura 
these  elements  are  absent.  In  the  central  nervous  system  we  have 
the  arterial  and  nervous  systems,  and  in  addition  we  have  the 
cerebro-spinal  fluid  secreted  in  the  ventricles  and  actively  circulat- 
ing and  eventually  emptying  into  the  venous  system.  Added  to 
its  other  activities,  this  fluid,  passing  over  the  brain  surfaces  and 
interspaces,  performs  the  function  of  carrying  away  from  the 
brain  cells  the  products  of  brain  metabolism.  To  maintain  its 
mechanism  intact  a  closed  circuit  seems  necessary.  An  opening 
into  this  closed  system  at  any  point,  and  permanently  keeping  the 
gateway  open,  stops  the  usual  flow  of  this  fluid  stream  over  its 
customary  courses  by  changing  the  stream's  direction.  Thus  do  I 
account  for  some  of  Dr.  Day's  observations  at  autopsy. 

While  it  is  perfectly  true  that  drainage  of  this  fluid  has  been 
accomplished  by  lumbar  puncture,  by  operations  on  the  vertebrae, 
by  ventricular  punctures,  the  drainage  of  the  cistema  magna  by 
the  method  we  advocated  opened  the  flood-gate  much  onore  widely 
and  probably  maintained  it  open  for  too  long  a  time.  The  even, 
generalized  support  which  this  water-bed  affords  to  brain  surface 
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artery  and  vein  walls,  and  to  the  loosely  connecting  strands  of  the 
pia  mater,  is  removed  rather  abruptly.  Significant  in  this  connec- 
tion is  the  heroic  effort  which  the  human  economy  makes  at  re- 
placement when  the  cercbro-spinal  fluid  current  is  interrupted  at 
any  point  in  the  cycle  of  its  circulation.  For  example:  In  cases 
of  cerebro-spinal  flow  through  the  cribriform  plate  into  the  nose, 
the  fluid  has  been  collected  and  gallons  of  it  have  been  found  to  be 
-ccreted  in  this  effort  of  Nature  to  maintain  a  given  degree  of 
fluid-pressure  in  the  skull.  In  decompression  operations  we  have 
observed  dressings  and  pillows  saturated  for  days,  Nature  making 
the  effort  to  keep  a  certain  amount  of  fluid-pressure  at  par  within 
the  skull.  The  advocates  of  repeated  lumbar -puncture  as  a  thera- 
peutic measure  count  on  this  very  act  of  replacement  by  a  fluid  of 
assumed  higher  bacteriacidal  properties  to  help  combat  the  infec- 
tion. 

Finally,  it  is  of  importance  to  note  that  in  two  of  the  cases  which 
recovered  after  drainage  of  the  cistema  magna,  one  operated  upon 
liy  Day,  a  circumscribed  meningitis  and  cerebellar  abscess,  and  the 
other  of  pneumococcus  meningitis,  operated  on  by  Beck — that  but 
a  scanty  amount  of  rcrcbro-spinal  fluid  escaped  after  the  first 
twenty-four  hours. 

Comprehending  the  import  of  these  facts  and  studying  the  clin- 
ical material  ujion  which  the  operations  were  performed,  makes  it 
an  inevitable  conclusion  that  the  criterion  of  our  successful  snr 
1,'ery  does  not  rest  upon  the  establishment  of  drainage,  per 
the  central  nervous  system.  Whether  or  not  some  further  modi- 
fication of  technic  will  meet  the  situation,  as  we  now  see  it  after 
two  years'  further  study,  remains,  for  the  present,  unanswered. 

Finally,  another  factor  inherent  to  the  issues  involved  in  puru- 
lent meningitis  needs  study.  Operation  does  not  control  this  sit- 
lation  at  all!  Our  previous  knowledge  of  this  state  was  meager  in- 
Ii-ed!  Its  importance  has  only  become  emphasized  through  the 
.^ludy  wc  were  enabled  to  make  of  the  course  and  character  of  the 
disca.sc  when  the  compression- factors  were  removed  by  operation. 
I  refer  to  the  inflammator)-  reaction  in  the  brain-substance  them- 
selves— which  is  termed  "cerebritis."  The  change  in  the  brain- 
tissue  is  a  factor  of  great  moment  in  the  aspcii  of  the  sitniilim  we 
ire  discussing! 

Fwing  VV.  Day,  in  the  analysis  of  the  cases  presented  before  us 
iNt  year,  made  the  important  observation  that  "the  clinical  course 
•I  suppurative  meningitis,  when  subjected  to  the  cisternal  drain- 
11,'c,  was  divisable  into  three  distinct  periods":     1.  The  period  of 
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invasion ;  2.  The  period  of  improvement,  and  3,  the  period  of 
sepsis.  Our  study  substantiates  this  observation,  but,  with  the  ex- 
planation offered  by  Day  regarding  these  events,  issue  is  taken, 
in  part,  at  least.  Day  calls  attention  to  the  diversion  of  the  fluid 
from  its  normal  channels,  and  contends  that,  because  the  fluid  is 
diverted  and  no  longer  passes  over  the  infected  brain-surfaces, 
leaving  the  skull  after  operation  by  the  route  of  the  cisterna  mag- 
na, the  toxins  are  no  longer  washed  into  the  circulation  and  the 
fall  of  temperature  with  the  consequent  period  of  improvement 
supervene.  Furthermore,  since  all  of  the  infection  entangled  in  the 
meshes  of  the  arachnoidal  spaces  does  not  drain  back  to  the  cis- 
ternal opening,  therefore  these  remaining  foci,  unovercome  by  Na- 
ture, spread  the  infection  and  usher  in  the  final  period  of  sepsis. 

In  the  first  place,  we  are  by  no  means  certain  that  the  third  pe- 
riod habitually  observed  in  such  cases  is  one  of  sepsis.  In  the 
second  place,  to  accept  Day's  reasoning,  it  would  have  to  be  con- 
ceded that  the  infection  spreads  within  the  skull,  en  masse,  along 
the  arachnoidal  spaces — a  supposition  by  no  means  accepted  as 
fact. 

Let  us  examine  both  these  questions  for  a  moment,  referring 
briefly  to  some  factors  bearing  on  the  argument:  Were  it  true 
that  the  infection  spread  en  masse,  washed  onward  by  the  flow  of 
the  cerebro-spinal  fluid  from  whichever  place  witnessed  its  original 
entrance  into  the  skull  cavity,  then  how  account  for  the  usual  find- 
ing of  the  greatest  purulent  exudate,  collected  at  the  base  of  the 
brain  and  in  the  posterior  cranial  fossa,  and  this  in  spite  of  the 
fact'  that  the  direction  of  the  flow  of  the  cerebro-spinal  fluid  is 
away  from  the  base  and  upwards  toward  the  Pacchionian  bodies 
and  the  superior  longitudinal  sinus? 

Additional  contradictory  evidence  is  furnished  by  many  autopsy 
reports  from  both  otogenic  and  traumatic  meningitides,  where  an 
infection  of  the  meninges  was  by  contiguity  assumed — one  would 
expect  the  greatest  pus-collections  to  be  found  adjacent  to  the 
site  of  the  fracture  of  the  skull  in  the  one  instance,  or  in  the  neigh- 
borhood of  the  ear-structures  in  the  other  instance. 

I  believe  that  the  larger  number  of  intra-meningeal  invasions 
are  brought  about  by  the  hematogenous  route,  and  I  think  that  in 
otogenic  meningitis  the  mechanics  of  infection  are  analogous  to 
those  which  are  found  in  the  tuberculous  and  the  meningococcic 
types  of  meningitides.  (See  Elser  and  Hunton,  Journal  of  Med.  ■ 
Research,  Vol.  20,  No.  4,  June,  1909). 
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If  we  accept  this  hypothesis,  then  the  improvement  is  not  de- 
pendent on  the  lack  of  toxins  generated  and  washed  away  from 
the  blood-stream,  but  is  due  to  the  remission  of  symptoms  wholly 
due  to  decompression  effects  on  the  vital  centers,  and  the  unem- 
barassed  blood-supply  to  the  brain  tissue  as  a  whole. 

I  showed  in  my  paper,  two  years  ago,  that  an  edema  of  the 
brain-tissue  presented  itself  as  an  accompanying  phenomena  of 
the  compressed  blood-supply;  an  analogy  is  found  in  the  kidney, 
where  edema  of  its  tissues  are  immediately  and  strikingly  relieved 
by  the  simplest  expedient  of  splitting  the  capsule  of  the  kidney 
and  relieving  the  compressed  blood  vessels.  (Martin  H.  Fischer, 
"Nephritis.") 

The  infected  brain-tissues  areas  are  still  in  a  condition  of  in- 
flammatory reaction,  and  the  disease  continues  to  a  fatal  termina- 
tion, without,  however,  presenting  the  usual  clinical  picture.  This 
reasoning  is  further  substantiated  by  clinical  studies  of  cases  which 
ran  a  very  atypical  course.  They  have  been  observed  and  reported 
on  by  a  number  of  clinicians.  In  these  cases  the  patient  suffers  an 
endocranial  infection,  but  the  disease  runs  its  entire  course  without 
any  physical  signs  of  cerebral  compression.  The  suspicion  of  men- 
ingeal involvement  is  presented  sometimes  only  by  a  feeling  of 
"non-well-being,"  accompanied  by  headache.  Occasionally  there 
is  a  mild  temperature  curve.  T.  Passmore  Berens  and  Ewing  VV. 
Day  reported  on  such  cases  before  the  American  Otological  Society 
in  1013,  and  Dr.  Dwyer  also  commented  on  having  observed  such 
1  ases.  And  since  my  interest  in  meningeal  infections  I  have  care- 
fully followed  a  number  of  such  cases  throughout  their  clinical 
course.  In  the  majority  of  those  I  saw,  the  streptococcus  mucosis 
<  .ipsulatus  was  the  invading  organism.  One  could  hardly  realize 
that  these  patients,  in  some  instances  able  to  be  up  and  about,  were 
suffering  from  a  disease  which  would  terminate  fatally,  as  they 
all  did.  A  few  hours  before  death  supervened,  prostration,  coma, 
convulsions  and  exacerbations  of  temperature  presented.  The 
chemical  and  cyto-diagnosis  of  the  cerebro-spinal  fluid,  and  sub- 
sequently the  bacterial  findings  in  it  gave  the  data  for  the  hope- 
less prognosis,  and  premised  the  diagnosis. 

My  purpose  in  reverting  to  this  type  of  meningitis  here  is  to 
iiiakc  the  point  that  these  cases  present  the  exactly  analogous  con- 
dition to  that  of  the  patient  suffering  from  the  usual  type  of  men- 
ingitis on  whom  the  cisternal  operation  has  been  performed;  they 
arc  in  the  same  status  as  these  patients  during  the  so-called  period 
"f  improvement,  and  their  final  clinical  exhibitions  of  symptoms 
simulate  the  so-called  terminal  or  third  stage  of  the  operative  cases. 
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From  this  we  deduce  that  the  period  of  improvement  really  marks 
no  advance  toward  the  road  of  a  cure  of  the  meningitis,  but  it  is 
only  an  evidence  of  the  control  of  the  pressure-factors  in  the  case. 
Tiiat  the  final  stage  is  not  one  of  sepsis  the  study  of  the  patients 
suggests.  These  patients,  even  when  they  ran  high  temperature 
curves,  did  not  present  themselves  to  us  as  individuals  suffering 
from  sepsis.  The  blood  examinations  which  we  conducted  in  this 
stage  were  unifonnly  found  negative  for  cultures  on  various  media. 

The  manner  of  death  differs  from  that  of  a  death  by  sepsis;  the 
patients  all  suddenly  die,  without  paralytic  phenomena.  It  seems 
as  if  an  unknown  element  suddenly  overwhelmed  them;  death 
comes  on  very  suddenly,  not  at  all  with  the  prolonged  period  of 
grave  prostration,  etc  which  we  see  in  other  septic  conditions.  For 
example,  in  the  case  operated  on  by  me,  from  the  service  of  Dr. 
Phillips  at  the  Manhattan  Eye,  Ear  and  Throat  Hospital,  the  pa- 
tient was  sitting  up  in  bed.  drinking  water,  which  he  had  called 
for;  there  had  been  no  involuntary  urination  or  evacuation  of  the 
bowels,  etc. ;  the  man  seemed  in  full  control  of  his  functions. 

The  only  death  which  I  have  seen  which  simulated  these  was  a 
case  where,  in  the  removal  of  a  goiter,  the  manipulation  of  the 
tumor  had  evidently  set  free  so  much  thyroid  secretions  that,  on 
the  day  following  the  operation,  the  patient  suddenly  was  over- 
whelmed, and  when,  one  minute  before  there  was  evidence  of  all 
life's  activities,  two  minutes  later  there  was  no  life  appreciable. 

I  contend  that  the  manner  of  death  is  significant  of  the  inflam- 
mation of  the  brain-tissue,  which  is  progressively  advancing  in 
nature,  and  that  when  the  cells  composing  the  brain  itself  are  af- 
fected to  a  given  degree,  unknown  in  its  definitiveness  by  any  means 
at  present  at  our  command,  then  life  ceases  because  its  governing., 
controlling  and  co-relating  centers  are  inherently  prevented  from 
continuing  their  functional  activity. 

Much  work  on  this  line,  which,  to  be  productive,  must  include 
an  exhaustive  study  of  the  metabolic  tissue  changes  in  the  brain, 
remains  to  be  done. 

These  conceptions  regarding  meningitis  have  been  won  because 
we  employed  the  operation  of  cisternal  drainage  and  carefully 
studied  the  conditions  which  resulted  from  the  operation.  In-so- 
far  as  this  newly  acquired  knowledge  may  serve  as  a  stepping- 
stone  toward  the  eventual  solution  of  these  additional  problems  the 
operation  of  cisternal  drainage  may  yet  mark  an  epoch  in  our  ef- 
forts to  combat  the  ravages  of  this  disease. 

A  few  comment  from  the  practical  side  of  the  question  are  now 
in  order:    In  our  first  communication  we  presented  the  conception 
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that  nicningitidcs  resolved  themselves  into  two  distinct  types  of 
cases,  the  one  in  which  brain-pressure  symptoms  predominate  and 
overshadow  the  entire  clinical  picture,  the  other  a  type  in  which  the 
so-called  pressure-symptoms  play  but  a  small  role,  but  where  the 
clinical  picture  is  one  produced  by  bacterial  intoxication  and  poisons 
from  the  accumulation  of  the  disarranged  brain-tissue-cell  meta- 
bolism. 

The  meningitis  whose  clinical  picture  is  overshadowed  by  pres- 
sure-symptoms, the  so-called  "Meningitis  serosa  maligna"  of  Dietl, 
Boenninghaus  and  Phillips — is  the  tyi«:  of  less  frequent  occurrence. 
In  the  reports  presented  by  Day,  Uench,  Emerson  and  Beck,  and  in 
the  ensuing  discussions  on  these  reports,  I  fail  to  find  one  case  of 
this  type.  Personally  I  had  under  observation,  and  operated  on, 
one  such  case,  but,  here  too,  the  relief  of  the  pressure-symptoms  did 
not  prevent  the  fatal  termination  of  the  case.  Life,  however,  was 
appreciably  prolonged  over  the  time  in  which  we  had  been  wont  to 
sec  it  last.  It  is  only  fair  to  add  that  the  outcome  of  one  case  sub- 
mitted to  the  operation  gives  us  no  determining  data  as  to  the  value 
of  the  operation  in  this  class  of  case. 

Regarding  much  of  the  reports  in  our  literature.  .lciail>  e>sciitial 
to  make  a  critical  study  are  lacking  along  the  lines  which  I  have 
mapped  out  for  myself  and,  therefore,  with  due  respect  to  the  ob- 
servers' reports,  I  submit  that  their  evidence  is  too  often  unconvinc- 
ing as  to  the  nature  of  the  lesion  which  they  were  submitting  to  the 
test  of  operative  intervention.  Results  obtained  from  operation  in 
such  cases  arc  valueless  from  every  standpoint. 

The  writer  forbears  to  subject  to  a  more  critical  review  those 
cases  which  appear  to  him  to  be  incorrectly  diagnosed,  because  they 
appear  in  our  literature  as  brief  outlines  of  case-histories  rather  than 
fully  dcscrilied  c3se-rc|»orts,  and  the  data  upon  which  the  given 
diagnoses  were  based  are  not  available  in  the  reports. 

Ml  the  remaining  casc-re|K)rts  seem  to  be  such  as  did  not  develop 
jjrcssurc-.symptoms  as  a  dominating  clement  in  the  disease,  but  pre- 
sented evidence  of  advancing  bacterial  and  toxic  elTects,  and  symp- 
toms which  we  have  come  to  regard  as  general  sepsis.  It  was  never 
contended  that  drainage  of  the  cisterna  magna  per  se  would  effect 
a  cure  in  this  type  of  case. 

The  writer's  experience  is  limited  to  having  operated  in  $ix  cases, 
and  to  having  stn<lied  five  others  in  mf)st  of  which  he  assisted  at 
operation.  Dr.  Haynes'  experience  is  limited  to  seven  cases  in  which 
he  operated— these  cases,  excepting  one  already  referred  to,  all  be- 
longed to  the  second  type  of  meningitis. 
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What  has  been  accomplished  by  the  operation  of  drainage  of  the 
cistema  magna  besides  permitting  a  keener  insight  into  the  nature 
and  character  of  the  course  and  type  of  the  disease?  The  operation 
has  saved  Hves.  In  the  cases  reported,  both  by  Day  and  by  Francis 
P.  Emerson,  rupture  of  cerebellar  abscesses — not  previously  known 
to  exist  in  the  cases — and  evacuation  of  the  abscess'  contents  by  way 
of  the  cisternal  route,  made  possible  the  recovery  of  these  patients. 
Had  the  cistcrna  magna  not  been  opened  in  these  cases  general 
meningeal  infection  would,  in  all  probability,  have  resulted  from 
the  eventual  breaking  of  the  abscess  into  the  cerebro-spinal  fluid, 
which  would  have  carried  the  pus-elements  throughout  the  central 
nervous  system. 

Finally,  the  case  reported  by  Beck  in  the  Illinois  Medical  Journal, 
November,  1913,  and  referred  to  in  our  transactions  of  last  year. 
In  it  he  gives  the  story  of  a  brilliant  success  in  saving  life  in  a  case 
where  blood-pressure  readings  and  other  findings  closely  corroborate 
the  reasoning  adduced  in  support  of  this  surgical  procedure.  The 
patient,  a  young  woman,  recovered  from  a  general  meningeal  pneu- 
mococcus  infection. 

The  importance  of  this  case  is  apparent  when  its  history  is  read 
in  juxtaposition  to  the  statement  of  Professor  Preysing  in  his  re- 
sume on  meningitis,  presented  to  the  Otological  Society  of  Germany 
in  1912,  wherein  he  says  that  "in  his  study  of  literature  he  finds 
pneumococcic  meningitis  to  be  a  universally  fatal  disease." 

The  cases  reported  as  operated  on,  and  heretofore  published  by 
other  surgeons,  the  cases  operated  on  by  Dr.  Haynes  and  by  my- 
self, all  died  in  spite  of  operation  after  a  variable  period  extending 
from  a  few  hours  to  a  few  weeks.  In  my  own  cases  every  effort 
was  made  to  arrive  at  a  very  early  diagnosis,  but  even  this  ven,- 
early  intervention  of  surgical  effort  did  not  bring  the  hoped-for  re- 
lief.' 

We  believe  that  the  operation  should  not  be  discarded  entirely.  It 
may  prove  a  useful  measure  in  selected  cases,  and  if  ever  the  other 
factors  entering  into  the  problems  presented  in  meningitides  come 
to  solution  this  means  of  operating  will  probably  find  renewed  use 
because  of  the  easy  access  it  permits  to  the  parts  affected. 

With  the  statement  that  "he  who  says  it  cannot  be  done  is  apt  to 
find  himself  interrupted  by  some  one  doing  it,"  I  desire  to  register 
my  optomistic  belief  that  we  are  on  the  right  road,  that  the  surgical 
treatment  of  meningitis  has  advanced  our  comprehension  of  the  dis- 
ease we  are  trying  to  overcome,  and  that,  eventually,  means  will  be 
found  to  lessen  the  mortality  percentage  in  this  grave  condition. 

616  Madison  Avenue. 


THE  PROPER  FIELDS  OF  MEDICINE  AND  SURGERY  IN 
DISEASES  OF  THE  UPPER  AIR  PASSAGES.* 

Dr.  John  A.  Thompson,  Cincinnati,  Ohio. 

One-half  of  all  the  diseases  it  is  our  daily  work  to  treat  are 
curable  by  medicinal  means  alone.  With  a  specialty  developing 
as  rapidly  as  ours  has  done  in  the  last  thirty  years  it  is  only 
natural  that  most  of  our  programs  at  society  meetings  and  most 
of  the  papers  contributed  to  our  journals  should  deal  with  diag- 
nostic problems  and  operative  technic.  Since  treatment  is  or 
should  be  so  large  a  part  of  our  daily  task  is  it  not  time  to  give 
to  rational  therapy  some  of  the  thought  and  study  wc  have  here- 
tofore devoted  to  surgery?  He  is  a  poor  laryngologist  who  sees 
in  every  new  patient  only  fresh  operative  material,  or  who  be- 
lieves all  disease  of  the  upper  air  passages  should  be  surgically 
treated. 

An  intelligent  use  of  known  methods  in  medicine  will  often 
prevent  complications  that  make  operation  necessary.  For 
example,  aculc  rhinitis  and  la  grippe  can  both  be  aborted  if 
treated  intelligently  at  the  beginning  of  the  attack.  The  pa- 
tient whose  attack  is  aborted  does  "not  develop  an  acute  purulent 
sinusitis  or  otitis  media.  He  escapes  consequently  a  possible 
mastoiditis,  sinus  thrombosis,  meningitis  or  brain  abscess.  Is  it 
not  as  much  our  duty  to  those  who  trust  us,  to  prevent  these 
possible  complications,  as  it  is  to  do  a  successful  operation  after 
they  have  developed?  Are  we  not  better  surgeons  when  we 
save  our  patients  the  necessity  for  an  operation  than  when  we 
do  one  skillfully? 

The  common  diseases  of  the  nose  and  throat  are  easily  sepa- 
rated for  treatment  into  three  classes:  First,  those  the  treat- 
ment of  which  is  purely  surgical.  These  are  deformities  and 
deflections  of  the  septum  nasi,  chronic  sinusitis,  all  tumors,  be- 
nign or  malignant,  adenoids,  hypcrtrophied  tonsils,  quinsy,  for- 
eign bodies,  hemorrhages,  rctro-pharyngeal  abscess  and  stenosi.i 
'  t  the  larynx.  In  some  of  this  class  preliminary  treatment 
makes  the  operation  easier  and  the  recovery  surer. 

Before  doing  a  submucous  resection  of  the  .septum  the  nose 
should  be  treated  until  the  overlying  mucosa  is  as  healthy  as  it 
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is  po>^iblc  tu  yd  it.  Uvcr  ihc  coinrx  ixjiliuii  oi  the  (letlcction 
or  at  the  anterior  end  of  a  spur  will  usually  be  found  a  diseased 
condition  which  the  text-books  ignore.  The  epithelium  is 
eroded,  the  surface  is  covered  with  scabs.  Around  this  sur- 
face is  a  congested  area.  The  membrane  in  the  involved  region 
is  thin  and  fragile,  does  not  separate  readily  from  the  cartilage, 
and  tears  easily.  If  the  line  of  incision  passes  through  the  dis- 
eased membrane,  stitches  will  tear  out  of  it.  This  condition,  I 
believe,  to  be  a  chronic  eczema.  It  can  be  cured  by  the  use  of 
a  salve  containing  a  dram  each  of  borax  and  boric  acid  to  the 
ounce  of  vaseline.  The  patient  should  apply  this  salve  twice 
daily.  If  there  is  so  much  congestion  that  bleeding  occurs  when 
the  scabs  are  removed,  applications  three  times  a  week  of  a  12 
per  cent  solution  of  silver  nitrate  should  be  made.  With  this 
disease  cured,  the  submucous  resection  is  much  easier  to  do  and 
the  liability  to  perforation  is  much  less. 

In  the  folds  of  adenoids  there  is  always  mUco-pus.  In  the 
crypts  of  hypcrtrophicd  tonsils  there  are  always  foci  of  infec- 
tion. There  will  be  fewer  cases  of  complicating  otitis  media 
after  operation,  less  hemorrhage  at  the  time  of  operation  and  less 
fever  during  convalescence,  if  we  treat  the  diseased  tonsils  and 
adenoids  a  few  days  and  free  them  of  most  of  the  infectious  dis- 
charge, before  operating. 

The  second  class  includes  diseases  where  combined  medical 
and  surgical  treatment  is  necessary  for  a  cure.  The  most  impor- 
tant, because  the  most  frequent  disease  in  this  class  is  hyper- 
trophic rhinitis.  The  removal  of  the  newly  formed  connective 
tissue  in  the  turbinates  is  easy.  But  it  will  form  again  in  other 
places  unless  the  chronic  inflammation  that  produced  it  is  treat- 
ed and  cured.  The  first  step  in  treatment  is  cleansing  the  mu- 
cous membrane.  The  best  solutions  for  this  purpose  are  those 
described  by  Wyat  Wyngrave  in  the  Annals  of  Otology,  Rhi- 
nology  and  Laryngology,  August,  1902.  ^^■ith  a  rational  for- 
mula given  in  this  article  for  every  condition  we  treat,  it  seems 
strange  to  the  writer  that  laryngologists  w^ill  continue  to  buy 
by  the  gallon  proprietary  remedies  that  are  less  efTective  and 
much  more  expensive  than  the  solutions  suggested  by  Wyn- 
grave. 

After  cleansing  the  membrane  of  the  accumulated  secretions  what 
remedies  will  cure  ?  We  have  congestion  both  of  the  superficial  ves- 
sels and  of  the  turbinal  bodies.  The  membrane  is  hypersensitive 
like  all  inflamed  tissues.     The  secretion  over  the  surface  is  filled 
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witli  bacteria,  sonic  .-aprcjiiiiyiic,  some  patiKjjjeiuc.  iiic  iiuiications 
are  for  an  analgesic  germicide  that  will  at  the  same  time  relieve 
congestion.  Menthol  meets  all  these  requirements.  In  solution,  it 
is  a  germicide  in  i)roportions  of  1-1000.  It  is  a  local  anesthetic. 
W'hile  it  may  cause  congestion  of  the  overlying  mucosa,  clinical 
observation  shows  that  it  lessens  the  circulation  of  blood  in  the 
turbinate  bodies  and  the  flow  of  mucus  from  the  glands.  It  is  a 
rubefacient  if  too  concentrated,  and  the  oily  solutions  for  the  nose 
should  rarely  contain  over  one  per  cent  of  this  drug.  Usually  three 
grains  to  the  ounce  is  better. 

Camphor  is  similar  in  its  lovui  .ivu.mi  m>  meiiihul  aiul  can  be  ad- 
vantageously combined  with  it.  Five  grains  to  the  ounce  is  enough 
for  ordinary  use.  The  mixture  is  more  agreeable  if  flavored  with 
oil  of  cloves. 

Tertiarj'  syphilitic  ulcer  is  another  disease  requiring  combined 
treatment.  To  the  ordinary  cleansing  wash  a  small  amount  of 
potassium  permanganate  should  be  added.  Diluted  hydrogen  per- 
oxid  solutions  must  often  be  used  to  loosen  the  tenacious  offensive 
scabs  in  this  condition.  After  the  dead  bone,  exuberant  granula- 
tions and  polypi  have  l>een  removed,  touching  the  cleansed  surface 
with  a  10  per  cent  nitrate  of  silver  solution  and  then  covering  it 
with  powdered  thymol  iodid,  has  been  the  most  successful  treat- 
ment. 

In  cln«M..K  ^..liiiilar  pharyngitis  surgery  will  wv-Li..»  the  granula- 
tions but  will  not  cure  the  chronic  inflammation  that  i)roduced  them. 
.•\ftcr  normal  nasal  respiration  has  been  restored,  applications  of 
zinc  chlorid  from  five  to  fifteen  grains  to  the  ounce  of  glycerin,  have 
given  the  best  results.  In  making  this  solution,  it  must  be  re- 
membered that  a  little  C.  P.  hy<lrochloric  acid  is  necessary  to  pre- 
vent the  zinc  precipitating  out  as  an  oxychlorid  and  leaving  the  s<j- 
lution  inert. 

Edema  of  the  glottis  is  another  disease  requiring  combined  sur- 
gical and  medical  treatment.  Diuretics  and  diaphoretics  intemallv 
should  lie  given  early.  .After  scarification,  the  bleeding  may  be  in- 
creased by  steam  inhalations  containing  tincture  of  benzoin.  Later, 
sprays  of  adrenalin  solution  will  relieve  the  congestion,  lessen  the 
swelling,  and  hasten  the  recover)'  of  the  patient. 

Of  the  diseases  of  the  upper  air  passages  that  are  curable  by  med- 
ical treatment  alone  acute  rhinitis  is  the  most  common.  Without 
bartcrioldtriral  examination  it  is  difficult  to  distinguish  the  simple 
from  the  influenzal  type  of  rhinitis.  The  differentiation  is  not  im- 
portant as  lioth  yield  to  the  same  treatment.     An  ordinary  attack 
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lasts  from  seven  to  ten  days.  If  there  is  an  underlying  slight 
chronic  inflammation,  the  attack  will  be  prolonged  to  three  weeks 
of  misery  for  the  sufferer.  Intelligently  treated,  a  cure  can  be  ob- 
tained in  from  twenty-four  to  forty-eight  hours  and  the  patient 
saved  days  and  weeks  of  annoyance  as  well  as  freed  from  the  lia- 
bility to  dangerous  complications.  Many  chronic  inflammations  may 
also  be  prevented  if  the  patient  is  told  how  to  treat  his  colds.  It 
has  been  my  custom  for  years  to  say  to  a  patient  whom  I  had  treated 
for  hypertrophic  rhinitis,  chronic  pharyngitis,  chronic  laryngitis, 
chronic  trachitis,  chronic  bronchitis,  with  or  without  asthma,  at 
his  last  visit,  "'Come  back  the  first  day  you  feel  a  cold  beginning,  and 
I  will  prevent  a  return  of  your  chronic  disease."  Many  patients 
have  acted  on  this  advice.  Some  I  have  watched  for  twenty-five 
years.'  I  see  them  only  at  such  times  as  they  feel  a  beginning  at- 
tack. In  none  of  them  can  any  trace  of  the  old  chronic  disease  be 
detected,  except  in  a  few  of  the  chronic  laryngitis  cases  where  the 
cords  had  thickened  before  I  saw  them.  As  the  years  pass  I  see 
less  of  them  because  they  rarely  "catch  cold."  Some  professional 
voice  users  who  have  been  the  most  faithful  in  following  the  line 
of  treatment  indicated  come  in  only  once  or  twice  a  year. 

The  treatment  ordered  to  abort  an  acute  attack,  with  variations  to 
suit  individual  conditions,  is  first  a  sweat.  It  does  not  matter  how 
this  is  induced,  either  by  exercise,  a  Turkish  or  Russian  bath,  the 
ordinary  tub  bath  and  hot  drinks,  a  vapor  bath  or  by  drugs.  A  free 
perspiration  is  the  essential  thing,  however  it  may  be  induced. 
Saline  cathartics  help  in  this  eliminative  process  and  in  restoring  the 
normal  circulation  in  the  diiTferent  body  areas.  Of  the  drugs  that 
may  be  given  aconite,  gelseminum,  Dover's  powder  and  aspirin  are 
the  best.  The  first  two  are  so  depressant  that  they  are  rarely  used. 
The  old  favorite  absorptives  for  a  cold,  quinine  and  the  salicylates, 
are  not  safe  remedies  for  the  patients  we  see,  as  many  of  them  have 
old  otitic  complications  that  are  aggravated  by  these  drugs.  If  your 
patient  can  be  persuaded  to  remain  in  bed  for  a  day  after  the  sweat 
it  will  benefit  him  greatly. 

To  open  the  nose  blocked  by  the  swelling  a  1-8000  solution  of 
adrenalin  may  be  used  every  three  hours.  If  the  vehicle  used  to 
dilute  the  adrenalin  is  a  saturated  solution  of  boric  acid  add  a  non- 
irritating  antiseptic  to  your  treatment  of  the  infected  membrane. 
Adrenalin  solution  diluted  in  this  way  will  not  decompose.  The 
shrinking  of  the  turbinates  and  the  mucosa  by  this  treatment  per- 
mits normal  drainage  of  the  sinuses  and  keeps  them  healthy.  The 
adrenalin  spray  should  be  followed  in  five  minutes  by  the  insuffla- 
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tion  of  a  powder  containing  two  parts  by  weight  of  boric  acid  and 
one  part  of  zinc  stearate.  It  forms  a  protective  coating  to  the  in- 
flamed membrane  and  is  actively  antiseptic.  \\'here  the  patient  is 
seen  in  the  second  stage  of  the  disease  and  the  serous  discharge 
from  the  nose  is  annoying,  a  spray  containing  one  grain  of  atropin 
to  two  ounces  of  liquid  petroleum  is  very  effective.  The  alkaloid, 
not  a  salt,  must  be  used  in  this  prescription.  Atropin  acts  locally 
on  the  glands.  It  is  not  good  treatment  to  check  the  action  of  all 
the  glands  of  the  body  by  giving  any  form  of  belladonna  internally 
when  a  local  action  is  desired.  The  patient  should  be  cautioned  not 
to  use  this  sohition  too  freely  in  the  nose  or  it  will  have  a  disa- 
greeable mydriatic  action. 

For  the  third  stage  of  acute  rhinitis  we  need  an  active  antiseptic 
powder  that  is  not  irritating.    This  formula  is  yet  to  be  discovered. 

Our  recent  text-books  usually  give  a  formula  containing  oil  of 
eucalyptus,  thymol,  menthol-  and  camphor  dissolved  in  oil  for  the 
treatment  of  this  third  stage.  The  first  two  and  the  last  two  drugs 
differ  so  much  in  their  local  action  they  should  never  be  combined  in 
one  solution.  Thymol  and  eucalyptus  are  active  stimulants  to  the 
circulation  when  used  locally  and  are  contra-indicated  in  acute  in- 
flammations. The  cooling  anesthetic  effect  of  the  menthol  and  cam- 
phor is  co-incident  with  shrinking  of  the  turbinates. 

The  acute  catarrhal  sinusitis  that  often  accompanies  acute 
rhinitis  will  be  either  prevented  or  cured  by  the  treatment  for  the 
primary  disease.  Where  a  sinusitis  is  present  during  an  acute 
rhinitis,  when  tiie  patient  first  comes  for  treatment  the  only  ad- 
ditional measures  needed  arc  the  local  applications  of  cocain  solu- 
tions about  the  normal  openings  of  the  sinuses  and  dry  heat  ex- 
ternally for  the  relief  of  pain. 

Acute  laryngitis  is  promptly  cured  l.y  the  abortive  measures 
recommended  for  acute  rhinitis.  Inhalations  of  compound  tincture 
of  benzoin,  a  dram  to  a  pint  of  boiling  water,  have  a  magical  cura- 
tive effect  in  many  cases. 

Simple  chronic  rhinitis  produces  no  obstructive  lesion  in  the  nose 
and  there  is  no  indication  for  surgical  intervention  in  uncomplicated 
cases.  In  the  intumcsccnt  type  of  chronic  rhinitis  the  nasal  obstruc- 
tion is  due  to  dilatation  of  the  turbinated  l)odi'cs  and  there  is  no  new- 
formed  tissue  to  remove.  The  congestion  of  the  turbinates  is  not  a 
sufficient  indication  for  their  removal.  A  cure  by  treatment  takes 
a  longer  time  than  symptomatic  relief  by  operation,  but  one  method 
preser^•es  and  the  other  destroys  the  important  physiological  func- 
tion of  the  nose. 
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In  simple  chronic  rhinitis  we  are  treating  an  inflammation  that  is 
present  twenty-four  hours  of  every  day.  It  cannot  be  cured  by 
visits  to  the  specialists  two  or  three  times  a  week.  The  patient 
himself  must  be  given  an  cflTective  remedy  to  use  at  least  twice  daily 
so  as  to  get  a  curative  influence  acting  almost  as  continuously  as  the 
pathological  one.  The  solution  originally  recommended  by  Hare* 
(menthol,  grs.  Ill;  camphor,  grs.  \' ;  petrolat  liq.,  oz.  I)  has  been 
a  very  efficient  one  in  the  hands  of  my  patients  for  many  years. 
In  intumescent  rhinitis,  which  is  only  an  early  stage  of  hyper- 
trophic rhinitis,  some  additional  treatment  is  needed.  There  is  a 
dilatation  of  the  venous  sinuses  of  the  turbinated  bodies.  This  re- 
sults in  the  escape  of  white  blood  corpuscles  into  the  tissues  and 
their  organization  into  connective  tissue.  Weak  solutions  of  adre- 
nalin contract  the  blood  vessels  and  prevent  the  formation  of  new 
tissue.  If  the  .solution  is  not  too  concentrated  there  is  no  paralytic 
dilatation  following  its  use  as  often  happens  with  cocain.  It  can  be 
repeated  with  the  same  tonic  effect  as  massage  or  electricity  would 
have  on  the  unstriped  muscular  fiber  of  the  turbinated  bodies. 
Many  cases  of  intumescent  rhinitis  can  be  cured  by  adrenalin  com- 
bined with  such  general  treatment  as  the  individual  patient  needs. 

Patients  with  chronic  purulent  rhinitis  are  rarely  seen  in  the 
specialist's  office.  They  are  very  common  in  the  cHnics  where  un- 
cleanly people  from  unsanitarv  tenements  come  for  relief.  These 
children  are  difficult  to  handle ;  so  in  our  clinic  work  we  have  adopt- 
ed a  treatment  the  mother  can  use  at  home.  She  is  given  a  salve 
containing  a  dram  each  of  borax  and  boric  acid  in  an  ounce  of 
petrolatum.  A  lump  of  this  salve  the  size  of  a  pea  is  to  be  placed 
in  each  nostril  when  the  child  takes  its  afternoon  nap  and  when  it 
retires  at  night.  The  heat  of  the  body  melts  this  salve  and  if  the 
child  is  kept  on  his  back  the  whole  diseased  area  is  covered.  The 
borax  dissolves  the  crusted  discharge  and  the  acid  cures  through  its 
antiseptic  action.  The  only  other  treatment  is  washing  out  the  nose 
with  a  warm  2  per  cent  sodium  bicarbonate  solution  in  the  morn- 
ing, in  patients  where  the  discharge  is  very  free.  A  cure  will  be 
obtained  in  from  four  to  six  weeks  in  all  uncomplicated  cases. 

Atrophic  rhinitis  is  probably  misnamed.  There  is  nothing  in  the 
course  of  the  disease  to  show  that  it  is  essentially  inflammatory. 
The  clinical  picture  is  that  of  a  disease  of  nutrition  with  inter- 
current attacks  of  inflammation.  Where  a  pathological  process  is 
destructive  from  the  beginning  no  sane  reason  can  be  given  for 
adding  to  it  a  surgical  destruction  of  the  diseased  tissues.    Our  cura- 

•System  of  Therapeutics. 
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tive  efforts  nuist  seek  lo  increase  the  nutrition  by  increasing  the 
blootl  supply  without  enough  irritation  to  cause  inflammation.  If 
the  remedies  which  increase  the  nutrition  are  at  the  same  time  anti- 
septic and  odorous,  we  have  met  all  the  indications  that  our  present 
knowledge  of  the  disease  gives  us. 

Such  a  combination  is  thymol  one  grain,  oil  of  eucalyptus  one 
dram,  li<|uid  petrolatum  enough  to  make  two  ounces.  This  com- 
bination used  after  the  nose  is  cleaned,  noticeably  reddens  the  mem- 
brane without  causing  inflammation.  It  is  destructive  to  the  sap- 
)phytic  bacteria  and  molds  that  swarm  in  the  accumulated  secre- 
lujns.  The  odor  of  this  combination  is  pleasant  and  overcomes  the 
disagreeable  stench  of  atrophic  rhinitis  better  than  anything  I  have 
ever  found  after  years  of  experimenting.  The  patient  herself 
should  use  this  remedy  twice  or  three  times  daily  and  usually  after 
months  of  treatment  all  the  disagreeable  symptoms  will  disappear. 
The  natural  oil  of  eucalyptus  must  be  used,  as  the  synthetic  oil  is 
very  irritating.  The  iodin  treatment  often  recommended  for  atrophic 
rhinitis  causes  so  much  irritation  that  it  hastens  the  destructive 
.  li  iii-(  Ichthyol  relieves  symptoms  by  its  disinfectant  action  but 
it  does  not  give  the  necessary  stimulus  to  nutrition. 

Chronic  laryngitis,  chronic  trachitis  and  chronic  bronchitis  shuuld 
be  considered,  as  they  should  be  treated  at  the  same  time.  Chronic 
bronchitis  has  not  been  considered  a  disease  that  laryngologists 
should  treat  but  there  are  good  reasons  for  saying  he  can  do  more 
for  these  jiaticnts  than  the  internist  can.  The  prevention  of  inflam- 
mation in  the  lower  air  passages  by  restoring  normal^  nasal  respir- 
ation is  familiar  to  us  all.  We  have  given  little  attention  to  the  cure 
of  chronic  diseases  in  the  lower  air  passages  by  direct  treatment. 
It  is  easy  for  the  trained  laryngologist  to  apply  remedies  directly  to 
the  diseased  mucosa  in  all  parts  of  the  lung  and  to  know  the  com- 
position of  his  remedies  has  not  Ijeen  changed.  Of  all  the  expector- 
ants the  internist  uses,  only  one,  chlorid  of  ammonium,  reaches  the 
lung  in  the  form  it  is  given.  We  can  apply  the  knowledge  of  mucous 
membrane  therapy  gained  by  the  obser\'ation  of  diseases  in  the  nose 
aiul  throat  to  the  treatment  of  chronic  bronchitis  with  much  better 
results  than  can  he  obtained  by  internal  treatment.  An  additional 
reason  for  treating  these  three  diseases  by  tracheal  injection  is  found 
in  the  fact  that  if  thronic  laryngitis  is  treated  alone,  frequent  recur- 
rences are  caused  by  -acute  exacerbations  extending  up  to  the  larynx 
from  the  bronchi.  Cwrc  the  trachitis  and  bronchitis  and  the  larv'nx 
remains  well.    I'.ronchicctatic  cavities  can  be  disinfected  bv  tb,-  i,..r- 
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sistent  use  of  tracheal  injections  and  these  patients  freed  from  their 
annoying  cough,  offensive  breath  and  chronic  sepsis. 

Years  of  clinical  observation  of  asthmatic  patients  have  led  to 
these  conclusions.  All  asthmatics  have  chronic  bronchitis,  some 
with  dilated  bronchi,  pulmonary  emphysema  and  dilated  hearts.  An 
asthmatic  paroxysm  is  always  preceded  by  an  acute  exacerbation  of 
the  chronic  bronchitis.  Give  the  appropriate  tracheal  injections  in 
the  intervals  between  the  paroxysms  and  you  will  relieve  or  cure 
the  asthma. 

In  a  paper  presented  to  this  society  in  1897  I  gave  the  details 
of  this  treatment.  The  only  change  in  the  solutions  there  recom- 
mended, that  has  stood  the  test  of  years,  is  the  addition  of  mono- 
chlorphenol to  the  remedies  used.  There  are  several  allotropic 
forms  of  this  dnig.  The  one  used  is  the  liquid  orthochlorphenol. 
Monochlorphenol  is  also  our  most  potent  remedy  in  acute  follicular 
tonsillitis.  In  the  Christ  Hospital  frequent  epidemics  of  this  disease 
have  disabled  the  nursing  corps  just  when  they  were  most  needed. 
Irrigations  of  the  throat  every  three  hours  with  water  as  hot  as  it 
can  be  borne,  followed  by  a  spray  containing  2  per  cent  of  mono- 
chlorphenol in  oil  has  shortened  the  duration  of  the  attacks  one- 
half  and  has  lessened  their  severity. 

In  a  few  cases  of  erysipelas  of  the  nose  and  throat  that  I  have 
treated  the  same  solution  has  been  very  effective. 

Vincent's  angina  yields  very  slowly  to  our  older  remedies.  Two 
recent  cases  were  relieved  of  pain  in  twenty-four  hours  and  all 
membrane  disappeared  in  seventy-two  hours  after  treatment  was 
begun  with  a  2  per  cent  trituration  of  salvarsan  in  glycerin. 

The  experiments  of  Dunbar  (Annals  of  Otology,  Rhinology  and 
Laryngolony,  1905.  p.  310)  have  given  us  a  basis  for  a  rational 
therapy  in  hay  fever.  He  has  shown  that  only  the  portion  of  the 
pollen  that  is  soluble  in  alkalin  solutions  is  irritating  to  the  mucous 
membranes  of  susceptible  people.  The  ideal  treatment  of  hay 
fever  is,  of  course,  to  send  the  patients  to  regions  where  they  are 
immune.  But  working-people  cannot  leave  their  employment  an- 
nually for  the  necessary  six  weeks  or  two  months.  A  treatment 
that  will  allow  them  to  live  comfortably  at  home  is  a  blessing  to 
many.  The  following  system  of  treatment  has  given  this  result  in 
more  than  50  per  cent  of  my  cases.  Enough  boracic  acid  is  added 
to  the  cleansing  wash  used  to  make  the  solution  slightly  acid.  After 
cleansing  the  nose  it  is  sprayed  with  an  adrenalin  solution  varying 
in  strength  from  one  in  five  thousand  to  one  in  eight  thousand  as 
the  individual  case  requires.    Five  minutes  later  a  powder  composed 
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of  zinc  stearate  one  part,  boric  acid  two  parts,  by  weight,  is  blown 
into  the  nose.  The  powder  serves  a  double  purpose.  It  forms  a 
protective  coating  over  the  irritated  membrane.  It  keeps  the  secre- 
tions of  the  nose  acid  for  a  time  and  prevents  the  solution  of  the 
irritating  portion  of  the  pollen.  The  patient  himself  can  use  these 
remedies  three  or  four  times  daily,  and  if  he  begins  early  in  the 
attack,  the  disease  rarely  becomes  severe  enough  to  disable  him. 
Conjunctival  and  bronchial  complications  must  be  treated  at  the 
physician's  oflice. 

A  discussion  of  the  therapy  of  the  rarer  diseases  of  the  upper  air 
passages  would  make  this  paper  unreasonably  long.  Wc  do  not  need 
many  remedies  to  get  results  in  the  medicinal  treatment  of  such 
diseases  of  the  upper  air  passages  as  are  curable  without  surgical 
intervention. 

As  an  illustration  of  how  much  may  be  done  by  simple  means  I 
will  report  one  case.  The  boat-house  keeper  on  the  lake  in  Michi- 
■^:in,  where  my  summer  home  is  located,  had  tuberculosis.  One  day 
while  working  on  the  engine  of  my  boat  he  said:  "If  some  one 
would  stop  the  tickling  in  my  throat  I  would  get  well.  It  keeps 
lue  coughing  all  night,  and  I  have  no  chance  to  sleep  or  gain 
strength."  Examination  of  his  throat  showed  the  catarrhal  laryn- 
gitis that  so  often  complicates  pulmonary  tuberculosis.  I  gave  him 
an  atomizer  and  a  prescription  for  the  menthol  camphor  solution 
previously  dcscrilx-d.  It  stf)ppe(l  the  throat  cough  and  allowed  him 
to  sleep.  In  the  next  five  weeks  he  gained  twenty-five  pounds  in 
weight.  When  I  examined  him  a.  year  later  there  were  no  signs  of 
consolidation  in  the  lung  and  there  was  no  inflammation  in  the 
throat.  Two  years  after  the  treatment  was  given  he  weighed  220 
pounds  and  was  a  picture  of  health  and  vigor.  .\  little  thing,  the 
curing  of  .1  throat  cough,  turned  the  scales  in  his  favor.  Rut  it  was 
not  a  little  thing  for  his  family  to  keep  its  bread  winner  and  for  his 
(immunity  to  keep  an  honest,  intelligent,  progressive  citizen.  All 
laryngologists  who  study  treatment  as  they  study  operative  technic 
■an  show  many  such  cure!'. 


THE  AIR  WE  BREATHE— A  STUDY  OF  TEMPERATURE. 
HUMIDITY  AND  DUST  CONTENTS.* 

Dk.  Thomas  Hubbaku,  Toledo,  Ohio. 

I  venture  out  of  the  valley  of  tradition  in  scleciing  the  sub- 
ject-matter for  the  conventional  address  and  in  so  doing  I  sin- 
cerely hope  that  I  may  not  be  accused  of  setting  a  bad  example. 
Our  program  is  usually  a  model  of  concentration  and  this  is 
one  road  to  perfection,  but  if  \ve  are  to  keep  in  intimate  harmony 
with  the  spirit  of  the  times  we  must  occasionally  ascend  the 
hills  and  take  a  broad  look  around. 

Prevention  of  disease  is  not  a  defined  special  art.  It  is  a 
creed  of  medicine,  and  if  you  analyze  your  life's  work  you  will 
find  that  you  have  the  highest  pride  not  in  brilliant  surgery,  nor 
in  invention  or  experimental  research,  but  you  will  temporarily 
assume  the  patient's  point  of  view  and  measure  your  real  effi- 
ciency by  a  broad  standard  of  health  conservation. 

Laryngology  is  exalted  in  modern  medicine  in  that  its  part 
in  prevention  is  to  protect  the  main  portal  of  entry  of  the  body. 
It  is  to-day  a  dependable  guardian  of  the  welfare  of  the  child  — 
and  as  such,  duty  fulfilled,  it  leads  in  health  conservation.  The 
brilliant  results  credited  to  our  special  art  are  in  themselves 
evidence  enough  that  we  are  doing  foundation-work,  that  is, 
correcting  and  strengthening  vital  functions. 

Why  do  we  devote  so  much  of  our  thought  and  energy  to 
attain  right  breathing?  Bad  breathing  was  formerly  regarded 
more  or  less  as  a  matter  of  inconvenience  and  an  esthetic  of- 
fense, but  to-day  we  realize  that  normal  respiration  is  a  domi- 
nant factor  in  development,  survival  and  ultimate  physical  and 
mental  efficiency.  Man  inhales  thirty  to  forty  pounds  of  air 
daily  and  actually  absorbs  more  than  two  pounds  of  oxygen — 
this  is  more  than  the  total  proteids  ingested.  Another 
index  of  the  relative  importance  of  the  respiratory  function  is 
the  fact  that  80  per  cent  of  total  food  energy  is  used  in  heat 
production.  Oxidation  is  the  essential  bio-chemical  source  of 
heat.  Thus  we  see  that  respiration  is  th?  main  source  of  caloric 
energy  and  this  alone  expresses  its  importance  as  a  vital  func- 
tion.     AVe  are  essentially  promoters  of  right  breathing. 

•President's  address  deUvered  at  the  thirty-sixth  annual  meeting  of  the 
American  Laryngrologrical  Association.  Atlantic  City,  May  25,  1914. 
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Air  is  not  a  coniniercial  commodity,  as  is  our  "daily  bread," 
but  healthful  air  is  not  always  to  be  had  without  taking  thought 
and  spending  money  as  we  do  for  "creature  comforts"  and  that 
is  precisely  what  we  are  called  upon  to  do.  The  solution  of  the 
problems  of  ventilation,  or  more  particularly  the  preparation 
("conditioning"  is  the  new  term)  of  the  air  we  breathe,  awaits 
only  the  consensus  of  scientific  advice,  and  ours  the  duty,  a 
special  duty  I  should  say,  to  not  only  help  establish  heat,  venti- 
lation and  humidity  standards  but  also  to  aid  in  educating  pub- 
lic opinion.  .Architects  and  engineers  are  prepared  to  fulfill 
any  reasonable  demand. 

Ventilation  has  reached  a  highly  developed  state  and  I  men- 
tion it  only  incidentally  as  my  theme  is  rather  a  consideration 
of  tcm[>craturc,  humidity  and  dust  content.  We  are  concerned 
chiefly  with  the  effects  on  the  respiratory  mucosa  of  these 
three  varying  qualities  of  the  air  we  breathe,  and  we  naturally 
give  particular  attention  to  the  developmental  period.  The 
child  spends  all  but  a  few  hours  of  the  day  in  the  cold  months 
within  four  walls  breathing  air  artificial  as  to  temperature,  hu- 
midity and  dust  content  and  the  physiologic  habits  are  formed 
in  this  environment 

Temperature:  Imu  n.t-  in.i..  -  ....-i  iriciul  thai  is,  conser- 
vation of  body-caloric  by  artificial  heat  started  the  evolution  of 
the  higher  nervous  system,  but,  to  carry  this  logic  to  an  absurd 
extreme,  one  cannot  say  that  mental  precocity  is  in  direct  re- 
lation to  the  ingenuity  in  inventing  and  utilizing  heating  appa- 
ratus. Based  on  this  theory  the  inhabitants  of  the  Northern 
and  Middle  States  might  claim,  for  instance,  that  they  arc  at 
least  10  degrees  more  progressive  than  Europeans.  Heating 
and  ventilating  contracts  in  public  school  buildings  specify  70 
degrees  in  America,  and  in  England  60  degrees.  They  might 
raise  the  question  as  to  which  temperature-standard  favors  the 
more  rapid  expansion  of  the  intellect.  Are  we  really  10  decrees 
hotter  on  the  trail  of  Truth? 

It  is  interesting  to  follow  the  ..,...>.;;..;  .....i.^v  in.n  jn-  nrvvii 
place  in  our  own  country  during  the  past  half  century  in  artifi- 
cial heat  standards.  In  1820,  American  text-books  gave  50  to 
55  degrees  V.  as  the  healthful,  comfortable  temperature  of  the 
living  room  and  nursery  (and  I  should  add  in  passing  that  the 
natural  relative  humidity,  taking  into  consideration  the  meth- 
ods of  heating,— luminous  heat  and  direct  radiation,  tho  open 
fire-place,  ovens  and  the   Franklin  stove — would   prob.iblv   be 
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about  40  per  cent.  In  1850,  the  comfortable  temperature  was 
stated  to  be  62  degrees  F.  and  in  the  next  thirty  years  it  was 
raised  to  72  degrees  F.  Now  should  we  consider  th'is  17  de- 
gree change  (55  to  72)  a  triumph  of  man's  increasing  domi- 
nance over  the  elements,  or  are  we  on  the  contrary  17  degrees 
decadent  in  physical  vigor?  Our  ancestors  of  two  generations 
ago  would  have  considered  72  degrees  the  proper  temper- 
ature for  the  aged  and  infirm,  but  not  for  youth.  This 
whole  record  is  a  commentary  on  ingenuity  in  invention  and 
extravagance  in  burning  up  natural  fuel  resources.  (The  base 
burner  and  hot  air  furnace  were  invented  about  1840.)  Again 
I  must  mention  humidity  in  this  connection.  The  moisture 
in  the  air  of  a  building  at  70  degrees  F.,  (this  applies  particu- 
larly to  public  school  buildings  and  places  of  sedentary  em- 
ployment) would  naturally  be  below  25  per  cent  relative. 
Therefore,  if  we  were  to  state  that  in  the  period  from,  say,  1825 
to  1875,  we  reduced  the  standard  of  humidity  from  40  per  cent 
or  50  per  cent  relative  to  25  per  cent  or  less  it  would  be  a  more 
significant  fact  from  the  hygienic  standpoint  than  to  call  atten- 
tion to  the  17  degrees  increase  in  temperature  during  that 
period.  In  other  words,  we  have  worshiped  a  false  god  of 
comfort, — Fahrenheit.     Rather  too  mercurial! 

The  difficulties  of  natural  ventilation  (that  is,  by  windows, 
etc.)  are  immensely  increased  at  70  degrees  with  minus  25  per 
cent  relative  humidity  standard.  Drafts  of  outside  air  are  un- 
endurable because  the  velocity  of  the  incoming  air  is  in  direct 
relation  to  the  relative  differences  in  temperature,  and  further, 
the  contrast  in  temperature  and  particularly  in  humidity  is  so 
marked  that  it  produces  real  discomfort.  A  strata  of  cold 
humid  air  (80  per  cent  relative)  of  considerable  velocity  about 
the  lower  extremities  produces  a  disturbing  local  chill  and  the 
rest  of  the  body,  including  the  nasal  mucosa,  is  experiencing 
70  degrees  with  25  per  cent  relative  humidity.  The  essential 
fact,  to  which  all  will  agree,  theoretically  and  from  experience, 
is  that  a  standard  of  70  degrees  and  higher,  wHth  necessarily 
low  relative  humidity,  makes  efficient  natural  ventilation  almost 
impractical.  At  a  temperature  of  65  degrees  with  humidity  40 
to  50  per  cent  relative,  the  perception  of  the  drafts  of  natural 
(window)  ventilation  is  less.  It  is  not  dependent  on  merely 
the  difference  of  5  degrees  in  temperature.  The  water  vapor 
in  the  air  of  the  room  is  an  equalizer  of  heat  radiation.     It 
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tempers  sudden  changes.  The  figures,  70  degrees  with  26  per 
cent  relative  humidity  and  40  degrees  with  80  per  cent  relative 
humidity — that  is,  the  room  temperature  and  the  inflowing  air 
from  an  opened  window — graphically  express  the  complex  dis- 
turbance (we  may  call  it  shock)  of  the  heat-regulating  func- 
tions, the  same  having  been  made  more  delicate  by  being  habitu- 
ated to  the  hot,  dry  atmosphere.  In  passing  I  should  mention 
that  the  hot  air  habit  has  resulted  in  absurd  fashions  in  the  matter 
of  protective  clothing.  This  is  a  big  factor  in  the  causation  of 
acute  and  chronic  catarrh. 

We  should  study  humidity  not  as  a  secondary  ingredient  of 
the  atmosphere,  but  as  an  entity.  Water  vapor  exists  in  the  air 
not  passively  but  positively.  The  vapor  pressure  of  the  air  is  as 
definite  as  barometric  pressure.  Air  does  not  absorb  moisture, 
but  on  the  contrary  its  presence  in  the  air  in  varying  quantities 
is  dependent  on  the  relative  vapor  pressure.  In  other  words, 
dry  air  coming  in  contact  with  a  moist  surface  becomes  more 
humid  because  of  the  natural  tendency  to  equalize  vapor  pres- 
sure and  not  because  the  air  is  hygroscopic  in  the  same  sense 
that  is  chlorid  of  calcium.  Keep  that  property  clearly  in  mind, 
for  this  constitutes  the  difficulty  in  artificial  humidification. 
There  is  no  natural  attraction  between  air  and  water  vapor. 
V'ajKir  diffuses  nfiorc  rapidly  in  a  vacuum  than  in  air.  The  terms 
"water  hunger  air,"  "dessicating  air,"  and  even  "saturated  air" 
nre  mere  figures  of  speech  but  they  are  convenient  and  rather  in- 
dispensable terms  in  the  discussion  of  this  subject  and  they  should 
not  l)e  interpreted  literally. 

A  few  figures  (not  altogether  dry  ones)  will  illustraU-  tlu' 
difficulties  of  maintaining  a  healthful  degree  of  humidity  in 
buildings  heated  to  our  present  standard.  But  first  a  few 
words  concerning  humidity  standards.  This  is  a  very  broad 
subject  if  we  attempt  to  consider  it  as  applied  in  the  industries 
and  public  buildings  in  general.  It  is  better  to  limit  the  scope 
of  the  discussion  to  school  buildings  and  dwellings  and  places 
of  sedentary  employment.  The  mechanical  problems  involved 
in  the  artificial  regulation  of  indoor  atmosphere  are  complex. 
It  is  impractical  to  attempt  a  perfect  imitation  of  natural  con- 
ditions. The  consensus  of  of/inion  is  that  40  to  50  per  cent  rela- 
tive humidity  is  a  healthful  and  practical  compromise.  -Xe 
stated,  the  difficulty  of  proper  humidification  arises  chiefly  from 
the  fact  that  the  temperature  standard  is  inordinatciv  Iiitrli. 
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Here  are  some  of  the  figure:  A  cubic  foot  of  atmospheric 
air  can  hold,  at  30  degrees  F.,  2  gr.  of  water-vapor.  That  is, 
100  per  cent  relative  humidity.  At  70  degrees  it  can  hold  about 
8  gr.  of  water-vapor— an  increase  of  about  6  gr.  per  cu.  ft,  and 
at  80  degrees  about  11  gr.  If  we  heat  air,  temperature  30  de- 
grees, having  80  per  cent  relative  humidity  (an  average  condi- 
tion in  cold  weather)  up  to  70  degrees  its  relative  humidity 
drops  to  about  20  per  cent.  The  problem  presented  is  to  add 
enough  moisture  to  maintain  50  per  cent  more  or  less  at  70  de- 
grees F.  A  nine-room  house,  cubic  capacity  about  30,000  cu. 
ft. — air  changed  once  an  hour  (about  twenty  times  daily,  the 
minimum  rate  of  change  consistent  with  warming  it  by  indirect 
radiation) — would  require  about  twenty  gallons  of  water  to  be 
added  daily  to  the  warmed  air.  About  a  gallon  an  hour.  A 
very  considerable  amount — in  fact  it  would  be  quite  impractical 
to  evaporate  this  amount  by  natural  methods,  such  as  ordinary 
evaporating  pans  on  registers  and  radiators.  The  evaporating 
pan  heated  by  small  caliber  steam  coils  immersed  in  the  water 
will  impart  to  the  air  in  the  furnace  or  air  ducts  a  sufficient 
amount  of  water-vapor.  This  apparatus  is  used  in  large  plants 
with  forced  ventilation.  '  The  evaporating  pan  has  been  success- 
fully adapted  to  the  ordinary  hot-air  furnace — a  large  copper 
pan  over  the  dome,  the  essential  featur^  being  a  continuous 
automatic  supply  of  water  by  gravitation  from  a  reservoir  out- 
side the  furnace.  The  objections  to  live  steam  as  the  source 
of  humidity  are  the  disagreeable  odor  and  the  noise.  Its  use 
is  limited  to  large  buildings.  The  humidistat  is  quite  practical 
and  satisfactory  in  control  of  the  artificial  humidifiers,  especially 
the  steam  injector  type.  The  atomizer  type  of  humidifier  is 
used  successfully  in  certain  factories.  The  air  is  first  dried 
by  freezing  and  then  a  definite  amount  of  water  is  sprayed  into 
the  rewarmed  air  maintaining  any  desired  degree  of  humidity. 
But  all  this  is  for  a  visible  profit,  and  health  conservation  as  a 
commercial  asset  cannot  command  such  expenditure.  It  is  evi- 
dent that  the  whole  problem  of  moistening  the  air  to  the  health- 
ful standard  is  made  difficult  and  in  many  instances  impractical 
by  the  unnaturall)'  high  temperature  standard  to  which  we  have 
drifted.  It  is  the  last  10  degrees  that  makes  the  trouble,  and 
by  the  way  we  may  add  the  fuel  expense  of  heating  a  building 
in  cold  weather  from  60  to  70  degrees  exceeds  the  total  expense 
of  raising  the  heat  from  20  to  60  degrees  F.  Sixty  to  65  degrees 
is   the   "critical   point"    iti    heating   air.       Above   that   degree   (6j 
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degrees  /•".)  there  is  positnc  resistance  due,  possibly  to  the 
Icnv  humidity  and  tlie  relative  cost  of  heating  the  air  and 
maintaining  it  at  70  degrees  and  higher  increases  in  a  geo- 
metrical ratio.  It  is  a  strange  co-incidence  that  this  "criti- 
ral  point"  should  co-incide  with  the  teachings  of  hygiene  and  it 
ib  also  the  standard  uf  the  greenhouse.  One  cannot  but  sur- 
mise that  there  is  a  fundamental  principle  which  governs  both. 
In  other  words  65  decrees  is  the  natural  maximum  temperature 
considered  from  the  physical,  hygienic    or    economic  standpoint. 

These  conclusions  are  worthy  of  consideration,  for  ultimately 
America  will  awaken  to  the  foolishness  of  extravagance,  espe- 
cially where  there  is  involved  corresponding  health  deteriora- 
tion. 

Ventilation  standards  for  varying  conditions — dwellings, 
school  rooms,  work-shops  and  hospitals  and  assembly  rooms — ■ 
are  well  understood  and  money  is  liberally  and  well  expended 
in  that  line.  It  may  seem  exaggeration  to  assert  that  ventila- 
tion is  ever  overdone,  but  I  think  that  a  few  illustrations  will 
make  it  evident  that  in  certain  instances  such  is  the  fact.  In 
hot-air  furnace-heated  houses  and  in  all  indirect  heating  sys- 
tems the  air  of  rooms  must  be  displaced  by  incoming  warm  air 
from  once  to  four  times  or  more  an  hour  to  get  the  proper 
amount  of  heat.  In  cold  weather  the  humidity  of  the  warmed 
air  is  near  20  per  cent  relative.  This  is  a  sort  of  dry  kiln 
eflfect  and  the  more  rapid  the  change  of  air  (the  more  ventila- 
tion) the  more  effective  the  dessication  of  all  material  objects 
in  the  house.  Even  the  furniture  and  piano  complain.  I  would 
assert  boldly  that  it  is  less  injurious  from  the  health  point  of 
view  to  live  in  an  atmosphere  a  trifle  overcharged  with  car- 

•'nic  gas  and  organic  vapor  having  at  the  same  time  a  health- 
ful humidity  than  to  live  almost  continuously,  as  many  do,  in 
air  having  only  20  per  cent  or  less  relative  humidity  and  70 
degrees  F.  and  even  higher  temperature  however  low  the  per- 
centage of  vitiation.  There  is  such  a  thing  as  too  much  ventila- 
tion when  the  process  is  one  of  gradual  reduction  of  humidity  to 
a  point  far  beloiv  the  health  standard.  In  other  words  excess  of 
'  .irbonic  acid  gas  and  organic  compounds  are  not  the  only  con- 
stituents which  determine  the  unfitness  of  the  air  of  habita- 
tions. 

.\  study  of  the  relation  of  air  conditions  to  diseases  of  the 
respiratory  tract  is  strictly  within  our  province  and  I  have  se- 
lected this  subject  !)pr.iiisr  tlii>;  ■■rmiii  m*  nli wiciat)';  !<  i>e<"iili.Tr1v 
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qualified  to  express  an  opinion.  It  is  a  matter  of  verified  obser- 
vation tliat  the  cold  months  are  productive  of  an  increase  of 
catarrhal  affections,  as  well  as  all  acute  infectious  processes  of 
the  respiratory  tract.  This  prevalence  of  winter  catarrh  is  not 
creditable,  to  put  it  mildly,  and  calls  for  consistent  effort  along 
the  lines  of  rational  hygiene. 

It  is  not  possible  to  make  comparisons  between  this  and  pre- 
ceding generations  as  to  adenoids,  tonsils  and  hypertrophied 
turbinates  and  catarrhal  affections  in  general,  but  it  is  essen- 
tial to  inquire — "Are  we  more  sensitive  to  temperature  varia- 
tions and  more  subject  to  catarrhal  affections  than  formerly 
and  are  we  making  rational  effort  in  the  line  of  prevention  dur- 
ing the  developmental  period  when  the  catarrhal  habit  is  estab- 
lishing?" 

Let  us  take  for  example  an  average  condition  that  obtains  in 
the  life  of  the  child.  It  is  fair  to  state  that  he  lives  in  a  tem- 
perature of  about  70  degrees  at  least  ten  or  twelve  hours  daily. 
(Bed  room  hygiene  need  scarcely  be  considered.  The  fresh 
air  propaganda  is  working  better  at  night  than  in  day  time.) 
During  the  cold  months  70  degrees  temperature  implies  a  rela- 
tive humidity  rarely  above  25  per  cent,  and  it  is  positively  sad 
to  know  that  in  many  furnace-heated  school  rooms,  as  well  as 
homes,  the  relative  humidity  is  below  20  per  cent  (14  per  cent 
has  been  recorded).  The  child  habitually  and  many  times 
daily  leaves  this  unnatural  atmosphere  and  immediately  encoun- 
ters a  temperature  of  say  30  to  40  degrees  with  relative  hu- 
midity of  80  per  cent  more  or  less.  This  feels  like  a  cold  sat- 
urated aerial  blanket.  There  is  a  positive  shock  not  only  in 
general  bodily  discomfort  but  particularly  to  the  respiratory 
tract.  The  sudden  demand  on  the  nasal  radiators  produces  a 
degree  of  reactionary  hyperemia  that  is  almost  inflammatory. 
One  result  of  this  is  a  chronic  pathologic  condition  of  the  mu- 
cosa, abnormal  anatomic  relations  and  disturbed  physiologic 
function.  And  worse  than  that,  he  gets  it  "coming  and  going." 
He  enters  this  dry,  hot  atmosphere  of  the  school  room  or  home 
perspiring  after  the  hurried  walk,  work  or  play  and  the  water- 
vapor  next  to  the  skin  diffuses  into  the  air  so  rapidly  that  his 
skin  is  actually  comparable  to  the  wet  bulb  of  the  sling  psy- 
chrometer,  that  is,  several  degrees  colder  than  the  actual  room 
temperature.  If  he  is  a  thorous^hly  wet  bulb  his  surface  (that 
is  clothing  next  the  skin)  may  be  as  much  as  10  to  15  degrees 
colder  than  the  air  around  him.     Even  his  skin  chaps  and  his 
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hands,  dirtier  because  of  the  roughness,  are  suggestive  of  the 
comparable  condition  of  the  upper  respiratory  tract  in  so  far  as 
retention  of  catarrhal  and  saprophytic  germs  are  concerned. 

This  chill  due  to  rapid  evaporation  of  moisture  is  caused  by 
the  dryness  and  high  temperature  of  the  room  air  and  it  is  the 
worst  combination  that  obtains  to  disturb  the  heat-control 
mechanism.  The  skin  and  nasal  mucosa  are  the  chief  sources  of 
the  afferent  waniings  to  the  heat  center  and  vasomotor  system 
and  determine  physiologic  resistance  to  the  shock  of  sudden 
changes  of  temperature.  Hot,  dry  air  at  the  signal  station — 
the  nasal  mucosa — and  a  wet,  cold  skin  cause  an  abnormal  and 
the  disturbing  combination  intensified  and  prolonged  by  the  un- 
naturally rapid  evaporation. 

The  secondary  effect  of  this  condition  is  that  type  of  nasal 
reaction  which  we  encounter  clinically — congested  turbinates 
on  entering  a  warm  room.  Chronic  congestion  of  the  turbinates 
is  the  result  of  these  sudden  changes  from  dry,  hot  air  to  cold, 
moist  air  and  itVr  versa,  and  thereby  hangs  a  talc.  A  very 
considerable  proportion  of  our  work  in  children  and  adults  is 
the  outgrowth,  directly  or  indirectly,  of  this  perscrted  and  ex- 
aggerated functional  activity,  namely,  hypertrophies  to  the  de- 
gree of  preventing  nasal  respiration  and  the  development  of 
folds  and  pockets  which  are  the  source  of  cryptogcnous  infec- 
tion, acute  and  chronic. 

And  what  follows?  Surgical  correction  of  hypcrtrophied  tur- 
binates may  restore  the  lumen  to  approximately  normal  but 
perfect  functional  harmony  is  not  often  secured.  Certain  it  is 
that  lacerated  and  Pcarred  nasal  mucosa  has  lost  its  keenness 
as  a  part  of  the  signal  system  to  the  heat  center,  to  .say  nothing 
■  t  the  destroyed  glands,  abnormal  secretions  and  bad  drainage. 
We  have  all  had  clinical  confirmation  of  this  fact, — patieirts 
with  nasal  passages  made  roomy  by  surgery,  who  complain 
that  they  have  not  the  normal  sensation  of  nasal  respiration. 
Ill  til.  M  1  itli.  I  I  xtremc  examples  of  perhaps  too  radical  nasal 
suruery  wc  have  an  exaggeration  of  the  condition  which  is  liable 
to  follow  even  conservative  tiirbinal  surgery.  The  individual 
.she  has  lost  in  any  considerable  degree  that  delicacy  of  nerve 
function  that  is  of  utmost  importance  in  protecting  the  body 
against  vicissitudes  of  weather  and  sudden  temperature  and 
humidity  shocks  is  seriously  handicapped  and  the  recurrent 
acute  as  well  a^  chronic  catarrh  is  evidence  of  the  degr.  (     if 


768  uibbard:    the  air  wk  bkkatiie. 

Dust  and  dropiels  (minute  particles  of  moisture)  arc  the  other 
ingrethcuts  of  tlie  air  which  should  be  considered  in  this  study. 
The  atmospheric  dust  is  as  essential  to  life  as  is  water- vapor.  "No 
dust,  no  rain"  is  the  axiom.  We  can  consider  bacteria  and  spores 
as  dust  in  so  far  as  air  currents  and  moisture  are  concerned.  Dust 
dissemination  in  the  air  of  the  room  is  determined  by  drafts  and 
humidity.  Dessication  destroys  most  bacteria  rapidly  but  spores  are 
more  resistant.  Elaborate  and  conclusive  experiments  with  factory 
dust  distribution  prove  that  in  a  moist  air  (40  to  50  per  cent 
relative)  precipitation  takes  place  very  promptly.  .\  healthful 
relative  huiuidity  lessens  the  liability  of  transmissions  of  air- 
borne infections  even  though  dessicative  sterilization  may  be 
.<?oniewhat  retarded  thereby.  Certain  it  is  that  a  very  dry  air  of 
high  temperature,  with  the  constant  drafts  resulting  therefrom, 
favors  rapid  distribution  of  the  dust  and  germs  with  correspond- 
ing danger  of  transmission  of  infection. 

The  propagation  of  air-borne  infections  of  the  respiratory 
mucosa  is  probably  more  dependent  on  coughing,  than  any 
other  factor  in  distribution — as  in  whooping  cough,  for  instance.  \ 
very  enterprising  germ,  this.  It  tickles  the  phrenic  and  it  is 
dissemination  like  pollen.  The  range  of  droplet  infected  air  is 
a  radius  of  twenty  to  ten  feet,  fore  and  aft.  Coughing  is  prob- 
ably more  harmful  than  careless  spitting,  for  it  starts  active 
germs  in  circulation.  Now  if  there  is  any  one  symptom  that 
we  study  and  treat  in  a  radical  manner,  it  is  coughing,  and  we 
merit  our  claim  to  special  service  in  disease  prevention  in  part  be- 
cause we  eradicate  the  causes.  As  with  whooping  cough  so  it  is  with 
all  catarrhal  infections.  Coughing  is  a  mencice.  .Moisture- free 
air  is  as  a  rule  dust-charged  air  in  that  the  available  dust  con- 
tent is  in  circulation.  Dry,  dusty  air  is  one  of  the  irritants  that 
excites  coughing.  The  conclusion  is  evident.  Moistening  the 
air  is  a  useful  therapeutic  measure.  The  psychrometer*  is  quite  as 
essential  as  the  thermometer  in  promotion  of  healthful  conditions 
and  comfort  and  in  the  study  of  the  etiology  and  prevention  of  cer- 
tain diseases.  "Conditioning'  of  the  air  we  breathe  should  be- 
come one  of  the  refinements  of  our  special  art.  Put  a  wet  stock- 
ing on  old  Fahrenheit  and  he  can  tell  you  some  secrets  worth 
knowing. 

In  this  discussion  I  have  tried  to  impress  the  fact  that  the 
etiology  of  certain  very  prevalent  acute  and  chronic  diseases  of 

•The  sHng  psychrometer  Is  the  type  of  hum'dometer  uced  in  the  Weath- 
er Bureau  service.  Most  of  the  automatic  appar.itiis  used  for  this  purpose 
is  unreUable.     See  Weather  Bureau  Bulletin. 


hi'BBArd:    the  air  we  breathe.  759 

the  respiratory  tract  can  be  traced  to  the  badly  conditioned  at- 
mosphere of  our  habitations  and  above  all  1  feel  convinced  that 
we  arc  not  giving  sufficient  attention  to  establishing  healthful 
standards.  The  train  of  evils  following  such  a  national  indis- 
cretion is  a  long  one.  Neuroses,  bad  complexions  and  even  ab- 
surdities in  protective  clothing  and  the  vicious  estheticism  in 
the  dress  of  this  period  arc  hot-house  productions.  We  libel  our 
climate  by  the  tolerance  of  unhealthful  artificial  atmospheric 
conditions.  //  lo  per  cent  of  the  presait  outlay  in  ventilation 
were  diverted  to  "conditioning"  the  air  it  would  not  take  long  to 
educate  toxvard  more  healthful  and  more  economical  standards  of 
artificial  temperature  and  humidity. 

EXAMPLES  IN  HLMIDIFICATION. 
A  nine-room  house,  cubic  capacity  30,000  cu.  ft.,  heated  by 
direct  radiation  (stoves,  radiators,  etc.),  fresh  air  only  by  natural 
leakage,  outside  air  30  degrees  F.  80  per  cent  relative  humidity, 
would  require  the  evaporation  of  about  eleven  pints  of  water 
daily  to  maintain  50  per  cent  relative  humidity  at  70  degrees 
F.  Same  house  and  conditions  would  require  six  pints  of  water 
to  maintain  40  per  cent  relative  humidity  at  65  degrees  F. 

i'he  same  house,  heated  by  indirect  radiation  (hot  air  fur- 
nace) air  changed  hourly — about  twenty  times  daily — outside 
air  30  degrees  F.,  80  per  cent  relative  humidity — would  require 
the  evaporation  of  about  twenty  gallons  of  water  to  maintain 
!0  per  cent  relative  humidity  at  70  degrees  F. 

SCHOOI.  ROOM  TESTS. 

Sixty-eight  degrees  F.  with  40  per  cent  relative  humidity 
ti  (Is  warmer  than  72  degrees  F.  with  20  per  cent. 

Sixty-five  degrees  F.  with  50  per  cent  relative  humidity  feels 
as  comfortable  as  70  degrees  F.  with  20  per  cent  relative  hu- 
midity. 

Sixty-eight  degrees  F.  with  40  per  cent  relative  humidity  rep- 
resents 10  to  15  per  cent  saving  in  fuel  compared  with  70  de- 
crees. 20  per  cent  relative  humidity. 

Conclusion:  Establish  a  proper  humidity  standard  and  the 
temperature  of  our  habitations  will  drop  to  a  healthful  degree. 

TEMPERATURE   SHOCK  EXPRESSED  IN    HrMIDITV  CONTRASTS. 

(i)  Air.  30  degrees  F.,  SO  per  cent  relative  humidity  warmed 
tn  70  degreo'-  Ims  ?n  per  rent  rrlativr  hiimiditv 
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i^-4)  Air,  ;JU  dcyrtcs  i-.,  ftv  \>^t  >-<-iii  relative  liuinidity. 
wanned  and  humidified  to  70  degrees  F.,  50  per  cent  relative  hu- 
midity. 

Note. — The  average  humidity  of  the  cold  months  is  70  per 
cent  to  SO  per  cent  in  the  North  .Atlantic  States  and  Middle 
States. 

The  caloric  shock  experienced  in  passing  from  70  degrees  K., 
20  per  cent  relative  humidity  into  average  winter  atmosphere, 
30  degrees  F.,  80  per  cent  relative  humidity  is  chiefly  dependent 
on  humidity  contrasts.  The  higher  the  humidity  of  the  warmed 
air  (up  to  50  per  cent)  the  less  the  caloric  shock.  Examples: 
Caloric  shock  (1)  is  represented  by  80—20=60;  caloric  shock 
(2)  is  represented  by  80—50=30.  Caloric  shock  is  the  chief 
factor  in  the  causation  of  so-called  winter  catarrh  of  the  respira- 
tory tract  and  the  consequent  anatomic  abnormalities  and  phy- 
siologic disturbance  result  in  permanent  pathologic  conditions. 

515  Nicholas  Building. 


Modification  of  the  Brophy  Mouth-gag.     R-  E.  F.arr.      Jour.  A. 
M.  A.,  May  16,  1914.  p.  1557. 
The  modification  consists  in  a  hinge  attachment.     When  closed 
this  instrument  can  be  more  easily  introduced  into  the  patient's 
mouth    where  it  can  be  opened  as  wide  as  needed.  Ed. 


Treatment  of  Acute  Frontal  Sinus  Inflammation.  K.  M.  Menzel. 

Monatchr.  f.  Olircnh.,  Heft.  3,  1914,  p.  334. 
In  order  to  avoid  the  removal  of  the  anterior  part  of  the  middle 
turbinate,  the  writer  advocates  its  "bloody"  subluxation  downward 
towards  the  inferior  turbinate,  after  loosening  it  from  its  attach- 
ment by  means  of  a  special  chisel.  The  hiatus  semilunaris  is  then 
easily  accessible  and  the  frontal  cavity  may  be  irrigated. 

Glog.\u. 


THE    DEAF 

Their  Education — improvement  of  Conditions — 
Responsibilities  and  Participation  of  the  Profession. 

JOHN     DUTTON    WRIGHT.     M.    A. 

DIRECTOR   OF  THE   WRIGHT  ORAL   SCHOOL   FOR   THE    DEAF 
N  EW   YORK   C  ITY 

The  aim  of  thit  department  of  THE  LARYNGOSCOPE  will  be  to  brinfl 
to  the  notice  of  its  readers  from  month  to  month,  facts  that  may  bt 
helpful  to  physician  and  patient  in  dealing  with  the  life-problems  involved 
in  deafness.  Suggestions  from  readers  will  be  gladly  received  and  all 
questions  answered  to  the  best  of  our  ability. 

THE  EDUCATIONAL  NEEDS   OF  THE   DEAF. 
{Continneil  from  the  July,  /9/.J,  issue,  page  693.} 

We  now  come  to  Class  H.  Adults,  (iroup  A.  Adults  with  hear- 
ing but  slightly  impaired  by  conditions  that  will  yield  to  treatment : 
While  at  first  sight  it  may  seem  that  the  educational  phase  need 
not  be  considered  with  these  patients,  yet  training  in  li])-reading  may 
be  of  considerable  assistance  in  solving  the  problem.  If  the  process 
of  cure  is  likely  to  be  somewhat  prolonged  and  to  require  all  the 
nervous  energy  available  on  the  part  of  the  patient,  a  great  relief 
from  nervous  strain  and  an  added  contentment  can  be  secured  by 
acquiring  some  ability  to  assist  the  ear  with  the  eye.  Then,  also, 
there  is  always  the  possibility  that  in  t\\v  Hi.-  i.-it;.ntv  may  tind 
themselves  in  Group  B. 

firoup  P..  .\dults  with  hearing  slightly,  but  permanently  im- 
)-aired,  with  or  without  the  probability  of  a  progressive  increase 
in  ficafness:  For  these  people,  the  educational  training  of  the 
!  rain  to  interpret  language  by  the  movements  which  accompany 
speech  is  a  great  aid.  Hy  facilitating  their  intercourse  with  peo- 
ple it  encourages  them  to  mingle  more  freely  in  society.  This,  in 
Mirn,  leads  them  to  pay  more  attention  to  what  is  said  around  them, 
and  so  gives  their  hearing  more  use.  .\s  a  matter  of  fact,  we  hear 
with  our  brains.  If  the  organ  of  hearing  is  not  in  perfect  working 
nrder  the  brain  must  exert  more  effort  to  inter]>ret  the  sounds;  just 
as  one  must  listen  with  great  intentncss  when  using  a  defective  or 
faint  telephone.  If  the  brain  can  receive  a  little  assistance  through 
the  eye,  in  sup|)lement  to  the  faint  impressions  that  reach  it  through 
the  ear.  then  there  is  hrss  brain-fag,  less  nervous  tension,  and  the 
whole  iKidilv  m.Tflr--  ••    -'     '  rttrr.     It  is  r.isier  to  hear  language 
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than  to  see  it,  and  even  the  slightest  sounds  of  speech  that  are  heard 
enormously  help  the  eye  to  comprehend  and  are  eagerly  sought. 
The  result,  therefore,  of  adding  the  help  of  the  eye  to  that  of  the 
ear  is  to  increase  the  amount  of  use  the  patients  make  of  their  hear- 
ing, and  curiously  enough  they  not  infrequently  report  that  their 
hearing  appears  to  have  benefited  from  the  educational  training  of 
lip-reading.  The  intelligent  teacher  will  use,  in  giving  the  lessons, 
such  a  volume  and  pitch  of  voice  as  will  exercise  the  hearing  to  the 
utmost,  while  supplementing  it  with  sight.  So  that,  with  the  eyes 
closed,  the  patient  could  hear  the  voice,  but  not  be  able  to  make  out 
the  words,  and  with  ear?  stopped  could  see  the  words,  but  not  quite 
make  out  their  meaning,  though  with  both  ears  and  eyes  open  the 
sentences  were  readily  understood.  Thus  the.two  senses  are  trained 
to  work  in  supplementary  harmony. 

Group  C.  Adults  with  hearing  seriously  and  permanently  im- 
paired :  All  that  has  been  said  of  Group  B  is  applicable  to  patients 
belonging  to  Group  C,  and  in  proportion  as  their  situation  makes 
social  intercourse  more  difficult  for  them  so  much  the  more  is  the 
educational  training  a  help  and  a  comfort  to  them. 

In  three  or  four  months  ordinary  persons  can  get  a  sufficient  start 
in  lip-reading  to  enable  them  to  make  steady  progress  in  increasing 
their  facility  under  the  social  conditions  of  every-day  life  without 
further  special  aid  or  instruction. 

Unfortunately,  the  United  States  is  the  one  great  stronghold  in 
all  the  world  of  silent,  that  is  manual  methods  of  educating  the  deaf. 
These  silent  methods  are  responsible  for  the  term  "deaf-mute"  that 
is  so  strongly  entrenched  in  our  language,  although  in  thousands  of 
instances  it  has  become  a  misnomer  through  the  education  of  the 
deaf  by  purely  oral  methods.  In  Europe  the  greater  part  of  the 
schools  are  purely  oral  schools,  but  in  the  United  States  the  greater 
part  of  the  schools  use  silent  methods  to  a  considerable  extent.  To 
be  sure,  they  have  gradually  been  compelled,  by  the  arrival  and  per- 
sistent growth  of  the  oral  method,  to  adopt  it  in  part,  and  call  them- 
selves "combined"  schools.  P.ut,  so  far  as  the  output  of  the  schools 
is  concerned  it  is  not  possible  to  combine  the  two  methods.  The 
pupils  leave  the  so-called  '"combined"  schools  practically  deaf-mutes, 
and  so  long  as  "combined"  schools  exist  there  will  be  need  in  the 
language  for  that  term. 

By  providing  a  small,  separate  building  in  which  the  entering 
children  could  be  housed,  taught  and  cared  for  by  speech  methods, 
and  year  by  year  increasing  the  accommodations  assigned  to  the 
orally   taught   pupils    and   decreasing   the    portion   needed    for   the 
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silently  taught,  each  of  the  state  "combined"  schools  could,  in  a 
I>eriod  of  from  eight  to  ten  years,  lie  transformed  into  purely  oral 
schools.  But  absolute  segregation  must  be  secured  of  the  manually 
taught  from  the  orally  taught,  not  only  in  the  class  rooms  but  also 
in  recreation,  shop,  dining  hall  and  dormitory.  If  the  modem  and 
enlightened  cottage  plan  were  adopted  by  the  State  institutions  for 
the  deaf  this  much  to  be  desired  transformation  would  present  very 
little  difficulty. 

Physicians  and  their  oryain/aiH.u-  .m.-  aiu.i\>  .m  mliuential  factor 
in  each  State  and  community,  and  if  they  would  steadily,  year  after 
year,  exert  their  influence  on  behalf  of  the  transformation  of  the 
State  institutions  for  the  deaf  from  so-called  "combined"  to  real 
oral  schools,  they  would  help  to  hasten  the  arrival  of  the  change. 


Four    Cases    of    Leeches    Adhering    to    the    Larynx.        iliNui 
.Aiiori.KKR.     Ri"> .  Itcbd.  de  l.aryngol.     May  2'.\,  I'.'l  1. 

The  first  patient  applied  because  of  a  sudden  hemorrhage  from 
the  throat  and  was  relieved  by  the  removal  of  a  leech  which  had 
entered  hi<  throat  while  drinking  at  a  public  fountain.  The  leech 
was  found  adhering  to  the  left  arj-tenoid,  but  the  patient  had  found 
no  inconvenience  from  its  presence  either  in  breathing  or  swallow- 
ing. 

In  the  second  case,  a  beggar  declared  that  he  had  swallowed  a 
leech  while  drinking  from  a  i>ond.  Some  hours  afterwards,  he  de- 
vcloi)ed  a  violent  attack  of  suffocation  for  which  he  was  sent  to 
the  lios|>ital.  The  dypnea  h>ecame  intcn.-.e  but  was  relieved  by  the 
removal  of  a  large  leech  which  was  found  attached  to  the  vestibule 
of  the  larj'nx. 

In  the  third  case,  a  man  complained  of  the  loss  of  voice  and 
-light  dyspnea  which  he  attributed  to  a  leech  which  had  entered  his 
tlimat  some  days  ago  while  drinking  from  a  pool.  .\s  in  the  other 
cases,  the  leech  was  removed  by  forceps,  tiic  point  of  implant.ition 
Iwing  one  of  the  superior  vocal  cords. 

Fn  the  fourth  rase,  the  patient  also  ded.ircd  tiiat  he  had  swallowed 
a  leech.  There  was  no  spitting  of  blood  or  difticulty  of  respiration 
but  only  a  slight  discomfort  in  the  throat,  as  from  a  foreign  body, 
in  the  effort  of  swallowing.  The  leech  could  be  easily  seen,  but 
while  the  right  -ide  of  the  vestibul"'  :iiii.i:«ticl  f-'''""iatous.  the  point 
of  attachment  could  not  be  found.  rHKPPKCRKLi.. 


SOCIETY  PROCEEDINGS. 

NEW  YORK  ACADEMY  OF  MEDICINE. 

~.  .   .1  i\    ON   I.AIJV.NOOLOCY   AND   UHIXOI/XJY. 

Jtcj/iilar  meeting,  May  27,  I'JIi. 

Ult.  .1.  HKXitv  GlKM/.i  i:,  Ciimi;aia.\. 

Jugular  Thrombosis    (Normal    Ear)    Complicating   Cervical    Adenectomy: 
Jugular  Resection:    Recovery.     Dn.  Jamkk  Gaiihbi.ii  Dwykk. 

The  iwtient  was  admitttMl  on  January  31,  for  ordinary  cervical  adenec- 
tomy,— in  the  service  of  Dr.  Coffin.  The  notes  of  the  operation  are  as  fol- 
lows: Skin  incision,  four  inches  long,  on  right  side  of  the  neck,  l^arge 
broken-down  glands.  One  big  gland  and  many  smaller  ones  were  removed. 

For  four  days  after  tlie  operation,  the  child  continued  in  splendid  shape, 
with  normal  temperature.  Then  the  temperature  jumped  up  to  106". 
At  the  time  of  the  operation,  the  child  was  practically  exsanguinated,  and 
they  used  transfusions  and  hypodermoclysis  for  five  days  afterwards. 
The  case  was  then  turned  over  to  Dr.  McKernon,  and  its  general  condi- 
tion improved  so  far  as  the  anemia  was  concerned,  but  the  other  siymp- 
toms  became  more  pronounced  and  it  was  decided  to  tie  oft  the  jugular 
as  far  as  possible.  We  went  right  down  to  the  clavicle  and  got  a  healthy 
wall,  and  gradually  dissected  up  to  the  foramen.  The  operation  on  the 
jugular  was  below  the  facial  vein,  and  the  vein  was  patent  below.  On 
taking  the  culture,  we  got  the  longest  chain  of  streptococci  I  have  ever 
seen.  We  gave  the  child  autogenous  vaccine  made  from  the  interior  of 
the  vein,  and  the  child  went  on  to  complete  recovery. 

The  rase  was  interesting,  as  the  tlirombus  did  not  extend  into  the  bulb, 
in  the  situation  that  is  the  ideal  one  for  thrombosis.  We  have  a  whole 
jugular  vein  closed  up  to  the  facial  vein,  and  also  the  vein  Itself  on  be- 
ing excised  was  put  through  the  pathological  technic  and  the  streptococci 
demonstrated  in  the  wall  of  the  vein. 

Dr.  Dwyer  said  that  this  was  the  first  case  of  the  kind  that  he  had  ever 
seen. 

m.scussioN. 

Db.  Cahter  asked  Dr.  Dwyer  what  was  the  usual  length  of  the  strepto- 
coccic chain;  and  also  whether  there  was  any  connection  between  the 
length  of  the  chain  and  the  virulence  of  the  organism. 

Dr.  Grrr.MAN  said  that  if  he  understood  the  situation  aright,  it  was 
an  operaUon  for  suppurative  glands,  and  that  accidentally  the  jugular 
was  injured  and  excised. 

Db.  Dwyer:  Yes,  two  weeks  after. 

Dr.  GiTTTMAN.    Did  it  have  any  connection  with  the  ear? 

Dr.  Dwyer.     It  had  no  connection  ^*ith  the  ear. 

Dr.  Heller  asked  if  there  was  much  breaking-down  of  the  glands,  or 
whether  they  were  comparatively  clean? 
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Dr.  Dwykk  said  that  it  had  always  been  accepted  among  bacteriologists 
that  a  Ipng  chain  of  streptococcus  generally  represented  a  virulent  strain. 
The  streptococcus  longus  was  the  virulent  form;  and  the  streptococcus 
wevis, — o  to  6, — was  looked  upon  as  the  non-virulent  form  although  this 
is  only  a  rough  way  of  differentiation.  Streptococcus  loiigus.  when  in- 
jected into  rabbits,  usually  produces  septicemia,  whereas  the  other  is 
innocuous.     This  chain,  however,  was  the  longest  he  had  ever  seen. 

The  deei)  glands  were  broken  down;  the  glands  around  the  jugular 
wore  still  solid  and  firm.  The  ear  was  absolutely  normal.  The  case  had 
been  referred  to  him  from  the  nose  and  throat  department,  as  it  was 
thought  that  a  mastoid  opt-ration  would  have  to  be  done;  but  free  bleed- 
ing was  obtained  above  and  below  and  the  thrombus  was  tak«  out. 

I)H.  Hf.u,kk  asked  if  the  caseous  pus  was  examined  for  streptococci. 

Uk.  Dw^^.u  replied  in  the  afflrmative,  and  said  that  no  streptococci  were 
found  In  the  pus. 

Orbital  Abscess  with  Optic  Neuritis,  Due  to  Acute  Ethmolditis  in  a  Child; 
Operaticn;   Recovery.    Dit.  J.  11.  (Ji  kntzkm. 

DIM  i;.ssU).\. 
1)K.  Oi;tt.max  said  that  twelve  years  ago  he  had  reporte<l  a  somewhat 
Aimilar  case.  The  antrum  of  Iligbmoro  was  aJTected,  and  then  the  eth- 
moidal sinus,  and  it  broke  into  the  orbit.  He  believed  tbat  the  pus  of 
an  ordinary  ethmoiditis  broke  into  the  orbit;  this  caused  the  pressure  on 
the  orbital  nerve  and  the  optic  neuritis,  and  by  the  evaciiatiniir  of  tliis 
abticeHs  tJie  uiiole  picture  cleared  up. 

I)K.  WiijsoN  said  that  he  had  reported  a  similar  case  soni:  ■.=:  seven 

'  ars  ago,  and  possibly  the  condition  is  not  so  rare  as  one  would  imagine. 

Oentigerous  Cyst  of  Superior  Maxilla.      Dn.  Gkiocnkii   HL-rcuiso.N  Cocks. 

The  patient,   Solomon   R.,   is   ".ii  years  old.     His  health   has  been  good 

except  for  the  pr4>8<'nl   trouble.     There  is  no  history  of  venereal  dlseagf. 

Six  months  ago  his  face  began  to  swell  in  the  region  of  the  right  antrum; 

* 
the  teeth  adjoining  the  antrum  were  tender  and  painful.     At  this  time  a 

large  absceHs  of  the  palate  was  evacuated.  There  has  been  a  discharge  of 
pus  from  the  tooth-root  caxities  since  tjie  removal  of  the  teeth,  six  months 
ago.  During  the  past  live  months  there  has  also  been  a  continuous  dis- 
charge from  the  right  nostril.  Two  weeks  ago,  two  bicuspid  tooth-roots 
were  removed.  Thl«  was  followed  by  a  foul  discharge  of  pus  from  the 
tooth-«o<-ket,  whii'h  has  |>eniisted  until  the  i)resent  time. 

When  llrMt  examined,  there  was  pus  in  the  right  nootril  in  the  middle 
turbinated  region,  and  pus  romlng  down  through  the  bicuspid  socket  into 
the  mouth.  A  probe  could  be  run  up  through  this  tract  for  a  short  dis- 
tance, but  faile<l  to  enti-r  a  large  cavity.  X-ray  examination  showed  a 
cloudy  antrum  and  a  large  cavity  Just  below  the  antrum  which  Involved 
the  alveolar  border.  You  will  lu'li'  llwit  In  one  i)I:ii  .■  ilir  i'iillti>  bonv 
alveolar  proce«ji  has  disappearii! 

On  April  29,  1914,  under  ga«'iliir  .lim  iinid.  ,i  luuiMVi  rsc  m<  i-mn  whs 
made  through  the  muco-perloateum  over  the  canine  fossa,  as  in  the  Cald- 
•well-l.uc  operation.  TIf  r  brok<-  into  an  oval  cavity  nboiil 

an  Inch  and  a  nuartei  thickened  lining  memhrniie  and 
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foul  pus.  The  bony  walls  of  this  cavity  were  smooth.  At  first  I  thought 
I  was  dealing  with  the  antrum,  and  therefore  made  a  counter  opening 
from  the  inferior  meatus  directly  into  the  cavity.  On  more  careful  exam- 
ination, I  discovered  a  small  opening  from  the  roof  of  this  cavity  leading 
above  Into  an  unusually  large;  antrum.  As  the  antrum  was  also  diseased, 
the  two  cavities  were  converted  into  one  large  cavity  by  breaking  away 
the  intervening  partition,  and  the  nasal  wall  was  removed,  both  above 
and  below  the  inferior  turbinate  bone.  The  muco-perlosteal  incision 
over  the  canine  fossa  was  closed,  and  drainage  and  subeequenl  trcaim'nt 
carried  out  by  the  nasal  route. 

The  diagnosis  of  this  case  is  Infected  dentigerous  cyst,  with  perforation 
Into  the  antrum.     Recovery  was  uneventful. 

Tuberculosis  of  the  Maxillary  Antrum,  with  Tubercle  Bacilli  Present  in 
the  Washings  from  the  Antral   Cavity.  Uu.    Gf.bh.mu>    IIutckisos 

Cocks. 

(This  case  is  from  Dr.  Chappell's  Clinic  at  the  Manhattan  B^e,  Ear 
and  Throat  Hospital.) 

The  patient,  Max  O.,  a  man  34  years  of  age,  has  always  been  subject  to 
slight  nasal  obstruction,  for  the  relief  of  which  he  states  that  a  spur  was 
removed  from  his  nose  twelve  years  ago.  His  family  and  personal  his- 
tory are  negative. 

Two  years  ago  he  developed  pulmonary  tuberculosis,  with  loss  of 
weight,  fever,  and  night  sweats.  After  a  few  months  of  rest  and  treat- 
ment, he  went  back  to  work  and  has  been  comparatively  free  from  con- 
stitutional symptoms  since  he  recovered  from  the  acute  attack. 

On  March  15,  1914,  he  first  began  to  suffer  from  pain  and  swelling  of 
the  left  side  of  the  face  over  the  antral  region.  On  April  13,  he  came  to 
the  Manhattan  Hosi)ital  for  treatment.  Transillumination  demonstrated  a 
dark  left  antrum.  X-ray  examination  showed  a  very  cloudy  antrum  on 
the  affected  side,  with  slight  cloudiness  of  the  opposite  antrum.  The 
other  sinuses  were  comparatively  clear.  The  left  antrum  was  perforated 
through  the  inferior  meatus.  The  washings  contained  large,  tenacious 
clumps  of  muco-pus  of  a  peculiar  orange-yellow  color.  Dr.  Dwyer,  the 
hospital  pathologist,  reported  that  the  antral  washings  contained  large 
numbers  of  tubercle  bacilli  and  many  secondary  organisms. 

The  patient  has  returned  to  the  clinic  at  intervals  during  the  past  six 
weeks  to  have  the  antral  irrigations  continued.  The  discharge  from  the 
antrum  is  clearing  up,  and  his  condition  is  improving.  At  the  present 
time,  his  chest  gives  the  signs  of  an  arrested  apical  infiltration.  He 
states  that  the  examination  of  his  sputum  has  always  been  negative  to 
tubercle  bacilli. 

The  method  employed  by  Dr.  Dwyer  to  determine  the  presence  ct 
tubercle  bacilli  in  the  washings  from  the  antrum  was  as  follows:  The 
material  was  first  subjected  to  antiformln,  which  does  away  with  all  or- 
ganisms except  the  acid-fast  group.  There  are  several  acid-fast  organisms 
which  were  excluded,  as  follows:  1.  Leprosy  bacillus.  This  has  never 
been  isolated  free  from  tissues.  2.  The  Timothy  hay-bacillus  and  ihe 
smega  bacillus,  if  present,  would  have  been  decolorized  by  the  stain  usc-d 
(Pappenheim's).  3.  Acid-fast  bacilli  are  sometimes  found  in  distilled 
water.    This  group  was  excluded  by  using  water  which  was  distilled  twice 
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The  patient  Is  being  treated  in  the  day  camp  on  the  roof  of  the  Van- 
derbllt  CTlnlc,  where  he  is  receiving  tuberculin  Injections.  The  discharge 
from  the  antrum  is  now  very  scant  and  the  antral  lesion  is  apparently 
clearing  up  rapidly. 

OISCDSSIO.N. 

Dr.  Fkeudesthal,  referring  to  the  case  of  the  dentigerous  cyst,  said 
that  he  had  seen  two  similar  cases.  In  the  first  instance,  the  patient  was 
a  lady  from  Chicago.  She  had  been  suffering  from  a  foul-emelling  dis- 
charge from  the  nose  for  eight  years;  she  had  been  treated  by  a  dentist, 
then  operated  on  by  a  laryngologist,  but  with  no  improvement. 

On  examining  the  antrum  he  had  found  the  same  conditions  as  de- 
scribed by  Dr.  Cocks, — one  closed  cavity  and  another  big  cavity,  which 
was  really  the  antrum.  The  cyst  was  removed,  and  the  patient  got  well 
in  two  weeks.    There  had  been  a  great  deal  of  pus  in  the  antrum. 

Referring  to  the  case  of  tuberculosis  of  the  antrum.  Dr.  Freudenthal 
said  that  he  had  seen  many  case*  of  tuberculosis  with  a  purulent  condi- 
tion of  the  noee.  and  he  had  often  wished  to  make  a  careful  examination 
of  all  these  cases  for  tuberculosis.  He  hoped  that  some  one  would  make 
such  a  study,  for  he  was  convinced  that  many  cases  of  empyema  of  the 
frontal  and  other  sinuses  are  due  to  this  condition. 

Dr.  Cocks  said  that  the  patient  with  tuberculosis  of  the  antrum  stated 
»hat  his  sputum  bad  been  examined  several  times  for  the  tubercle  bacillus, 
vith  negative  re«ult.  It  was  therefore  likely  that  the  tubercle  bacilli 
came  from  the  throat  or  naso-pharynx. 

Dti.  PitKi-DKNTiiAi.  siild  thai  a  patient  had  come  to  the  clinic  the  previous 
afternoon  complalnInK  of  hoarseness  only;  there  was  no  pain,  no  cough. 
Examination  showed  a  verj"  unusual  condition  in  tiie  larynx,  which 
seemed  of  Interest  in  connection  with  the  paper  he  was  to  read.  Thern 
was  a  big  mass  In  the  larynx,  at  the  anterior  commissure,  dosing  up  that 
part,  and  above  that  another  mass  with  an  edematous  or  cystic  appear- 
ance. He  had  not  thought  of  tuberculosis  In  this  ca.se,  but  to  make  sure, 
the  chest  wa«  examin<>d,  and  sure  enough  a  lesion  was  found  in  the 
lungo.  He  did  not  need  to  describe  the  case,  as  anyone  who  wajs  inter- 
ested could  examine  the  patient 

Dr.  DANZinKR  said  that  both  of  the  two  masses  which  be  saw  appeared 
to  originate  from  the  posterior  surface  of  the  anterior  wall  and  did  not 
impre8.<t  him  as  tx'lng  tubercular,  but  looked  more  like  i)apllIomala.  Tuber- 
culomata  are  of  firmer  con»i8tenc>-,  and  are  hardly  ever  found  in  this  loca- 
ilim;  their  preferred  location  Is  In  the  Intcr-arytenold  fold  or  the  vocal 
ords.  The  fact  that  the  patient  had  no  pain  did  not  speak  against 
tuberculosis,  as  the  epiglottis  was  free.  The  masses  were  at>solutely 
spherical,  ainiost  |)edimculated.  another  point  which  spoke  against  their 
being  tubercular. 

Dm.  FRF:T'i»NTiiAr.  itald  that  he  intended  to  remove  the  masses  and  try 
''<  get  a  tnie  diagnoals. 

The    Management    of    Laryngeal    Tuberculosis   In   Sanatoria  and   Private 
Practice.    Dr.  Wmn  Km  i  hkntiiai  . 
The  essayist  stated  that  It  was  not  his  Intention  to  go  Into  the  details 
of  ihr  ■  "' '' nt  piilmnnnry  tuhrrcuiosis.  As  everyone  knows.  It  is  preva- 
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lent  to  a  dreadful  degree,  and  In  spite  of  the  active,— often  rational,  oftun 
nonaensical — crusade  a^inst  It,  it  has  decreased  to  only  a  slight  extent. 
As  a  result  of  a  large  number  of  post-mortem  examlnallonB.  Naegall 
stated  that  In  ^7  per  cent  of  all  adults  some  kind  of  tuberculous  lesion 
was  found,  and  concluded  that  "every  grown  perBon  has  tuberculoeU." 
(Virchow's  Archiv.,  lid.  ItiO,  I'.IOO).  This  tends  to  show  that  an  occasional 
Infection  Is  not  dangerous  to  the  average  person.  To  those  exposed,  the 
danger  lies  in  the  constitutional  weakness  of  the  individual,  or  In  close 
and  prolonged  contact  with  tuberculous  patients. 

Laryngeal  tuberculosis  Is  the  most  severe  and  dangerous  involvement 
of  the  disease.  Few  patients  in  any  condition  demand  relief  more  earnest- 
ly or  spur  the  physician  to  more  effort,  or  are  a  source  of  greater  anxiety. 
Indeed,  many  pactitloners  still  believe  that  tuberculosis  of  the  larynx  is 
an  incurable  disease.  A  physician  in  charge  of  a  large  hospital  for 
tuberculous  cases  said  recently:  "The  patient  is  lost  as  soon  as  the 
larynx  becomes  Involved."  Statistics,  however,  show  the  fallacy  of  this 
belief.  \V.  .lobson  Home,  of  Ivondon,  who  has  conducted  extensive  clin- 
ical and  pathological  research,  found  that  97  per  cent  of  cases  of  phthisis 
at  one  time  or  another  in  the  course  of  the  disease  experienced  symptoms 
referable  tc  the  larynx,  and  claimed  that  a  routine  examination  of  the 
larynx  in  persons  suffering  from  symptoms  suggestive  of  early  pulmonary 
disease  would  often  enable  a  diagnosis  of  phthisis  to  be  made  at  a  time 
when  the  stethoscope  yields  no  evidence,  and  that  is  at  the  time  when 
the  physician  can  be  of  the  greatest  service  to  his  patient. 

Whether  or  not  these  statistics  are  accepted,  all  men  of  experience  will 
agree  that  the  larynx  is  affected  in  an  extraordinary  large  percentage  of 
cases,  and  It  is  equally  obvious  that  many  of  them  are  cured,  with  or  with- 
out a  diagnosis  and  with  or  without  treatment.  It  is  equally  certain  that 
a  certain  proportion  of  the  milder  cases  get  well  simply  by  being  placed  In 
proper  hygienic  surroundings. 

The  writer  then  dwelt  upon  the  treatment  of  these  cases  in  a  well- 
equipped  sanatorium.  It  should  be  an  established  rule  to  examine  thor- 
oughly the  upper  air  tract  of  every  case  that  enters  a  sanatorium,  whether 
the  patient  complains  or  not.  If  this  is  done  as  a  routine  procedure,  a 
number  of  pathological  conditions  will  be  found,  the  correction  of  which 
will  have  a  decidedly  beneficial  effect,  not  only  locally,  but  also  as  re- 
gards the  pulmonary  conditions.  Many  of  these  patients  suffer  from  an 
atrophic  catarrh  of  the  nose  or  from  milder  form  of  this,  rhinitis  sicca. 
The  mucous  membrane  of  the  nose  Is  dried  out  or  covered  with  scabs  and 
crusts, — the  air  spaces  are  large  enough,  but  the  air  itself  cannot  be  assimi- 
lated. The  characteristic  hacking  cough  described  in  all  the  text-books 
as  a  premonitory  or  incipient  stage  of  pulmonari.-  tuberculosis  often  has 
its  source  in  the  pharynx,  being  caused  by  the  dry  secretions  of  atrophic 
rhinitis  getting  into  this  region  from  the  nose,  or  by  a  post-nasal  catarrh. 
It  these  conditions  are  treated  according  to  the  customary  methods,  the 
cough  will  be  eliminated,  and  In  this  way  much  can  be  done  toward  ar- 
resting the  disease  in  the  beginning. 

{To  he  conliniii il.) 
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DISCVSBIOX   OF   DR.    HILL'S    PAPHt. 

(Continued  from  page  70S.) 

I)K.  GwATUMEY  (closlDg):  With  oil-ether  constant  vigilance  Is  the 
uatch-word.  Be  on  guard  to  keep  an  open  air  way.  Danger  signals, 
when  present,  demand  some  urgent  remedies  as  in  other  methods  of 
nnestbesla. 

Dr.  Okavso.n:  I  am  not  Irrevocably  coramltteed  to  chloroform;  I  al- 
ways use  anesthetic  adapted  to  condition,  and  never  use  chloroform  when 
objections  are  raised  by  the  physician  or  by  the  family.  Always  feel  re- 
sponsible for  anesthetic  and  result-s  and  always  have  it  given  by  resident 
under  my  constant  supervision. 

1)B.  MuKi.i.KR  has  never  used  oil-ether;  deferring  until  he  had  heard 
further  from  Dr.  Gwathmey.  Intra-tracheal  anesthesia  especially  appli- 
rable  in  head  and  neck  surgery.  Operations  on  chest  are  rare.  Strongly 
obje<-t8  to  interne  administering  ether.  Hospitals  have  no  right  to  train 
young  men  at  expense  of  patients  and  all  should  unite  in  forcing  hospitals 
to  employ  trained  anesthetUts. 

SYMPOSIUM  ON  BACTERIN  TREATMENT. 

The  Use  of  Bacterin  in  the  Treatment  of  Diseases  of  the  Nose  and  Throat. 
I)it.  Fin.i>iN(i  O.  Lrwi.s,  I'hiladrtphia. 
Publiihrd  in  full  in  the  July.  lOH,  itsue  of  The  Lahyxooscope,  p.  67S. 

Vaccine  Treatment   in    Accessory   Sinus  Suppuration.        Dh.    Ross    ilAii. 
Skii.i.khn,   Philadelphia. 
Publitheil  in  full  in  the  July,  19H,  ittue  of  The  I..ar¥.noo6COPe,  p.  676. 

Bacterins  in  the  Treatment  of  Diseases  of  the  Ear.  Dk.  Qeoroe  M.  Coatgb, 
I'blladolphla. 

Publi*hed  in  full  in  the  July,  19H,  ittue  of  Tue  Lakyngoscopk,  p.  677. 

niHTirssioxs: 

Dr.  Robert  F.  Ridpath  thinks  that  the  beginning  of  therapy  by  bac- 
terins will  have  to  be  thought  of  by  bringing  before  our  memory  the  ori- 
gin and  use  of  vaccincn  or  original  vawlnatlon  of  cow-pox  by  .lenner. 
l<«  started  the  thory  and  treatment,  although  somewhat  different  in 
tM-hnlc  and  i>erhap8  dissimilar  In  other  details,  but  neverthele.'is  due  to 
lis  forethought  and  cxporlmcnlutlon  and  his  finding  that  by  tnnoculating 
vlth  cow-pox  wo  have  a  prcvpntatlvc  of  suinll-pox.  From  this  time  on- 
ward wp  have  hud  a  gradual  but  steady  suwesslon  of  vac<'lnes,  antltox- 
ln«>s,  phyto<togene8,  bacterins,  etc..  for  combating  diseases  In  the  various 
forms  and  manifestations. 

t)r.  Rlrlpath's  experience  although  somewhat  recent  and  small  in  num- 
l>«r.  nevcTthelrss  shows  roBults  obtained  which  to  his  knowledge  could 
not  have  resulted  from  any  other  medication.  Ills  rases  comprise;  Four 
'  .-ifim  of  acute  maxillary  ainusllls;  one  c»af  of  frontal  sinusitis;  two  cases 

7m 
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of  chronic  otitis  media;  one  caae  of  acute  otitis  media.  With  the  excep- 
tion ot  one  acute  case  of  maxillary  sinusitis  and  the  two  caws  of  otitis 
media,  all  of  the  cases  were  not  only  Improved  but  cured. 

In  this  case,  an  acute  one,  Mr.  C,  age  46,  Injection  not  only  did  no 
good  but  seemed  to  aggravate  the  condition,  giving  a  decidedly  bad  reaction 
Inside  of  twelve  hours;  an  almost  continuous  chill;  fever  of  104^  lasting 
ten  hours;  delirium  and  tremendous  prostration,  with  general  Increase  of 
sinus  symptoms  and  discharge.  These  symptoms  were  not  relieved  by 
washing  out  ot  sinus. 

Like  the  many  cases  which  Dr.  Skillern  has  quoted  In  his  paper  all  of 
the  cured  cases  seemed  to  be  markedly  better  from  initial  dose  or  first 
two  or  three  injections,  and  from  then  on  symptoms  and  discharge  de- 
creased. 

As  Dr.  Ridpath  has  had  several  complaints  of  injection  producing  sore 
arms  with  decided  swelling  sometimes  he  has  lately  injected  bacterlns 
intermuscular  instead  of  subcutaneous. 

He  thoroughly  a.grees  with  Dr.  Skillern  that  bacterin  treatment  should 
follow  all  radical  operations.  He  was  very  glad  to  hear  of  the  use  ot 
bacterlns  in  ozena,  which  Dr.  Lewis  mentioned,  and  felt  that  all  should 
work  to  a  common  end  in  this  supposedly  incurable  condition  to  find  a 
remedy  that  will  do  some  good. 

Dr.  I^wis  speaks  of  reaction  following  Injection.  It  has  been  Dr. 
Ridpath's  experience,  with  one  exception,  that  the  more  decidedly  negative 
the  reaction  the  more  benefit  he  would  have  from  his  injections. 

Just  as  antitoxin  for  diphtheria  was  formerly  given  as  last  resort, 
now  bacterlns  are  given  as  last  resort,  and  equally  so  that  antitoxin  for 
diphtheria  Is  now  given  first,  bacterin  should,  and  he  predicts  in  the  fu- 
ture will  be  given  first  Instead  of  last  and  the  sooner  general  practitioners 
are  educated  to  this  fact  the  fewer  radical  operations,  with  their  long- 
drawn  out  after-treatment  will  have  to  be  performed.  Even  If  by  bacterin 
treatment  only  a  few  cases  of  an  otherwise  incurable  condition  are  cured. 
Dr.  Ridpath  thinks  all  will  agree  that  it  is  worth  trying. 

Dr.  Ridpath  thinks  it  would  be  a  proper  procedure  always  to  have  a 
culture  made  of  the  discharge  to  determine  the  infecting  organisms  be- 
fore starting  injections  of  bacterin,  haphazard,  without  knowledge  of  par- 
ticular organisms  causing  it,  as  otherwise  failure  may  take  place  and 
treatment  receive  a  black  mark  when  it  would  be  our  own  fault  by  not 
Instituting  or  injecting  the  proper  bacterlns. 

Dr.  Lr.sr.TF  Fhank  Mulford:  In  Dr.  Coates'  service  at  Pennsylvania 
Hospital  Sheman's  stock  vaccines  have  been  used  by  subcutaneous  method 
in  twelvp  cases,  no  reaction.  In  two  cases  severe  cellulitis.  Autogenous 
polyvalent  vaccine  (Sherman)  used  and  both  improved  promptly  All 
injections  in  same  site  in  spite  of  hyperemia.  When  no  results  obtained 
dose  always  increased  to  2  ccm.  Dr.  Mulford  referred  to  case  of  in- 
fected knee,  cured  with  Sherman  gonococcic  vaccines.  When  Dr.  ^losher 
was  dangerously  ill  with  pneumonia  prompt  administration  of  stock  vac- 
cines he  believes  hastened  his  recovery. 

Dr.  Geo.  W.  Mackexzik  said  he  agreed  with  Dr.  Skillern  relative  to  the 
use  of  vaccines  In  acute  coses:  In  80  to  95  per  cent  marked  Improvement 
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or  recovery;  results  often  brilliant.  Much  disappointed  with  use  of  vac- 
cines In  chronic  oases.  Experience  limited  to  thirty  or  forty  cases;  some 
Improved,  but  hardly  a  perfect  result  in  any  one  of  them.  Believes 
better  results  can  be  obtained  in  combination  with  operative  or  mechani- 
cal treatment.  He  had  a  case  of  virulent  streptococci  infection  of  middle 
ear;  labyrinth  destruction,  operation;  erysipelas;  meningeal  symptoms; 
delirium.  It  was  a  desperate  case;  he  used  phyla<-0Ben8;  patient  cured. 
He  had  another  case  of  fracture  of  skull;  Inner  ear  destroyed;  brain 
involvement;  operation;  brain  drained;  bad  breathing;  low  pulse;  des- 
perate; brilliant  result  with  phylacogens.  He  believes  that  many  acute 
cases  cited  cured  with  vaccines  might  l)e  cured  without  them.  A  more 
Intelligent  understanding  relative  to  the  value  of  vaccines  can  be  obtained 
by  first  treating  a  series  of  cases  by  older  methods,  another  by  no  other 
than  vaccines  or  bacterlns,  and  still  another  by  combined  methods.  Vac- 
cine therapy  not  similar  to  method  introduced  by  .Tenner.  Latter  used 
attenuated  small-pox  or  cow-iwx  and  produced  disea.ie  like  .^mall-pox. 

Dit.  K.  B.  fii.f.A.so.N  referred  to  disagreeable  local  and  constitutional 
symptoms  following  use  of  vaccines.  Another  weak  point  is  that  In  acute 
cases  of  all  infections  there  is  a  remarkable  tendency  to  get  well. 

Dk.  S.vmukl  H.  Stout  has  recently  employed  serobaclerlns  with  success. 
Noting  b\it  little  local  or  constitutional  reaction;  the  doctor  is  opposed 
to  phylacogens,  patients  often  becoming  desperately  ill. 

Db.  l>>i;m  J.  IluKNs  suilered  from  antrum  trouble  himself  and  was  mis- 
erable. Instead  of  A.  used  one-half  of  B.;  chill,  elevation  of  temperature, 
reaction  decided;  tenderness  gradually  disappeared,  no  recurrence.  In 
eighteen  nasal  cases  he  used  a  bacterln  Immediately;  then  In  three  days 
one-half  ronlents  of  syringe  (Miilford)  U..  In  four  days  .another  half  of 
B.  In  twelve  cases  pronounced  results.  In  two  acute  cases  no  results. 
Two  chronic  cases  no  results.  Beat  results  obtained  with  elevated  tem- 
perature, 100.3°,  101°,  then  went  to  C.  and  no  rise  in  temperature.  To 
get  good  results  one  roust  get  ne^catlve  phase.  With  subcutaneous  Injet-- 
tlons,  son-.e  reaction  in  a  few  cases.  No  bad  results  with  dei  p  Intramu.-;- 
cular  Injections  in  inter-scapular  region.  C)f  eighteen  cases,  eight  are  one 
year  old  with  no  return  of  cymptoms.  In  one  acute  case  there  was  pro- 
nounced recurrence  of  symptoms,  probably  due  to  carles  of  tooth  In  an- 
tnim.  I<^r  cases  of  purulent  otitis  media  at  St.  Christopher's  Hospital; 
good  results  In  five  out  of  seven.  The  do<tor  does  not  depend  absolutely 
on  bacterlns  but  combines  with  Internal  and  local  or  operative  treat- 
ment. th.Trfore  deductions  must  be  made.  I'sed  sto<k  vaccines  In  all 
ca.>^' 

1)1:.  VNiiiivM  A.  llnsiiiiMi  said  some  of  his  retiults  were  brilliant,  oth- 
ers more  or  less  disappointing. 

Dr.  G.  N.  Ii.t.M.w  said  bacterlns  were  first  used  eight  or  ten  years  ago 
in  old  bone  lesions.  In  1906,  bacterlns  were  first  used  In  chronic  sinus 
conditions  and  one  year  later  Dr.  8.  MacCuen  Smith  employed  them  In 
several  nntriim  cases  following  operation.  Favorable  results  can  only  be 
obtained  with  good  circulation,  free  and  o|ten  drainage  and  live  granula- 
tions. I'wless  waste  of  time  to  use  bacterlns  In  closed  cavities  In  fetid 
.o../t(ii"n      V   ..i:.i..iMiL.  ..rder  at  Samarl""'  '?<.•". (imi   •■■  vso  pncumo-b«» 
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terlns  at  fiarllcst  moment  In  .ill  casos  of  lobar  pneumonia.  Reaction  at 
point  of  Injection  argument  in  favor  of  deep  injections.  In  regard  to 
commercial  and  autogenous  vaccines  there  Is  no  question  regarding  the 
superiority  of  the  latter.  Three  strains  are  all  sufllclent.  Phylocogen* 
have  twenty-two  strains.  Negative  phase  may  be  desirable  but  not  the 
old-time  negative  phase  following  use  ©f  phylocogens. 

Db.  Hkbbkkt  M.  GouuAiti)  said  he  had  used  eight  injections  of  stock  vac- 
cines In  a  case  of  ozena;  patient  examined  one  month  later,  no  im- 
provement. The  doctor  emphasized  the  importance  of  keeping  stock  vac- 
cines at  even  temperature.  Thus  more  favorable  results  are  obtained 
in  ofBce-practlce  because  hospitals  usually  fall  to  provide  dispensaries 
with  necessary  equipment. 


Diathermo-kinesiphony  or  the  Auditory  Re-education  by  Means 
of  heat.  A.  Maurick.  Kcz-.  Iiebd.  de  Laryngol.,  May  I'i, 
IS)  14. 

Diathermo-kinesiphony  is  described  by  Maurice  as  a  combina- 
tion of  thermo-penetration  or  diathermy  combined  with  auditory  re- 
education. 

Diatlierniy  is  a  means  of  applying  currents  of  high  frequenc) 
which  the  author  applied  by  means  of  an  apparatus  adapted  from 
the  apparatus  described  by  Arsonval  about  twenty  years  ago.  The 
current  is  applied  by  means  of  large  electrodes  which  permit  of 
great  penetration  of  heat,  but  which  allow  at  the  same  time  the 
passage  of  sonorous  vibrations,  the  electrodes  being  applied  to  the 
ears  on  each  side.  A  current  from  1500  to  1800  milliamperes  is  al- 
lowed to  pass  for  five  minutes,  then  without  stopping  the  high 
frequency  current,  si)ecial  phone  receivers  are  applied  to  the  ear, 
the  sonorous  sensations  of  which  are  applied  directly  to  the  ear. 

Diathermy  possesses  a  triple  action — revulsive,  the  relief  of  con- 
gestion and  analgesic,  while  phonoid  massage  has  a  trophic  effect, 
the  relief  of  congestion,  besides  a  sedative  and  mobilizing  action, 
fn  view  of  this,  the  author  believes  that  a  combination  of  these 
two  methods  is  especially  effective. 

This  treatment  is  Indicated  in  cases  where  there  are  subjective 
noises  and  recurrent  pains,  in  serous  otitis  as  well  as  subacute  ca- 
tarrhal cicatricial,  sclerotic  and  chronic  otitis  media.  Sclerotic 
otitis  media  are  benefited  only  to  the  extent  of  diminishing  sub- 
jective noises.  Scheppegrell. 
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IN  IVfEMORIAM. 

Joseph  William  Gleitsmann  was  born  July  2"2nd,  1841.  at  Bam- 
berg, Germany.  His  father,  also  a  physician,  was  of  a  prosperous 
and  influential  family.  The  subject  of  this  memorial  received  his 
early  education  at  his  birthplace  and  at  Eichstaedt  and  studied  med- 
icine at  \\  ortzbnrg.  Mtuiich,  Berlin  and  Vienna,  taking  the  degree 
of  M.  D.  at  VVurtzburg,  in  ISfiS,  and  acting  as  interne  at  the  city 
hospital  at  Bamberg.  Later  he  entered  the  Medical  Corps  of  the 
German  .\rmy  and  as  Military  .'burgeon  in  the  war  with  Austria  in 
LSOfi.  acquitted  himself  with  distinction,  receiving  from  the  Em- 
peror af  the  close  of  the  campaign  the  order  of  the  Iron  Cross.  His 
military  .service  was  continued  throughout  the  Franco-Prussian 
War  in  li'TO,  when  he  again  showed  marked  ability  and  again 
received  a  medal  of  honor.  At  the  close  of  the  war  he  accepted  a 
position  as  ship's  surgeon  and  made  a  number  of  interesting  voy- 
ages. Following  this  be  came  to  the  United  States,  in  the  early 
seventies,  and  having  taken  up  the  specialty  of  diseases  of  the 
throat  and  lunu's.  settled  in  Asheville,  North  Carolina,  where  he  es- 
tablished a  sanitarium. 

Tn  the  early  eighties  he  came  to  New  York  and  thereafter  made 
that  citv  his  home,  speedily  establishing  himself  as  a  specialist  of 
unusual  merit  and  associating  himself  with  leading  medical  societies 
and  institutions.  While  at  ,\sheville.  in  1880,  he  was  elected  a 
Fellow  of  the  .\merican  T.aryngological  .\ssociation.  He  had  al- 
ready been  elected  to  the  ^fedical  and  Chirurgical  Society  of  Mary- 
land. After  making  his  residence  in  Xew  Yoi1<  be  became  a  mem- 
l»er  of  the  New  York  Academy  of  Medicine,  the  New  York  County 
and  State  Medical  Associations,  the  Medical  Association  of  Greater 
New  York  and  the  German  Nfedical  Society. 

Dr.  Gleitsmann  was  elected  vice-president  of  the  .'\merican 
T.aryngological  .\ssr)ciafiMn  in  11)01,  and  its  president  in  lOO.'i.  pre- 
.siding  over  an  unusually  successful  meeting  held  at  Niagara  Falls 
Tn  188.'!  he  was  elected  Professor  of  T.ar>ngology  and  Rhinology  at 
the  New  York  Polyclinic  Hospital  and  Medical  School,  a  position 
which  he  held  for  many  years  with  distinction  to  himself,  and 
credit  to  the  school.  He  was  also  Senior  T.aryngologist  and  Oto- 
logist to  the  German  Dispensary  and  T.aryngologist  and  Otologist 
to  the  German  TTospital. 

As  will  be  seen  from  the  appended  bibliography.  Dr.  Gleitsmann 
was,  throughout  his  career,  a  frequent  contributor  to  the  literature 


of  his  department.  His  articles  were  always  well  in  advance  of  the 
time,  scholarly  and  scientific.  His  addresses  were  al.so  of  a  high 
order  of  excellence.  During  the  earlier  period  of  his  practice  he 
wrote  mainly  upon  subjects  connected  with  tuberculosis,  but  soon 
extended  the  scope  of  his  studies  until  they  covered  the  whole  field 
of  laryngology. 

In  the  department  of  original  invention  he  showed  much  ingen- 
uity, his  cutting  laryngeal  dilator,  for  example,  being  quite  different 
in  design  from  anything  that  had  preceded  it  and  admirably  adapted 
to  its  purpose. 

Dr.  Gleitsmann  participated  in  several  International  Congresses, 
among  them  those  at  Berlin  in  1890.  Moscow  in  1897  and  Buda 
Pesth  in  1911.  Upon  the  latter  occasion  he  was  appointed  a  mem- 
ber of  the  Executive  Committee  of  the  International  Congress  of 
Laryngology.  Among  the  German  Medical  Institutions  of  New 
York  he  maintained  a  high  position.  He  was  an  honored  member 
of  the  Liederkranz  and  of  other  German  societies  and  for  many 
years  a  Triistee  of  the  German  Medical  Society  of  New  York 
In  this  capacity  he  shared  the  responsibility  of  caring  for  the  funds 
devoted  to  fellow  members  in  distress.  No  official  report  was  ever 
required  but  it  is  said  of  him  by  his  fellow  members  that  he  car- 
ried out  the  duties  of  the  position  with  rare  tact,  and  that  he  was 
always  ready  to  extend  the  kindliest  sympathy  and  the  wisest  ad- 
vice. 

Outside  of  medicine,  Dr.  Gleitsmann  was  a  scholar,  a  man  of  ex- 
tensive reading  and  of  considerable  appreciation  of  art.  Above  all 
recreations  he  was  an  intense  lover  of  nature.  His  grand  passion 
in  this  direction  was  mountaineering  and  there  were  few  places  in 
the  Swiss  Alps  or  the  Australian  Tyrol  with  which  he  was  not  fa- 
miliar. His  ascents  were  of  the  most  famous ;  they  included  the 
Matterhom,  Mt.  Blanc,  Ortler  and  many  others.  His  knowledge  of 
Europe  in  general  made  him  an  invaluable  traveling  companion 
while  the  brightness  and  geniality  of  his  disposition  and  the  kind- 
ness and  generosity  of  his  nature  caused  him  to  be  a  most  enjoyable 
one,  as  the  writer,  from  many  delightful  experiences  had  ample  op- 
portunity to  prove.  But  as  a  companion  of  travel  so  he  was  in  all 
the  relations  of  life.  Earnest  and  thorough  in  all  that  he  under- 
took, kind  and  generous  to  a  fault,  refined,  scholarly,  accomplished ; 
a  gentleman  by  nature  and  at  heart,  a  loving  and  loyal  friend. 

D.  Bryson  Del.\v.\n. 
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ORIGINAL    COMMUNICATIONS 

(Orttinal   Communicationi  are  receiTcd  with  the  underilandincX 
that  they   arc  contributed  excluairely  to  Tai  LAiTMCotcors./ 


ORAL  COMPLICATIONS  OF  THE  EXANTHEMATA.* 

Dk.  Cii.\RLKS  R.  C.  BoRiJEN,  Uoston. 

Ai  tlie  Ninth  International  Otological  Congress  in  .August, 
1912,  the  writer  presented  a  paper  based  upon  a  study  of  the 
aural  conditions  found  in  464  autopsies  after  death  from  diph- 
theria, scarlet  fever  and  measles.  The  following  paper  is  prac- 
tically a  continuation  of  that  article  and  is  based  largely  upon 
the  figures  and  facts  given  at  that  time.  The  writer  wishes  to 
state  further  that  what  he  is  about  to  say  refers  entirely  to 
aural  coniplicatiuns  of  the  exanthemata  and  not  to  aural  diseases 
in  general.  .\lso,  that  the  symptoms  and  treatment  given  refer 
only  to  .severe  cases  often  seen  in  hospital  pmctice  and  not  to 
the  mild  cases  wliicli  arc  tho  variety  ti<iirillv  -iccn  in  private 
|»ractice. 

Writers  upon  this  subject  state  that  aural  complications  in 
the  exanthemata  occur  in  from  5  to  44  per  cent  of  the  clinical 
cases,  depending  upon  the  particular  disease  present.  In  the 
fatal  cases  wc  find  this  percentage  greatly  increased.  In  the 
autopsy  reports  previously  mentioned,  it  was  8'i  per  cent  in 
diphtheria,  91  i)cr  cent  in  scarlet  fever,  and  100  per  cent  in 
measles.     Thus    we    find   aural    complications    to   !>  de- 

cidedly imj)ortant   factc>r  in  this  special  class  of  diseases. 

Wc  should  naturally  expect  unrecognized  and  untreated  mid- 
dle-car inflammation  or  mastoiditis  to  go  on  to  meningitis,  brain 

*K<M«<I  at  (li«  twRnlli-th  annual  mrotlnir  of  the  American  I.nrynKUlosi- 
cal.  nhlnoloarlcal  and  Otnlnxlcat  norlcty.  Atlantic  City.  June  20.   1*14. 
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abscess  and  jugular  thrombosis.  In  this  respect  the  autopsy 
records  are  disappointing.  There  were  but  four  cases  of  septic 
meningitis  (not  necessarily  of  middle-ear  origin),  but  one  case 
of  infection  of  the  jugular  vein  and  not  a  single  brain  abscess. 
Judging  from  this  extremely  small  number  of  serious  complica- 
tions, acute  middle-ear  infection  and  mastoiditis  are  not  as  im- 
portant as  we  have  supposed  them  to  be. 

If  meningitis,  brain  abscess  and  jugular  thrombosis  do  not 
often  occur  from  diseased  conditions  of  the  aural  cavities,  com- 
plications in  the  heart,  pleura,  joints  and  kidneys  co-exist  with 
startling  frequency.  Is  there  any  evidence  to  prove  that  inflam- 
mation in  one  organ  is  in  any  way  dependent  upon  infection  in 
another?  The  position  of  the  tonsil  is  well  established  in  this 
respect  and  we  know  it  is  frequently  the  source  of  infection  in 
other  organs.  Why,  then,  may  not  the  middle  ear  occupy  ex- 
actly the  same  position  and  be  the  primarj'  source  of  infection 
in  many  of  the  complications  in  the  various  organs  which  are 
so  frequently  afTected  ?  To  establish  such  a  theory  we  need  only 
to  turn  to  the  clinical  cases  in  the  exanthemata  and  study  the 
symptoms  as  they  present  themselves  in  many  instances. 

The  writer  does  not  wish  to  be  misunderstood  in  the  matter. 
He  does  not  claim  or  believe  that  all  complications  in  the  heart, 
pleura,  lungs,  joints,  etc.,  arise  from  middle-ear  disease.  Such 
a  position  would  be  absurd.  He  does  believe,  however,  that  a 
certain  number  of  such  complications  are  of  middle-ear  origin 
and  the  ear  may  be  justly  accused  of  being  a  possible  source  of 
infection  until  careful  examination  has  proved  it  free  from  sus- 
picion. 

The  etiology  of  the  complications  is  too  well  known  to  need 
further  discussion  in  so  far  as  extention  from  the  nose  and  naso- 
pharynx is  concerned.  It  frequently  happens,  however,  thai  in 
scarlet  fever  both  middle  ear  and  mastoid  cells  become  infected 
long  after  the  acute  inflammatory  reactions  in  the  nose  and  naso- 
pharynx have  subsided.  In  certain  other  cases,  also,  it  appears 
that  the  mastoid  becomes  infected  without  symptoms  of  inflam- 
mation in  the  middle  ear.  Such  being  the  case,  is  it  not  possible 
to  have  both  middle-ear  and  mastoid  inflammation  as  a  result  of 
primary  infection  from  the  blood  stream  and  not  secondary  to  an 
inflammation  in  the  nose  or  naso-pharynx?  In  several  of  the 
autopsy  records,  notes  appear  which  state  that  the  inflammation 
in  the  middle  ear  or  mastoid  appears  to  be  primary  and  not 
secondary  to  adjacent  organs.     This  is  an  interesting  phase  of 
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the  situation  but  the  writer  has  neither  the  time  nor  necessary 
facts  at  hand  to  scientifically  prove  a  theory  of  primary  infection. 

The  onset  of  aural  complications  is  fairly  constant  in  measles. 
It  usually  develops  with  the  active  inflammation  in  the  nose 
and  throat,  and  patients  who  escape  during  this  period  usually 
remain  free  from  the  complications  throughout  the  disease.  On 
the  other  hand,  it  may  be  said  of  scarlet  fever  that  aural  com- 
plications of  any  degree  of  severity  may  arise  at  any  time  from 
the  first  day  of  the  acute  symptoms  to  the  last  day  of  conva- 
lescence. No  special  rule  may  be  given  as  to  the  onset  of  the 
complications  of  diphtheria.  On  the  whole,  they  occur  late 
rather  than  early  in  this  disease,  but  like  scarlet  fever  they  may 
arise  at  any  time  during  the  illness  of  the  patient. 

In  mild  cases,  symptoms  of  aural  complications  in  the  exanilie- 
mata  are  much  the  same  as  from  other  common  causes.  They 
often  appear  without  apparent  discomfort  to  the  patient  and 
usually  du  not  complicate  the  original  disease  to  any  extent.  In 
severe  cases,  where  great  prostration  is  present  or  considerable 
elevation  of  temperature  develops,  the  importance  of  an  aural 
complication  increases  ten  fold.  Judging  from  my  own  expe- 
rience it  is  not  the  symptoms  present  which  confuse  our  diag- 
nosis, but  those  which  are  absent.  Those  present  are  quickly 
and  easily  recognized ;  but  not  infrequently  important  symptoms 
which  we  are  taught  to  believe  exist  in  any  typical  case  of  either 
actite  otitis  media  or  mastoiditis  are  entirely  absent.  In  this  re- 
spect aural  complications  of  the  exanthemata  present  their  pe- 
culiarities to  the  greatest  extent. 

Age  is  naturally  an  important  factor.  Generally  speaking,  the 
younger  the  patient  the  greater  the  susceptibility  to  aural  com- 
plication. In  severe  attacks  of  measles,  adults  arc  nearly  as 
susceptible  in  middle-ear  infection  as  young  children  and  they 
arc  even  more  liable  to  mastoiditis,  if  the  middle  ear  becomes 
infected.  Comparatively  few  cases  of  aural  complications  de- 
velop in  the  clinical  cases  of  diphtheria  and  I  cannot  recall  hav- 
ing seen  one  case  of  mastoiditis  in  an  adult  in  this  disease. 
Judging  from  the  autopsy  records,  however,  I  believe  they 
arc  nf)t  as  uncommon  in  severe  cases  as  we  suppose  them  to  be. 

Pain  as  a  symptom  is  most  unreliable.  There  seems  to  be 
considerable  difference  of  opinion  on  this  subject  among  different 
writers.  Some  claim  pain  is  constant  and  distressing  and  others 
that  it  is  often  ab.sCnt.  My  experience  is  that  it  is  frequently 
.ib.sent  and  that  when  it  occurs  it  is  by  no  means  as  great  as 
that  encountered  fmm  grip,  infectious  colds   ctr 
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Temperature  is  naturally  an  important  symptom  and  is  doubt- 
less the  most  constant  one.  It  has  a  wide  range,  however,  and 
is  not  by  any  means  to  be  entirely  depended  upon.  The  onset 
is  usually  »udden,  not  with  a  gradual  rise.  The  drop  is  equally 
sudden  after  paracentesis  or  spontaneous  rupture,  but  may  be 
delayed  some  hours  before  it  actually  occurs.  That  is  to  say, 
even  after  paracentesis  or  spontaneous  rupture,  the  temperature 
may  occasionally  remain  elevated  for  twenty-four  hours  or  even 
longer  before  a  change  takes  place.  When  the  temperature  be- 
gins to  fall,  however,  if  free  drainage  has  been  established,  the 
drop  is  sudden  and  not  a  gradual  remission. 

Temperature  is  by  no  means  always  present  in  serious  cases. 
I  have  operated  upon  a  number  of  cases  of  mastoiditis  in  which 
there  was  a  large  amount  of  free  pus,  where  the  temperature 
never  exceeded  100  degrees.  I  recall  one  case  in  particular 
wherein  the  kidneys  showed  marked  inactivity  as  well  as  con- 
siderable inflammation  in  both  middle  ear  and  mastoid.  The 
temperature  in  this  case  was  but  99.8  degrees.  In  this  instance, 
when  the  mastoid  was  opened,  the  kidneys  promptly  resumed 
their  function.  It  is  difficult  to  imagine  a  general  systemic 
infection  of  middle-ear  origin  without  some  degree  of  elevated 
temperature.  Such  a  condition  is  possible,  however,  and  ap- 
pears to  be  one  of  the  peculiarities  of  the  exanthemata. 

The  appearance  of  the  drum  membrane  differs  somewhat  in 
the  contagious  diseases  from  similar  conditions  from  other 
causes.  The  color  is  usually  less  of  a  fiery  red  and  is  more  of  a 
grayish  pink.  At  times,  even  with  considerable  bulging,  it  is  a 
slate  blue  or  lead  color.  The  drum  membrane  when  bulging  is 
often  considerably  thicker  than  usual  and  frequently  gives  a  dis- 
tinct porky  sensation  when  performing  paracentesis.  This  in- 
filtration doubtless  accounts  for  the  difference  in  color  as  well 
as  the  absence  of  pain  in  many  cases. 

In  scarlet  fever  and  measles  there  is  seldom  any  difficulty  in 
diagnosis.  The  bulging  in  either  of  these  diseases  is  extreme. 
It  is  in  diphtheria  wherein  the  difficulty  arises.  Aural  inflam- 
mation in  this  particular  disease  is  much  less  active,  and,  at  times, 
is  exceedingly  difficult  to  recognize.  The  most  difficult  diag- 
noses I  have  ever  been  called  upon  to  make  occurred  in  compli- 
cations of  the  ear  in  conjunction  with  diphtheria.  The  reason 
for  this  will  be  explained  in  a  measure  when  we  consider  the 
question  of  discharge. 

The  most  important  symptom  to  be  noted  in  the  appearance 
of  the  drum  membrane  is  the  formation  of  so-called   nipples. 
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They  seldom  appear  until  perforation  has  taken  place  and  in  my 
experience  most  often  occur  in  the  anterior  half  of  the  mem- 
brane.  The  condition  is  occasionally  referred  to  as  a  "bleb." 
This  is  a  mistake,  as  the  latter  is  an  entirely  <litferent  anatomical 
structure.  A  bleb  is  a  blister-like  formation  due  to  fluid  or  air 
separating  two  layers  of  the  drum  membrane.  Blebs  are  not 
infrequently  .seen  in  measles  and  often  give  a  decided  "pop"  on 
beinp  opened,  due  to  the  sudden  escape  of  confined  air  or  gas. 
.\  true  nipple,  or  nipple  perf»iration,  involves  the  entire  thickness 
of  the  drum  and  is  a  sort  of  hernia  or  area  of  weakness  in  that 
structure  giving  way  to  pressure.  The  principal  drainage  point 
from  the  middle  ear  may,  or  may  not,  be  through  the  nipple.  In 
my  experience  such  perforations  nearly  always  occur  at  points 
not  favorable  to  drainage,  being  too  high  above  the  floor  of  the 
middle  ear.  Unless  great  care  is  exercised,  more  or  less  of 
the  entire  nii>plc  will  slough  away  leaving  a  large  and  perma- 
nent opening.  Xipples  may  be  expected  in  both  .scarlet  fever 
and  measles  when  the  amount  of  discharge  is  great.  The  per- 
sistence of  a  nipple  perforation  with  an  over-active  discharge  is 
one  of  the  most  valuable  symptoms  I  know,  upon  which  to  ba^e 
the  necessity  of  a  mastoid  operation. 

Tenderness  over  the  mastoid  process  is  a  most  unreliable 
symptom.  Certain  writers  have  laid  great  stress  upon  it  and 
appear  to  have  considerable  iaith  in  it  as  a  diagnostic  guide.  The 
mastoid  cavity  is  frequently  filled  with  pus  and  granulations 
without  any  suspicion  of  tenderness  being  present.  It  is  at  best 
a  treacherous  symptom  and  is  to  be  viewed  with  suspicion 
whenever  present,  regardless  of  whether  the  tender  area  is  over 
the  tip,  antrum,  or  other  part  of  the  mastoid  process.  This  is 
particularly  true  if  ice  or  cold  in  any  form  has  been  applied  long 
enough  to  overcome  vascular  engorgement.  If  present,  in  con- 
junction with  other  prominent  symptoms,  it  natnrallv  strengthens 
the  diagnosis.  It  must  never  be  assumed,  however,  that  the 
absence  of  this  .symptom  rules  out  the  possibility  of  mastoiditis. 
This  mistake  is  often  made  in  the  contagious  diseases  and  is  a 
frequent  cause  for  impaired  hearingif  not  the  actual  loss  of  life. 

The  color  and  character  of  the  discharge  varies  in  the  different 
exanthemata.  .\t  the  on.set  they  are  often  much  the  .same,  but 
after  a  d.\v  or  so  usually  assume  their  special  characteristics.  The 
discharge  from  a  scarlet  fever  ear  is  usually  the  creamy  white 
of  streptococcus  pus.  Occasionally  the  yellowish  discharge  of 
staphylococcus  is  encountered.     Pus  from  pncumococcus  bacilli 
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is  usually  of  a  dirty,  light-brown  color  and  is  tremendous  in 
amount.  In  nu-asles,  the  appearance  of  the  pus  is  usually  of  a 
light-brown  color  lacking  the  creamy  nature  of  the  pus  seen  in 
scarlet  fever.  What  germ  predominates  in  the  average  measles 
case,  I  am  unable  to  state.  In  diphtheria,  the  aural  discharge  us- 
ually shows  K.  L.  bacilli  but  never  as  a  pure  culture.  It  is  mixed 
with  other  germs;  no  special  one  predominating.  Aural  dis- 
charges in  diphtheria  are  not  as  active  or  as  persistent  as  those 
in  scarlet  fever  or  measles,  but  share  with  them  the  ability  to 
convey  infection.  Aural  discharges  from  all  three  diseases  pos- 
sess the  ability  to  convey  infection  to  a  marked  degree.  Thus  no 
patient  can  be  wholly  free  from  the  danger  of  spreading  conta- 
gion when  an  aural  discharge  is  present. 

The  amount  and  character  of  the  discharge  is  of  extreme  im- 
portance and  the  nature  of  the  germ  predominating  will  influence 
the  case  to  a  marked  extent.  The  quantity  of  the  discharge  is 
one  of  the  most  important  factors  in  an  aural  inflammation. 
While  it  is  but  an  indication  or  by-product  of  an  inflammatory 
process,  it  is  nevertheless  the  most  prominent  symptom  with 
which  we  have  to  deal.  By  its  presence  and  activity,  we  have 
our  best  demonstration  of  the  phenomena  taking  place  within 
the  middle  ear  and  upon  its  physical  characteristics  we  must 
often  make  our  diagnosis. 

First,  when  fluid  is  secreted  it  must  have  proper  drainage. 
Secondly,  the  drainage  must  be  sufificiently  free,  not  only  to  over- 
come the  dangers  of  absorption,  but  to  prevent  excessive  pres- 
sure upon  the  membrane.  The  first  condition  is  very  well  un- 
derstood and  drainage  sufficient  to  overcome  absorption  of  tox- 
ines  is  an  every-day  practice.  The  second  condition  is  apparently 
not  so  well  understood  and  is  still  less  properly  treated. 

Let  us  forget  for  the  moment  the  matter  of  septic  absorption 
from  the  middle  ear  or  mastoid  and  its  attendant  dangers,  and 
consider  tlie  matter  of  free  drainage  from  a  purely  mechanical 
standpoint. 

The  pressure  necessary  to  force  even  a  thin  watery  secretion 
through  a  minute  opening  in  the  drum  is  sufficient  to  consider- 
ably distend  that  delicate  structure.  As  the  amount  of  the  se- 
cretion becomes  greater  and  increases  in  its  density,  both  factors 
act  to  increase  the  distension.  Thus  the  ability  of  the  drum  mem- 
brane to  withstand  such  a  pressure  is  the  only  factor  of  safety 
afforded  the  future  of  the  hearing  apparatus. 

Usually,  in  young  children,  the  first  symptoms  of  mastoiditis 
to  attract  attention  is  a  bulging  forward  of  the  auricle  due  to 
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edema  over  the  mastoid  process.  It  occurs  suddenly,  often  be- 
ing present  in  the  morning  when  there  was  no  suspicion  of  it  the 
previous  evening.  The  swelling  is  due  to  free  pus  under  the  peri- 
osteum or  to  a  deep  cellulitis  of  all  the  structures  covering  the 
mastoid.  .\s  a  diagnostic  symptom  it  is  much  the  same  as  ten- 
derness. It  is  a  positive  .symptom  and  calls  for  operation  when 
present,  but  its  absence  means  little  or  nothing.  In  my  opinion, 
edema  over  the  mastoid  usually  occurs  only  when  a  fistula  is 
established  from  the  mastoid  cavity  outward  to  the  external 
tissues.  It  is  Nature's  method  of  relieving  acute  mastoiditis 
and  its  very  occurrence  in  a  measure  is  proof  we  have  failed  to 
diagnose  an  important  element  in  our  case.  Edema  over  the 
mastoid  is  analagous  to  an  abscess  in  any  other  part  of  the  body 
which  is  allowed  to  burst  itself.  Good  surgery  does  not  allow 
.III  abscess  cavity  to  burst  itself  in  other  parts  of  the  body.  Why 
should  this  location  differ  in  any  way?  Many  cases  of  active 
mastoiditis  show  no  evidence  of  edema,  hence  its  ab^ience  in  a 
.i>e  means  comparatively  nothing  in  diagnosis. 

The  most  striking  variation  between  the  three  diseases  is  the 
ai)pearancc  and  characteristics  of  the  pus  found  in  mastoiditis 
at  aiKopsics  in  diphtheria.  In  scarlet  fever  and  measles,  it  is  of 
the  ordinary  variety  and  is  usually  copious  in  amount.  In  diph- 
theria, it  is  repeatedly  described  as  green,  yellowish  green, 
brownish  green,  or  other  colors  bordering  upon  a  greenish  hue ; 
.iiid  as  thick,  tenacious,  gummy,  gelatinous  or  semi-solid,  etc. 
The  marked  peculiarity  of  the  discharge  may  largely  account  for 
the  lack  of  active  symptoms  which  ^cni  to  be  peculiar  to  aural 
implications  of  diphtheria. 

Before  taking  up  the  matter  of  treatment,  we  naturally  come 
to  the  question  of  prevention  of  aural  complications  in  the  con- 
tagious di.-ieases.  .\s  the  infection  reaches  the  middle  car  by  way 
f  the  Eustachian  tube,  and  the  nose  and  naso-pharynx  are  the 
cat  of  active  inflammations,  they  would  seem  to  be  the  struc- 
•iircs  to  which  preventive  measures  would  be  aimed.    This  is  a 
ii.itural  conclusion  to  reach  and  would  be  an  entirely  logical  one 
had  not  experience  and  practice  proved  it  to  be  otherwise.   Some 
\  »•  T-  r!'.,'o  in  the  Boston  City  Hospital  it  was  a  routine  practice 
-  I'l-  the  nose  and  naso-pharynx  one  or  more  times  daily 
■\  ith  an  alkaline  solution  in  all  contagious  cases  wherein  there 
\' .IS  an  over-active  secretion  in  the  nose  or  naso-pharynx.    The 
Msult  was  to  greatly  increase  the  proportion  of  aural  compli- 
I    •    r       -  ;       ,  [rocedure  is  never  practiced  at  the  present  time 
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and  the  number  of  cases  of  middle-ear  inflammation  and  mastoid- 
itis is  materially  decreased.  Irrigation  of  the  nose  and  naso* 
pharynx  is,  in  the  opinion  of  the  physicians  and  aurists  of  this 
institution,  absolutely  contra-indicated  under  any  circumstances 
whatsoever.  This  includes  all  sprays  and  douches  as  well  as 
actual  irrigation. 

There  is  but  one  true  method  of  preventing  aural  complica- 
tions, i.  e.,  through  removal  of  adenoid  tissue  before  the  patient 
contracts  a  contagious  disease.  The  proof  of  this  statement  is 
quite  apparent  in  the  Boston  City  Hospital  by  the  marked  de- 
crease in  the  aural  complications  over  a  few  years  ago  when  the 
removal  of  adenoids  was  not  as  common  a  procedure  as  it  is  at 
the  present  time.  Other  than  removing  adenoid  tissue  prior  to 
the  attack  of  the  contagious  disease,  there  is  no  method  of  pre- 
vention of  aural  complications  which  accomplishes  a  result  and 
offsets  the  risk  it  involves  of  developing  in  the  ear  precisely 
what  it  was  intended  to  prevent. 

In. the  exanthemata,  aural  complications  are  usually  well  es- 
tablished before  attention  is  called  to  them.  Thus,  the  treatment 
is  almost  entirely  surgical.  In  general,  it  is  the  same  as  in  the 
ordinary  aural  practice  with  one  or  two  exceptions.  The  import- 
ant difference  is  the  low  vitality  of  the  patient  and  the  in- 
creased virulence  of  the  infection.  We  may  rely  less  upon  na- 
ture in  such  cases  than  at  any  other  time.  Middle-ear  inflamma- 
tion which  might  be  aborted  under  other  circumstances  fails  to 
respond  to  the  usual  mode  of  treatment  in  the  contagious  dis- 
eases. The  ordinary  methods  of  treatment  also  arc  not  available. 
If  the  drum  membrane  is  found  to  be  red  and  inflamed,  prompt 
paracentesis  is  indicated.  Hot  irrigations  seldom  accomplish 
the  desired  results.  Inflation  of  the  middle  ear  and  post-nasal 
applications  not  only  avail  nothing,  but  decidedly  increase  the 
inflammatory  process.  The  inhalation  of  hot  steam  is  a  safe  pro- 
cedure but  usually  fails  to  give  relief.  Free  paracentesis  is  the 
only  accepted  method  of  procedure  and  should  not  be  delayed. 

The  writer  is  a  firm  believer  in  hot  irrigations  as  long  as  red- 
ness and  bulging  are  present  after  free  drainage  is  established. 
As  the  discharge  becomes  less  in  amount,  it  is  often  better  to 
discontinue  the  irrigation  and  substitute  warm  peroxid.  This 
treatment  is  especially  beneficial  if  the  discharge  becomes  very 
thick  in  its  density.  Aurists  who  advise  wicking  the  canal  or 
placing  plugs  of  cotton  in  that  position  should  take  great  care 
to  instruct  the  nurse  or  mother  not  to  force  them  tightlj-  into 
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tlie  canal.  Kven  a  nioderjitcly  tiyht  packing,  of  any  material,  in- 
creases the  tension  of  the  fluid  within  the  drum  and  decidedly 
interferes  with  the  free  flow  of  the  discharge.  This  is  a  common 
fault  in  the  treatment  of  aural  inflammations  and  one  which  is 
more  harmful  than  is  commonly  supposed. 

If  the  discharge  suddenly  ceases  when  it  has  been  very  pro- 
fuse suspicion  should  be  directed  to  the  mastoid  at  once.    This  is 
not  an  unusual  occurrence  and  is  a  dangerous  symptom.    In  such 
.1  case  the  drum  is  often  distended,  but  free  paracentesis  fails 
to  establish  a  free  flow  of  the  discharge.    This  symptom  signifies 
that  the  active  seat  of  the  infection  is  in  the  mastoid  cells  and 
not  the  middle  ear.     .\  swelling  of  the  mucosa  interferes  with 
the  free  passage  from  the  mastoid  to  the  middle  car.    Sufficient 
pus  finds  its  way  from  the  mastoid  to  slowly  fill  the  middle  ear 
and  cause  distension,  but  the  flow  is  not  sufficient   in  amount 
to  keep  the  opening  in  the  drum  patulous.  Hence  paracentesis, 
no  matter  how  free  or  how  often,  fails  to  establish  the  neces- 
sary drainage  for  any  length  of  time.     In  such  a  case  the  mas- 
toid frequentiv  presents  none  of  the  typical  symptoms  of  tiiat 
disease,  but  should  its  cortex  be  opened  it  would  be  found  to  be 
in  an  active  state  of  inflammation  and  filled  with  free  pus.    This 
i-i  a  type  of  case  which  eventually  bursts  itself  through  the  cor- 
te.x.     When   Several   paracenteses  have   failed   to  overcome   an 
aural  complication  and  the  drum  membrane  shows  signs  of  over- 
distension from  any  cause,  the  mastoi<l  operation  is  seriously  to 
be  considered   regardless  of  whether   temperature,   tenderness, 
edema,  swelling  of  the  posterior  walls  of  the  canal,  etc.,  are 
present  or  ab.>ient.     \\  hen  typical  symptoms  of  mastoidities  are 
present,  the  mastoid  operation  should  promptly  be  performe<l. 
Ice  bags  or  other  meth<Kl«-  of  applying  cold  are  contra-indicatcl 
if  there  i^  edema  over  the  mastoid  process,  marked  indications 
iiplications  in  the  heart,  joints,  pleurae,  kidneys. 
etc..  or  11  tlic  temperature  remains  elevated  to  a  dangerous  ile- 
trrce  in  spite  of  free  paracentesi.s. 

.Vipple  perforations  require  prompt  and  vigorous  treatment 
from  the  first.  The  ordinary  incision  frequently  fails  to  relieve 
the  condition  regardless  of  the  number  of  attempts  in  that  direc- 
tion. 

The  writer  has  occasionally  had  excellent  results  from   tw. 
incisions  at  right  angles  to  each  other  with  the  apex  of  the  nip- 
ple as  the  center  of  the  incisions.    This  double  incision  is  much 
lore  apt  to  remain  open  than  a  single  one.     I  am  more  and 
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iiKnc  iiK-linecl,  liowcvtr,  to  open  tlic  mastoid  whenever  a  large 
nipple  perforation  persists  for  any  length  of  time,  together  with 
an  over-active  discharge  which  does  not  respond  to  less  radical 
treatment.  This  is  by  all  means  the  safest  procedure  and  one 
which  produces  the  most  excellent  results.  The  tension  on  the 
drum  membrane  quickly  subsides,  the  middle  ear  becomes  dry 
in  a  short  period  of  time,  and  the  hearing  apparatus  is  saved 
from  a  very  possible  impaired  function. 

Whenever  the  middle  ear  is  suspected  of  being  the  primary 
source  of  infection  in  complications  of  a  serious  nature  and  free 
paracentesis  has  failed  to  control  the  aural  inflammation,  the 
mastoid  should  be  opened  at  once.  This  is  particularly  true  if 
a  temporary  relief  is  obtained  from  paracentesis. 

In  this  respect,  I  believe,  wc  are  justified  in  opening  the  mas- 
toid with  a  more  meager  collectioji  of  symptoms  at  hand  than 
in  any  other  situation  with  which  we  have  to  deal. 

Up  to  the  present  time  we  have  had  but  two  methods  oi  Heal- 
ing aural  complications — hot  irrigations  and  paracentesis  of  the 
drum  membrane.  Both  methods  have  often  proved  inadequate 
and  have  resulted  in  thousands  of  cases  of  impaired  hearing,  if 
not  actual  loss  of  life.  So  far  as  I  know,  there  is  but  one  other 
method  at  our  disposal.  The  mastoid  operation  in  the  hands  of  a 
skillful  aurist  is  comparatively  a  simple  matter  and  one  which 
will  speedily  and  safely  overcome  most  aural  complications  if 
performed  within  a  reasonable  length  of  time.  As  soon  as  drain- 
age has  been  established  through  the  mastoid  wound,  the  deli- 
cate hearing  apparatus  of  the  middle  ear  is  largely  relieved  of 
the  strain  in  every  way  and  soon  returns  to  its  normal  condition. 
.Ml  possibility  of  septic  absorption  from  both  middle  car  and 
mastoid  is  removed  and  this  danger  to  the  patient's  life,  or  well- 
being,  is  also  eliminated.  If  one  is  to  err  at  all  in  the  matter  oi 
performing  a  doubtful  mastoid  operation,  by  all  means  let  it  be 
tin  the  side  of  safety.  To  open  a  normal  mastoid  is  no  great  error 
but  to  fail  to  open  one  which  is  diseased  may  easily  result  in  the 
Kiss  of  the  patient's  life. 

The  time  is  not  far  distant  when  draining  an  abscess  cavity 
through  a  pin-hole  perforation,  in  an  important  structure,  will 
be  considered  poor  aural  surgery. 
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THE  ETIOLOGY.  DIAGNOSIS  AND  TREATMENT  OF  THE 
AURAL  COMPLICATIONS  OF  THE  EXANTHEMATA.* 

Dr.  Stanton  A.  Fkikdbkrg,  Chicago. 

\  statement  found  in  practically  all  of  the  text-books  on  otology 
ami  upon  which  peculiar  emphasis  is  laid,  is  the  rapidity  with 
which  tissue  destruction  and  profound  changes  in  the  hearing 
faculty  occurs  in  certain  of  the  exanthemata.  We  read  also  that 
a  fairlv  large  percentage  of  the  chronic  suppurative  conditions  in 
the  car  may  be  traced  to  some  antecedent  infectious  disease  as 
their  starting  point. 

IJy  reason  of  this  teaching  which  has  been  handed  down  from 
generation  to  generation  many  otologists  have  a  feeling  of  appre- 
hension when  called  upon  to  treat  the  ear  in  these  diseases.  That 
this  is  justified  is  in  a  measure  tnie.  The  reason  for  it  is  that  in 
private  practice  the  attending  physician  is  usually  too  willing  to 
trust  to  nature  to  overcome  the  aural  complications  and  the  otol- 
ogist does  not  sec  the  case  until  the  process  is  well  established  or 
serious  extension  has  occurred.  In  other  instances,  patients  are 
not  seen  luitil  a  later  period  when  they  api)ear  at  the  oftice  or  clinic 
for  relief  of  a  chronic  running  ear. 

As  a  matter  of  fact  comparatively  few  of  these  cases  are  seen 
l»v  the  aural  surgeon  in  the  acute  stage  except  in  contagious  hos- 
pit.iK  l^vin  in  these  institutions  a  spirit  of  diffidence  or  care- 
lessness is  apt  to  a|)pear  at  times  and  a  routine  course  of  cleaning 
the  ears  more  or  less  thoroughly  at  irregular  intervals  is  pursued  by 
some  one  with  little  or  no  training  or  knowledge  in  this  par- 
ticular line  of  work.  If  these  cases  were  properly  treated  from 
the  l>eginning  there  would  be  less  serious  complications  and  fewer 
chronic  suppurative  conditions  would  result.  However,  it  is  ad- 
mitted that  a  certain  proportion  will  result  unfavorably  no  matter 
how  skillfully  the  treatment  is  administered. 

In  considering  the  etiology  of  the  aural  complications  arising 
during  the  course  of  the  exanthemata  it  may  be  broadly  stated  that 
their  number  and  severity  will  depend  upon  the  class  of  patients 
and  the  character  of  the  epidemic.  Other  factors  that  must  be 
taken  in  the  light  of  predisposing  and  contributing  causes  are  the 
age.  climate  and  season,  the  physical  condition  of  the  patient,  the 
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condition  of  the  upper  respiratory  tract,  the  specific  infective  dis- 
ease, cross  infections  and  systemic  complications. 

Unfortunately  we  arc  still  in  the  dark  as  to  the  exact  causative 
agent  of  the  various  eruptive  diseases.  The  bacteriological  find- 
ings will  vary  according  to  the  time  in  which  cultures  are  made. 
Late  cultures  will  usually  show  a  mixed  infection.  In  a  consider- 
able number  of  scarlct-fevcr  patients  at  the  Durand  Hospital  for 
Infectious  Diseases,  Chicago,  early  bacteriological  examinations  of 
secretions  from  the  ear,  nose  and  throat  showed  almost  invariably 
a  hemolytic  streptococcus  with  occasionally  the  streptococcus  viri- 
dans. 

Age:  Inasmuch  as  the  exanthemata  occur  chiefly  in  childhood 
we  naturally  find  the  greatest  number  of  aural  complications  occur- 
ing  up  to  the  age  of  12.  On  account  of  the  anatomical  character- 
istics of  the  Eustachian  tube,  infants  and  very  young  children  are 
more  apt  to  be  affected.  The  infection  also  seems  to  pursue  a 
more  chronic  course.  In  adults  the  percentage  of  suppurative  in- 
volvement is  very  small.  We  find,  however,  that  many  will  show 
evidences  of  a  catarrhal  otitis  to  a  greater  or  lesser  degree. 

Climate  and  season :  In  the  colder  months  there  is  more  liability 
to  severer  infection  of  the  upper  respiratory  tract  with  a  conse- 
quent greater  possibility  for  aural  extension. 

Physical  condition  of  the  patient:  In  hospital  practice  most  of 
the  cases  come  from  the  poorer  and  over-crowded  districts.  As  a 
result  of  their  environment  these  patients  show  the  eflfects  of  mal- 
nutrition and  other  evils  of  their  unhygienic  mode  of  living  even 
before  the  contagious  diseases  appear.  We  have  usually  a  severer 
type  of  disease  with  a  larger  number  of  aural  infections  in  these 
patients,  on  account  of  their  lowered  physical  resistance.  Many 
of  them  do  not  enter  the  hospital  until  relatively  late  in  the  disease, 
and  they  show  the  effects  of  neglect  of  the  primarj'  condition  as 
well  as  the  complications. 

Conditions  of  the  upper  respiratory  tract:  This  is  practically 
the  most  important  factor  in  the  causation  and  the  chronicity  of 
the  infection  of  the  ear.  In  the  majority  of  cases,  especially  of 
scarlet  fever,  the  initial  complaint  is  that  of  sore  throat.  We  may 
have  a  coincident  involvement  of  the  nose  and  naso-phary  nx,  or 
what  is  more  common,  an  extension  of  the  infection  to  these  parts 
after  a  short  time.  Of  the  children  we  have  treated  at  the  Du- 
rand Hospital,  it  is  rare  to  find  one  who  has  had  any  attention  given 
to  the  tonsils  and  adenoids.  As  a  result  we  find  usually  an  infec- 
tion of  the  post-nasal  tissues  accompanied  by  what  may  be  desig- 
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nated  for  lack  of  a  finer  diagnosis,  as  a  purulent  rhinitis.  Exten- 
sion readily  lakes  place  to  the  middle  ear.  In  all  cases  in  children 
where  the  discharge  from  the  ear  has  continued,  we  have  had  a 
persistent  post-nasal  infection.  If  provision  could  be  made  for 
the  removal  of  the  adenoids  before  the  patient  is  ready  to  be  dis- 
charged, I  am  confident  that  we  would  meet  with  fewer  cases  of 
chronic  supimration  which  could  be  attributed  to  the  exanthemata. 
From  the  same  standpoint  another  phase  to  be  considered  is  that 
of  reinfection.  Cases  which  have  been  discharged  as  cured,  under 
the  influence  of  subse<iuent  nasal  or  post-nasal  infections,  may 
easily  acquire  a  reinfection  of  the  ears. 

The  specific  exanlhem:  .According  to  different  observers  the 
percentage  of  aural  infections  varies  within  relatively  wide  limits. 
One  estimate  given  is  that  at  least  one-tliird  of  the  cases  of  scarlet 
fever  are  affected.  Acute  suppurative  otitis  media  is  regarded  as 
the  most  common  complication  of  scarlet  fever.  I  have  gone  over 
the  records  of  some  2tT  cases  of  scarlet  fever  treated  at  the  Du- 
raud  Hospital  during  the  past  year,  and  find  that  thirty-five  or  a 
little  over  14  per  cent  had  suppurative  otitis  media.  In  eighteen 
cases  the  condition  was  bilateral,  and  in  seventeen  unilateral.  One- 
third  of  the  total  numljer  had  discharging  cars  on  admission.  Dr. 
K.  K.  Armstrong,  of  the  Contagious  Department  of  Cook  County 
Hosjiital,  kindly  reviewed  the  records  of  100  patients,  and  found 
.1  total  of  2;j  per  cent  with  suppurative  otitis.  This  illustrates  the 
variability  of  the  statistics  in  this  disease.  A  condition  not  em- 
phasi/e<l  enough  is  the  catarrhal  otitis  media  in  .scarlet  fever. 
.\n  almost  equal  number  of  patients  were  found  to  have  some 
aural  complaint  such  as  fulness,  tinnitus,  pain  or  aching  or  impair- 
ment of  hearing.  The  mcmbranac  tympani  were  congested  to  vary- 
ing degrees,  or  were  lusterless  and  retracted.  In  several  there  was 
an  exudate  in  the  cavum  tympani,  which  ui>on  evacuation  was 
-.ero-sanguinolent  and  jwrsisted  only  for  a  short  time.  Mastoiditis 
is  not  regarded  as  common  in  scarlet  fever.  There  is  not  much 
doubt,  however,  that  a  large  number  of  the  cases  which  pursue  a 
chronic  course  would  be  found,  if  operated  ujxmi,  to  have  in- 
volvement of  the  l>ony  structure. 

In  measles,  the  ordinary  complications  are  of  the  suppurative 
and  catarrhal  types.  The  aural  involvement  usually  occurs  early 
in  the  disease.  The  frequency  of  suppurative  conditions  may  be 
a>  high  as  2."i  \t€r  cent  of  the  cases.  an<l  an  cxu<latc,  either  serous 
or  purulent  is  thought  to  be  present  in  at  least  7.*i  per  cent.  Mas- 
toiditis is  much  more  common  than  in  scarlet  fever. 
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So  much  for  the  clinical  side.  When  we  come  to  review  the 
post-mortem  findings  in  fatal  cases  of  measles  and  scarlet  fever 
we  find  that  in  the  former,  evidence  of  purulent  inflammation  is 
found  in  the  middle  ear  in  90  per  cent  of  the  cases.  In  scarlet 
fever  the  proportion  showing  changes  in  the  middle  ear  and  mas- 
toid cells  is  fully  as  large.  This  has  led  Borden  to  offer  the  sug- 
gestion that  we  have  in  the  middle  ear  a  focal  point  for  the  dis- 
semination of  infection.  This  is  exclusive  of  cases  of  lateral  sinus 
invohemcnt.  I  believe  this  to  be  true  with  limitations.  However, 
in  young  children  dying  of  other  causes  than  infectious  diseases, 
it  is  quite  common  to  find  pus  in  the  middle-ear  cavity.  We  know, 
too,  that  even  with  apparently  normal  ears  we  may  have  serious 
complications  so  that  it  is  a  matter  of  extreme  difficulty  to  decide 
how  much  one  particular  part  is  responsible  for  the  systematic  in- 
volvement. 

Cross  infections:  In  patients  where  two  or  more  of  the  infec- 
tious diseases  are  present,  or  follow,  the  percentage  of  aural  in- 
volvement rises  rapidly.  It  is  estimated  that  over  50  per  cent  of 
these  patients  will  have  ear  complications.  When  diphtheria  and 
scarlet  are  associated,  suppurative  otitis  is  very  common. 

Systemic  complications:  When  nephritis  is  a  complication  it  has 
seemed  to  me  that  the  otitis  runs  a  longer  course  and  does  not 
yield  as  readily  to  treatment  as  in  other  cases  until  the  irritation 
of  the  kidneys  subsides.  Suppuration  of  other  parts  as  from  a 
cervical  adenitis  or  arthritis  also  seems  to  delay  healing,  probably 
on  account  of  its  exhaustive  effect  upon  the  general  constitution. 
As  was  stated  above,  the  frequency  and  severity  of  the  ear  com- 
plications will  depend,  to  a  great  extent,  upon  the  character  of  the 
epidemic.  It  is  in  the  septic  or  malignant  types  of  scarlet  fever 
and  measles  that  we  find  the  most  frequent  involvement  of  the 
ears  with  serious  complications  and  permanent  structural  dam- 
age. In  ordinary  cases  the  severity  of  the  infection  will  not  differ 
from  that  which  we  find  produced  by  other  causes.  We  have  pain, 
temperature,  tympanic  congestion,  distension  of  the  drum  mem- 
brane and  improvement  of  hearing.  The  distension  will  be  relieved 
either  by  spontaneous  perforation  or  incision  and  the  discharge, 
usually  sero-sanguinolent,  will  become  purulent  within  thirty-six 
hours.  In  other  instances  the  discharge  may  be  punilent  from  the 
beginning.  Usually  there  will  be  a  subsidence  of  symptoms  after 
drainage  is  established  but  severe  otalgia  may  persist  for  a  number 
of  days. 

When  the  progress  of  the  case  is  satisfactory  the  discharge  will 
last  from  one  to  three  weeks.     The  time  at  which  the  aural  symp- 
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tonis  appear  is  subject  to  many  variations.  In  general  it  will  be 
while  the  infective  condition  in  the  throat  is  at  its  height.  Ihe 
average  time  is  from  the  third  to  the  sixth  day.  In  severely  septic 
cases  ear  symptoms  may  make  their  appearance  withm  the  first 
twcnt>-fonr  hours.  In  these  early  cases  there  is  usually  a  marked 
involvement  of  the  canal,  which  may  be  completely  closed  by 
.welling.  These  cases  may  show  an  almost  co-incident  mvolve- 
ment  of  the  mastoid  process  or  an  extension  to  this  part  within  a 
>hart  time.  In  this  type  we  have  the  rapid  tissue  destruction.  In 
other  cases  the  middle-ear  inflammation  may  not  show  itself  un- 
til the  patient  is  convalescent.  I  have  seen  it  occur  as  late  as  the 
sixth  week. 

The  changes  produced  by  the  inflammatory  process  may  also 
vary.  We  see  cases  that  have  been  comparatively  mild  clinically 
leave  permanent  defects  upon  the  hearing  power.  Others  recover 
with  apparently  little  or  no  ill  results.  In  severe  forms  the  tym- 
panic membrane  and  ossicles  may  disappear.  Necrosis  of  the  mas- 
toid i)ortion  and  the  labyrinth  wall  takes  place.  \\'e  may  have 
>IX)ntaneous  hemorrhage  from  the  sinus  or  jugular  bulb,  or  sinus 
thrombosis  may  occur.  Drain  abscess,  meningitis  or  labyrinthitis 
may  result  from  the  extension  of  the  middle-ear  process.  Fortun- 
ately, these  more  serious  complications  are  not  common.  In  a  cer- 
tain number  of  patients  we  have  evidence  of  profound  deafness 
in  the  absence  of  any  great  amount  of  destruction  or  other  evi- 
dence of  labyrinth  or  meningeal  involvement.  The  only  explana- 
tion for  this  condition  may  be  found  in  attribming  it  to  that  of  a 
toxic  neuritis  involving  the  auditory  nerve. 

Diagnosis:  There  can  be  no  hard  and  fa>i  lun-  v-i.ilili;<lic<l. 
In  most  cases  we  arrive  at  our  conclusions  in  regard  to  the  aural 
condition  in  the  same  manner  as  in  the  ear  infections  from  other 
causes.  In  vcrj'  young  children  the  diagnosis  is  at  times  attended 
with  consiilcrable  difliculty.  Either  an  apathetic  condition  or  fret- 
fulness  of  varying  degree  may  give  one  an  indication  of  aural  in- 
volvement. The  examination  of  the  drum  membrane  will,  in  most 
instances,  reveal  the  trouble  although  it  is  a  well-known  fact  that 
an  otitis  may  be  present  without  a  definite  picture  of  inflammation 
of  the  tympanic  membrane  or  of  exudation  in  the  cavum  tympani. 
The  holding  of  the  hand  to  the  car  is  not  always  a  reliable  sign, 
and  in  most  cases  is  not  present.  Neither  is  the  cnlar<;cment  of 
the  subauricular  gland  to  be  depended  upon,  as  a  cervical  adenitis 
is  usually  present  from  the  accompanying  throat  infection.  Pain 
in  the  ear  is,  of  course,  a  warning  sign,  but  in  certain  instances 
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this  may  be  referred  from  a  cervical  adenitis,  the  throat  infection 
or  a  decayed  tooth.  Infants  or  young  children  may  give  no  signs 
of  pain,  the  discharge  from  the  ear  being  the  first  evidence  of 
trouble.  The  same  may  apply  to  older  children  who  are  quite  ill. 
The  temperature  and  pulse  offer  the  most  reliable  evidences  of  the 
otitic  change  Where  sufficient  drainage  is  established,  both  the 
pulse-rate  and  temperature  will  fall.  If  drainage  becomes  ob- 
structed we  will  have  a  rise  in  the  temperature.  If  fever  persists 
in  spite  of  free  drainage  one  must  look  for  complications.  When 
the  otitis  is  complicated  with  severe  infective  conditions  of  other 
parts,  as  for  instance,  cervical  adenitis,  arthritis,  nephritis  or  pneu- 
monia, our  difficulties  are  magnified.  Only  the  continuous  and 
careful  observation  of  our  patient  will  enable  us  to  come  to  any 
conclusion  as  to  the  preponderating  trouble. 

As  illustrating  the  complexity  of  some  of  these  cases,  I  recall  a 
patient  with  mastoiditis  and  a  severe  nephritis.  After  operation, 
progress  was  satisfactory  for  a  time,  but  soon  the  occurrence  of 
severe  pain  and  headache,  localized  to  the  affected  side,  chills  and 
irregular  temperature  caused  keen  anxiety  as  to  the  possibility  of 
cranial  complications.  In  this  instance  an  exacerbation  of  the 
acute  nephritis  was  found  to  be  at  the  bottom  of  the  trouble,  and 
as  this  lessened  in  intensity,  the  localizing  symptoms  abated  cor- 
respondingly. In  severely  sick  patients  where  the  prognosis  is 
doubtful  at  best,  one  hesitates  to  add  operative  dangers  unless  a 
reasonable  expectation  of  benefiting  the  patient  is  present.  How- 
ever, it  may  be  said  that  when  an  extension  of  the  suppurative 
condition  occurs,  even  though  the  patient  has  pneumonia  or  neph- 
ritis-, or  other  severe  complication,  one  should  not  hesitate  to  oper- 
ate in  spite  of  the  dangers  of  anesthesia,  surgical  shock,  etc.  The 
chief  danger  to  the  patient  is  in  delaying  the  operative  interference 
too  long. 

When  sinus  involvement  is  suspected  it  must  be  remembered 
that  the  blood  culture  loses  its  diagnostic  value  to  some  extent,  as 
there  is  a  definite  bacteria  in  scarlet  fever.  In  an  article  that  will 
appear  shortly  in  the  Journal  of  Infectious  Diseases,  Drs.  Henry 
and  Dick  will  show  that  blood-cultures  in  twenty  out  of  twenty- 
four  scarlet  fever  patients  gave  positive  results.  The  differential 
leucocyte  count  should  be  closely  watched.  Examination  of  the 
spinal  fluid  should  be  made  if  evidence  of  meningeal  irritation  is 
present.  When  mastoid  symptoms  are  indefinite,  x-ray  pictures 
should  be  taken  if  feasible.  A  suspicion  of  mastoid  involvement  is 
at  times  aroused  by  the  appearance  of  swelling  and  edema  over  the 
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mastoid  process  whicii  arises  iruni  iiiriamnuiiion  of  the  higher  cer- 
vical glands.  In  these  cases  a  iwint  of  valu?  is  that  the  swelling 
ii-ually  appears  below  the  tip  and  extends  upward.  It  differs  from 
the  usual  place  of  appearance  at  the  ujjper  portion  of  the  mastoid 
as  is  found  generally  in  children.  Tenderness  over  the  tip  may 
arise  from  the  same  cause. 

The  occurrence  of  a  facial  paralysis  in  the  course  of  a  severe 
otitis  accompanying  scarlet  fever  is  in  most  instances  an  indication 
for  opening  the  mastoid  process  and  providing  for  drainage  from 
the  middle  ear  through  the  antnim.  Delay  in  operating  may  mean 
a  great  deal  in-so-far  as  the  permanency  or  recovery  of  the 
paralysis  is  concerned. 

The  treatment  of  the  aural  complications  naturally  divides  it- 
self into  their  prevention  if  possible,  and  their  cure,  if  they  have 
already  made  their  appearance.  Under  prevention  we  must  try 
to  alleviate  the  accompanying  nasal  and  pharyngeal  conditions.  For 
the  latter  flushing  of  the  throat  with  very  mild  antiseptic  solutions 
is  of  value.  If  douching  is  employed  for  the  nose  it  should  be 
carried  out  very  carefully.  I  do  not  believe  it  is  to  be  recommended 
as  a  general  i>rocedure  in  children.  The  employment  of  bland  oils 
with  small  amounts  of  menthol  and  camphor  seems  to  afford 
-lime  relief.  For  the  removal  of  secretions  from  the  nose,  swab- 
bing with  cotton  applicatr>rs  is  of  value,  as  is  also  the  use  of  a 
suction  pump  in  young  patients.  \Vc  must  also  employ  measures 
to  minimize  as  much  as  possible  the  constitutional  disturbances. 
Attention  to  proper  elimination,  sponging  for  temperature,  the 
careful  regulation  of  the  diet  where  wc  have  a  nephritic  irritation, 
are  all  necessary  if  we  wish  to  prevent  or  influence  the  local  in- 
fection favorably. 

When  the  diagnosis  oi  an  involvmeiu  of  the  middle  ear  is  made, 
early  treatment  will  dei)cnd  ujron  the  conditions  present.  If  the 
membrane  is  congested  and  there  is  but  slight  evidence  of -an  ex- 
U(tate  present  in  the  cavum  fympani,  we  may  try  to  abort  the  otitis 
by  the  apj)lication  of  heat  externally  or  the  installation  of  a  5  to 
10  per  cent  solution  of  carbolic  acid  ii\  glycerin.  Irrigations  of  a 
hot  toric  acid  solution  often  .seem  to  l>c  of  value,  as  does  also  the 
application  of  moist  dressings.  Where  bulging  is  present,  incision 
.should  be  made.  If  the  middle-ear  condition  is  accompanied  by  a 
violent  inflammatory  condition  external  to  the  drum,  incision  should 
be  made  early.  As  a  general  rule,  the  earlier  a  free  incision  of 
the  drum  membrane  is  made  the  less  likely  one  is  to  have  large  per- 
forations and  pos.<«ible  destruction  of  the  drum  membrane.     Un- 
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fortunately,  in  a  certain  number  of  cases  severely  toxic  or  septic 
from  the  beginning,  it  is  imi)ossible  to  prevent  destruction  or  ex- 
tension in  si)ilc  of  anything  we  may  do. 

After  drainage  is  established,  it  is  important  that  it  be  main- 
tained. At  times  this  will  necessitate  oft-repeated  incisions  in 
the  membrane.  The  treatment  that  I  have  found  to  be  of  the 
most  value  consists  only  in  keeping  the  ear  as  clean  and  as  dry  as 
possible.  For  irrigation,  we  use  a  solution  of  boric  acid  or  normal 
salt.  After  the  ear  is  cleaned,  alcohol  in  various  strengths  may  be 
instilled  and  allowed  to  remain  for  a  few  moments.  The  ear  is 
then  carefully  dried  and  gauze  wicks  are  inserted.  These  wicks 
are  changed  as  often  as  they  become  saturated.  The  instructions 
to  the  nurses  are  very  firm  on  this  ijoint.  In  the  acute  stage  of 
the  disease  this  naturally  means  a  good  deal  of  work,  but  I  feel 
that  in  no  other  way  could  we  get  results. 

If  at  the  end  of  several  weeks  the  aural  discharge  gives  no  in- 
dication of  diminishing  in  amount  in  spite  of  the  most  careful  at- 
tention the  question  arises  as  to  what  should  be  the  ne.xt  step.  It 
is  true  that  we  may  continue  the  lixal  treatment  until  the  require- 
ments of  the  Health  Department  are  complied  with  in  regard  to 
the  length  of  time  patients  with  discharging  ears  are  compelled  to 
remain  in  the  hospital.  This  is  not  satisfactory  from  the  physical 
and  econcinic  standijoini  of  the  patient,  or  to  others  from  the  pos- 
sibility of  the  dissemination  of  infection  from  the  discharging  e.ir. 

In  these  cases  several  things  may  be  considered :  first,  the  use 
of  vaccines ;  second,  the  correction  of  conditions  in  the  upper  res- 
piratory tract  which  contribute  to  a  continuation  of  the  infection; 
third,  the  mastoid  operation  to  provide  for  lietter  drainage  from 
the  antrum  and  middle-ear  cavity. 

.\s  with  other  forms  of  treatment,  vaccine  therapy  will  have 
its  positive  as  well  as  negative  results.  Too  much  reliance  should 
not  be  placed  upon  it  alone.  It  has  seemed  to  me  from  its  use  in 
other  conditions  that  it  has  its  greatest  value  when  used  supple- 
mentar}'  to  operative  procedures.  In  the  absence  of  clinical  signs 
other  than  the  discharge,  we  must  depend  largely  upon  its  amount 
and  character  to  furnish  our  indications  for  operative  interfer- 
ence. As  a  rule,  if  the  discharge  is  persistent  and  of  a  mucoid  type. 
our  attention  will  be  drawn  to  the  nose  and  especially  to  the  naso- 
pharynx. If  the  discharge  remains  profuse  and  purulent  after  a 
number  of  weeks,  we  must  recognize  the  fact  that  the  cavum  tym- 
pani  alone  cannot  be  responsible  for  the  excessive  amount  of  pus. 
The  naso-pharynx  must  also  receive  the  required  attention  in  these 
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a>t>.  Init  in  general,  nothing  short  of  the  posterior  drainage  will 
-.uflicc  to  bring  alxmt  recovery. 

A  matter  ui»on  which  there  is  some  difference  of  opinion  is 
whether  it  is  advisable  or  wise  to  remove  the  adenoids  during  the 
convalescent  stage  of  the  infectious  disease.  I  think  that  this  de- 
pends largely  u{X)n  the  general  condition  of  the  patient.  If  the 
latter  is  satisfactory  and  a  clear  indication  for  operation  is  present, 
it  should  be  done.  Even  in  those  cases  which  have  recovered  from 
the  aural  infection,  the  removal  of  the  adenoids  is  to  be  recom- 
mended. 

The  treatment  for  the  more  serious  complications  does  not 
differ  from  that  pursued  in  cases  arising  independent  of  infectious 
diseases.  It  is  needless  to  say  that,  wherever  possible,  treatment 
should  not  be  neglected  from  the  standpoint  of  the  hearing  in  any 
of  the  cases,  catarrhal  or  suppurative,  after  recovery  from  the 
exanthem. 

In  conclusion  the  writer  wishes  to  emphasize  what  has  been 
stated  by  others  many  times.  1.  The  need  for  closer  co-operation 
l<etween  the  attending  physician  and  the  aurist  in  private  practice, 
v'.  The  necessity  of  competent  aural  surgeons  in  attendance  in  the 
Hospital  for  Contagious  Diseases.  3.  The  isolation  of  patients 
in  these  hospitals  at  least  up  to  the  period  of  convalescence,  lessen- 
ing the  liability  to  cross-infections.  4.  The  closest  attention  to 
patients,  including  routine  examination  of  the  ears  in  at  least  the 
younger  patients  and  careful  observation  and  treatment  when  symp- 
toms of  aural  extension  arise. 

104  South  Michigan  .^vetuie. 


Vaccination  Against  H«y-(ever.     '    i'li^^^         '  '■'  \pril 

'ir>,  iiui. 
Statistics  show  tiiat  active  inimuni/ation  with  pollen  vaccine  suc- 
ceeds and  that  the  immunity  l.nsts  at  least  for  a  year  after  treatment 
has  l)ecn  discontinued.     I'aticnts  with  marked  constitntinnal   dis- 
turbances, asthma  or  inherited  tendency  arc  most  benctit<  1 

liD. 


TWO  CASES  OF  LOSS  OF  CALORIC  VESTIBULAR  REACTION. 
WITH  OPERATIVE  FINDINGS.* 

Dr    KiiWAKD  Ijradford  Dench,  New  York  City. 

The  following  two  cases  arc  rather  interesting  as  showing  a 
sudden  ablation  in  caloric  reaction,  together  with  the  subse- 
quent labyrinthine  lindings: 

Case  1 :  A  woman,  lil  years  of  age,  presented  at  the  New  York 
Eye  and  Ear  Infirmary,  with  the  tollowing  symptoms:  There 
had  been  a  discharge  from  the  left  ear  at  intervals,  since  child- 
hood, with  great  impairment  of  hearing.  Two  weeks  before 
coming  to  the  clinic  the  patient  complained  of  severe  pain  in 
the  ear  with  rumbling  noises,  which  continued  up  to  the  time 
of  coming  under  observation.  The  patient  also  complained  of 
dizziness,  nausea  and  vomiting.  For  the  first  week  the  patient 
vomited  about  twice  daily,  but  during  the  last  week  this  had  dis- 
appeared. The  patient  was  unsteady  when  standing,  and  had 
a  tendency  to  fall  backward  and  to  the  left  side.  The  patient 
had  headache  at  the  onset  of  the  present  trouble.  The  right 
ear  had  been  negative,  as  far  as  the  patient's  history  was  con- 
cerned. 

An  examination  of  the  drum  membrane  showed  that  there 
had  been  some  previous  trouble  in  the  right  ear.  E.xamination 
of  the  left  ear  showed  the  canal  somewhat  narrowed,  a  slight 
purulent  discharge,  the  membrana  tympani  apparently  destroyed, 
and  the  normal  situation  of  the  membrana  tympani  occupied 
by  a  mass  of  granulation  tissues.  Slight  tenderness  anterior 
to  the  mastoid  tip. 

On  physical  examination  the  patient  appears  to  be  a  fairly- 
well  developed,  adult  female,  but  poorly  nourished.  There  is 
a  slight  spontaneous  nystagmus  on  looking  to  the  right.  The 
patient  is  unsteady  and  falls  backward  and  to  the  left  side, 
with  eyes  closed.  Gait  unsteadj-,  no  ataxic  symptoms  of  arms 
or  legs.  Face  normal.  Knee-jerks  active,  but  not  exaggerated. 
Babinski  sign  not  present.  Heart  and  lungs  negative.  The 
caloric  test,  on  admission,  showed  an  active  labyrinth  on  each 
side.  The  caloric  test  on  the  following  day  showed  no  reac- 
tion either  to  the  hot  or  cold  water  test  upon  the  left  side.    The 

•Read    at   the   Seventeenth   International    Medical   Congress.    Otoloerical 
Section,  L.ondon,  August,   1913. 
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caloric  test  on  the  right  side  was  normal.  The  patient  at  this 
time  falls  toward  the  right  when  walking  and  jumping,  and 
feels  dizzy. 

Owing  to  the  fact  that  the  caloric  reaction  had  changed  so 
rapidly  in  twenty-four  hours,  that  the  patient  was  extremely 
dizzy,  and  that  the  temperature  had  risen  from  i)'J.'i  degrees  to 
100.8  degrees  immediately  after  admission,  together  with  the 
-uddcn  loss  of  caloric  reaction,  the  patient  was  immediately 
placed  upon  the  operating  table.  The  ordinary  radical  operation 
was  first  performed.  A  fistula  was  found  in  the  horizontal 
-emi-circular  canal,  and  the  oval  window  was  found  open.  This 
apparently  explained  the  labyrinthine  sym|)toms.  Consequently, 
a  complete  labyrinthine  extirjjation  was  performed,  according 
to  the  Neumann  method — that  is,  by  a  free  exposure  of  the  dura 
in  the  middle  cranial  fossa  and  a  free  exposure  of  the  lateral 
-inus  posteriorly.  The  facial  ridge  was  then  lowered  to  its 
extreme  limit.  The  bony  structures  were  removed  in  Traut- 
mann's  triangle  and  the  labyrinth  entered  posteriorly,  in  the 
usual  way.  '1  his  drained  the  labyrinth  jiosteriorly.  Anteriorly, 
ilie  lip  of  bone  separating  the  oval  and  round  windows  was  re- 
moved, thus  draining  the  first  and  second  turns  of  the  cochlea. 
I'rec  drainage  being  established,  the  ordinary  meatal  flap  was 
formed,  the  posterior  wound  sutured,  and  the  wound  dressed 
in  the  ordinary  way.  This  patient  made  an  uneventful  recovery. 

Case  2:     Roy,  14  years  of  age,  was  admitted  to  m\-  J^ervicc  at 
the  Xcw  York   Kyc  and  Kar  I'nfirmary,  with  a  hi-tory  of  di.s- 
ii  II    ■        '111  the  right  car  months'  duration.    Twd  months 

after  the  appearance  of  thi.-,  discharge  he  came  to  tlic  clinic,  and 
two  months  sul)sequcntly  the  discharge  cca.sed.  Three  days 
iiefrtre  his  admission  to  the  hospital,  and  six  months  after  the 
nrst  appearance  of  the  discharge  the  patient  complainc<l  of  acute 
pain  in  the  right  car  and  over  the  sterno-mastoid  muscle.  There 
bad  been  no  discharge  from  the  right  car  during  the  present  at- 
tai  k  '  Ml  account  of  the  pain  the  patient  had  not  been  able  to 
-lec))  I'lr  three  nights.  The  patient  also  complained  of  headache 
iiid  dizziness.    Xo  symptoms  referable  to  the  left  ear. 

\  physical  examination  hhowed  granulation  tissue  in  the  wj\\\ 
tympanic  cavity,  springing  from  the  upper  and  posterior  quad- 
rant. I'pon  the  removal  of  this  granulation  tissue,  it  was  evi- 
dent that  the  car  had  been  the  scat  of  a  previous  chronic  sup- 
purative proce.<»».  There  was  a  cicatricial  membrane  covering 
the  tympanum  and  lying  at  a  lower  level  than  tlv        -      '    '"'nn 


lUi  i-i.  .i^ii        U)SS  OF  CALORIC  VESTIDULAR  REACTION. 

nicmhraiic.  Tliis  cicatricial  nicmljranc  was  reddened  and  some- 
what huiiring  posteriorly.  The  temperaturt^'.  at  the  time  of  the 
first  examination,  was  'J!).8  degrees. 

The  patient  seemed  seriously  ill  and  was  therefore  admittci 
to  the  hospital.  The  caloric  test,  made  at  the  time  of  the  patient's 
admission,  showed  that  both  labyrinths  were  active.  The  gran- 
ulation tissue  was  removed  from  the  right  tympanic  cavity  im- 
mediately upon  the  patient's  admission  to  the  hospital.  Follow- 
ing this  slight  operation,  the  temperature  began  to  rise  until 
in  twelve  hours  it  had  reached  104  degrees.  It  remained  prac- 
tically at  this  level  for  eight  hours. 

On  examining  the  patient  eight  hours  alter  the  operation,  I 
found  him  to  be  a  well-nourished  boy,  complaining  of  severe 
pain  in  the  right  side  of  the  neck,  and  crying  out  with  the  almost 
characteristic  meningeal  cry.  There  was  no  stiffness  of  the  neck, 
no  muscular  rigidity  in  any  part  of  the  body,  the  Babinski  and 
Kernig  signs  were  negative.  There  was  slight  nystagmus  to 
the  affected  side.  A  careful  caloric  test  showed  that  the  right 
labyrinth  was  absolutely  dead, — this,  in  contra-distinction  to  the 
examination  made  twenty-four  hours  before,  which  showed  an 
active  lal)yrinth  on  this  side. 

This  total  absence  of  caloric  reaction  of  the  right  labyrinth, 
together  with  the  restlessness  of  the  ])atient,  made  me  believe 
the  case  to  be  one  of  meningitis  following  a  labyrinth  suppura- 
tion, probably  excited  by  the  removal  of  the  granulation  tissue 
from  the  right  ear.  The  high  temperature,  however,  and  the 
absence  of  all  other  symptoms  of  meningitis, — such  as  the  ab- 
scence  of  the  Babinski  and  Kernig  signs,  the  clear  sensorium, — 
aside  from  the  restlessness  and  crying  out  of  the  patient,  in- 
duced me  to  make  a  guarded  diagnosis.  A  spinal  puncture*  at 
this  time  showed  that  the  cerebro-spinal  fluid  was  clear  and  was 
not  evacuated  under  pressure:  the  differential  count  of  the  fluid 
was  normal,  its  reaction  was  slightly  alkaline,  and  the  carbo- 
hydrate test  was  normal ;  the  globulin  test  was  also  negative. 
A  blood  culture  made  at  this  time  showed  after  eighteen  hours 
two  colonies  of  streptococci.  Three  or  four  hours  later  the 
plates  showed  two  or  three  more  colonies. 

It  was  evident,  therefore,  that  we  had  to  deal,  in  this  case,  with 
a  general  streptococcic  infection,  and  not  with  a  meningitis.  .\ 
radical  operation  was  performed,  and  neither  the  sinus  nor  dura 
was  exposed  at  the  time  of  the  operation.  There  was  no  fistula 
in  any  of  the  semi-circular  canals,  and  the  oval  and  round  win- 
dows were  closed. 
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<.)vvin>,'  t«>  the  negative  findings,  as  far  as  a  meningitis  of  laby- 
rinthine origin  was  concerned,  and  remembering  tlie  negative 
findings  of  tlic  cercbro-spinal  fluid — also  bearing  in  mind  the  high 
temperature  and  the  strei>tococcemia — I  decided  to  expose  the 
lateral  sinus.  The  sinus  lay  fully  one-half  inch  behind  the  limit 
of  the  radical  operation,  and  the  bone  separating  the  sinus  groove 
from  the  radical  cavity  was  hard  and  dense.  Nevertheless,  when 
the  sinus  groove  was  opened  there  was  an  escape  of  fetid  gas. 
The  sinus  was  found  collapsed  and  se])aratcd  from  the  posterior 
surface  of  the  i)etrous  pyramid  by  a  space  of  fully  three-eight'r.s 
iii  an  inch.  No  free  pus  was  present  in  this  space,  although  the 
>»inus  was  covered  with  an  exudate  of  coagulated  fibrin.  The 
>inus  was  rapidly  exposed  backward  toward  the  knee  and  down- 
ward to  just  above  the  bulb.  It  was  thrombosed  throughout 
tliis  entire  area.  The  internal  jugular  was  then  exi)osed  from  the 
level  of  the  omohyoid  muscle  to  the  l)ase  of  the  skull.  It  con- 
tained f.uid  bloCKl.  The  facial  vein  was  tied  off  between  two 
ligatures  at  its  juncticm  with  the  jugular.  Just  above  the  level 
of  the  facial  vein  the  internal  jugular  appeared  thickened  and 
white  in  color.  In  other  words,  it  seemed  to  be  occupie<l  by  a 
clot  at  this  level.  The  jugular  was  removed  from  just  above  the 
oniohvoiil  to  a  |>oint  just  below  the  base  of  the  skull.  The  neck 
wound  was  closed  in  the  usual  way. 

The  lateral  sinus  was  opened  at  a  point  midway  betwecii  tie 
knee  and  the  bnlb.  The  sinus  wall  was  very  much  thickened,  but 
after  the  lumen  of  the  vessel  had  been  entered  and  a  curette  in- 
troduced downward,  free  hentorrhage  occurred  from  below. 
Hemorrhage  was  controlled  in  this  direction  by  packing,  and  the 
torcular  end  of  the  sinus  was  curetted,  with  the  result  that  free 
hemorrhage  occurred.  This  hemorrhage  was  controlled  by  firm 
packing.  The  patient's  temperature  before  operation  was  105  de- 
grees. It  fell  within  the  next  twelve  hours  to  !)!».'^  degrees,  and 
the  following  day  it  di<l  not  rise  above  102.1  degrees.  .\t  noon 
the  next  day  it  was  101.2  degrees.  It  then  gradually  began  to 
rise,  and  at  midnight  on  the  second  day  after  the  operation,  it 
was  102. li  <legrces. 

At  this  time  the  patient  began  to  complain  of  some  pain  in  the 
right  side  The  physical  signs  showed  that  he  was  suffering 
from  either  a  beginning  pneumonia  or  from  pleurisy  with  effusion. 
The  fact  that  he  had  simple  crepitation  over  this  side,  did  not 
render  the  diagnosis  positive  at  this  stage.  Lutnbar  puncture 
,,  .-  .....I..  ...  ,h<-  tliird  d;i\-  ;if»cr  the  <)i)eration.    The  spinal  pnnc- 
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turc  showed  a  normal  ccrebro-spinal  fluid.  It  was  clear  in  ap- 
pearance, the  globulin  test  was  negative,  and  Fehling's  solution 
reduced.  The  cellular  count  was  negative  except  for  a  few  blood 
cells.  A  small  amount  of  albumin  was  present  in  the  cerebro- 
spinal fluid.  We  assumed,  therefore,  that  the  pafient  was  not 
suffering  from  meningitis,  but  that  the  rise  in  temperature  was 
entirely  due  to  the  chest  complication.  On  the  following  day, 
that  is,  the  fifth  day  after  the  first  operation,  the  patient's  tem- 
perature rose  at  noon  to  105.8  degrees.  A  lumbar  puncture  showed 
a  clear  fluid,  but  a  cultivation  of  the  fluid  the  following  day 
showed  long  chains  of  streptococci.  The  next  day  a  lumbar  punc- 
ture showed  that  albumin  was  present,  the  globulins  were  in  ex- 
cess, and  pus,  biood  and  streptococci  were  present  in  the  cerebro- 
spinal fluid,  thus  clearly  demonstrating  that  the  patient  had  a 
meningitis. 

The  patient  was  immediately  taken  to  the  operating  room,  and 
an  exenteration  of  the  labyrinth  performed,  according  to  the 
Neumann  method,  the  steps  of  the  operation  being  the  same  as 
those  detailed  in  the  previous  case.  In  this  case,  the  superior 
petrosal  sinus  crossed  the  field  of  operation,  but  was  exceedingly 
large,  and,  consequently,  it  was  impossible  to  open  the  cerebellar 
dura  at  the  internal  auditory  meatus,  as  advised  by  Neumann, 
in  these  cases.  The  entire  sinus  groove  was  filled  with  a  slough- 
ing sinus  wall.  The  bulb  was  then  thoroughly  exposed  and 
curetted,  and  the  patient  returned  to  bed. 

The  temperature  dropped  after  this  operation  to  102  degrees, 
l)ut  rose  in  eight  hours  to  10.3  degrees.  It  then  fell  to  101. S  de- 
grees and  the  patient  was  very  comfortable.  The  pulse  was 
good,  and  the  patient  simply  compfained  of  pain  in  the  chest. 
Suddenly  severe  dyspnea  developed,  the  patient  became  cyanotic 
and  he  died  within  half  an  hour  of  a  sudden  pulmonary  embolus. 

These  two  cases  are  of  interest  in  that  the}'  show  a  sudden  ab- 
lation of  labyrinthine  function — that  is.  the  labyrinth  tested  at 
intervals  of  twenty-four  hours  showed  a  complete  loss  of  caloric 
reaction.  This  seemed  sufficient  in  each  case  to  warrant  the  com- 
plete labyrinth  operation,  and  the  tindings  at  the  operation  clear- 
ly demonstrated  the  wisdom  of  such  a  procedure. 

The  complete  cure  in  the  lirst  case  was  evidently  due  to  prompt 
interference.  The  second  case  was  of  unusual  interest,  in  that 
we  had  to  do  with  a  sinus  thrombosis,  apparently  of  long  dura- 
tion, as  judged  by  the  operative  findings.  I  do  not  think  there  is 
any  question  but  that  the  sudden  involvement  of  the  labyrinth. 
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in  this  case,  was  secondary  to  the  jugular  thrombosis.  When  \vc 
bear  in  mind  the  close  relation  which  exists  between  the  aqueduc- 
tus  vestibuli,  tlic  acjueductus  cochleae  and  the  lateral  sinus,  it  is 
not  difficult  to  understand  why  a  thrombosis  of  the  I'teial  -iiuis 
would  cause  a  sudden  ablatiun  of  labyrinthine  function.  The 
acjueductus  cochleae,  as  we  know,  lies  just  above  the  jugular 
bulb.  The  aqueductus  vestibuli  occupies  the  posterior  surface 
of  the  petrous  portion  of  the  temporal  bone,  just  in  front  of  the 
descending:  portion  of  the  sigmoid  sinus.  It  seems  to  me  beyond 
question,  therefore,  in  the  second  case,  that' infection  of  the  laby- 
rinth occurred  secondarily  to  involvement  of  the  sinus,  and  that 
the  sudden  ablation  of  labyrinthine  function  was  dependent  upon 
the  sinus  thrombosis,  and  prompt  interference  in  this  second 
case  would  probably  have  been  followed  by  results  quite  as  sat- 
isfactory as  those  obtained  in  the  first  case,  had  not  pulmonary 
embolism  occurred  and  caused  a  fatal  termination. 
1"    T."-...   Tr;.-,v  third   Street. 


Hacking  After  Mastoid  Operation.  1  \\  i.iss.m.snn.  A',,  hcbd. 
dc  Liiryiii/ol.,  May  '.»,  i'Mi. 
The  author  compares  the  routine  method  of  packing  with  gauze 
after  a  mastoid  operation,  the  partial  closure  with  drain  and  the 
complete  closure  and  suture  after  the  operation,  and  shows,  from 
an  extensive  analysis  of  these  various  methods,  that  the  latter 
should  be  given  the  preference.  Scheppecrell. 


Involvement  of  Naso  Pharynx.     ^V    S    i;i<\\\i     .  h.  Mtui. 

.SVi.,  July.  I'.Ml.  p.  f.l. 
Uryant  designates  the  pharynx  .is  the  gateway  of  almost  all 
human  diseases  since  so  many  diseases  arc  primarily  air-borne. 
The  susce|)tibility  of  the  naso-jiharynx  is  due  to  man's  assumption 
of  the  upright  jiosition.  the  growth  and  development  of  the  brain 
and  the  "retrograde  metamor|)hosis  of  the  nose,  face  and  teeth." 

Ed. 


TERATOMA  OF  THE  PHARYNX.* 

l)k.  CiRTis  C.  EvKs,  Philadelphia. 

J.  K.,  a  male  child,  1  i  months  old,  apparently  well  formed  and 
well  nourished,  was  brought  to  the  nose  and  throat  dispensary  of 
the  I'ensylvania  Hospital,  September  9,  lyil,  ?jy  his  parents,  who 
ga\e  the  tollowing  history: 

\\  hen  the  child  was  3  weeks  old,  following  an  attack  of  vomit- 
ing, they  noticed  something  protruding  from  the  mouth.  The 
father  thinking  the  child  had  got  a  piece  of  cheese  in  its  mouth 
tried  to  pull  it  out  but  found  it  was  fast.  The  child  chewed  upon 
ilie  growth  for  a  few  minutes,  then  swallowed  with  difficult^'  a 
few  times  and  the  growth  disappeared.  Their  physician  assured 
them  that  there  was  nothing  in  the  child's  mouth  or  throat  and 
thought  they  must  have  mistaken  the  child's  tongue  for  a 
growth.  Two  weeks  later  the  mother  again  noticed  the  growth 
protruding  from  the  child's  mouth,  disappearing  in  a  few  min- 
utes as  before.  For  two  or  three  successive  days,  each  time  after 
taking  nourishment,  the  growth  was  noticed  after  the  child 
gagged  or  vomited.  .At  irregular  intervals  from  a  few  hours  to 
two  weeks,  the  child  had  vomited  up  the  growth,  chewed  at  it 
a  few  minutes  and  then  swallowed  it  out  of  sight.  Between 
the  times  the  growth  was  seen  the  child  suffered  no  discomfort, 
swallowing  and  breathing  normally.  The  parents  had  had  the 
child  examined  .several  times  by  different  physicians  and  each 
time  were  assured  that  it  was  the  child's  tongue  they  had  seen. 

Hxaiitination :  From  the  usual  examination  of  the  child's 
throat,  nothing  could  be  seen  in  the  mouth  or  throat.  The  child 
was  then  held  by  an  experienced  attendant,  the  mouth  was  kept 
open  with  a  mouth-gag,  gagging  was  induced  by  placing  the 
index  finger  in  the  child's  throat,  .\fter  two  or  three  attempts,  a 
finger-like  growth  came  up  into  the  throat,  doubled  upon  itself 
until  the  free  end  was  liberated.  Then  it  shot  forward  into  the 
mouth,  protruding  about  one-half  inch  beyond  the  lips.  It  was 
smooth,  pinkish  in  color,  and  seemed  about  the  size  and  shape  of 
the  child's  middle  finger.  The  attachment  was  by  a  pedicle  to 
the  right  side  of  the  posterior  wall  just  behind  the  upper  end  of 

•Presented  as  a  candidate's  thesis  to  the  twentieth  annual  meeting  of 
.American  I>arynKolojrical.  Rhinolo^ical  and  OtoloKical  Society.  Atlantic 
City.   .lune.    1!'14. 
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the  post-tonsillar  pillar.  When  the  gag  was  removed  the  child 
chewed  upon  the  growth  for  a  few  minutes  and  with  some  dif- 
liculty  swallowed  it  completely  out  of  sight,  the  pedicle  being 
entirely  hidden  behind  the  posterior  pillar  of  the  right  side,  the 
main  bcxly  of  the  growth  was  evidently  suspended  into  the 
child's  esophagus.  Two  days  later  the  growth  was  removed. 
Before  giNing  the  child  an  anesthetic,  the  mouth  was  held  open 
for  an  e.vaniination  of  the  throat  but  no  evidence  of  the  growth 
could  be  seen.  To  make  sure  of  getting  hold  of  the  growth,  the 
child  was  made  to  gag  it  up.  The  growth  came  into  the  throat 
and  shot  lorward  as  it  did  two  days  before.  The  end  was  caught 
by  a  hemostal.  When  the  growth  was  put  on  the  stretch  the 
pedicle  appeared  .so  small  that  it  was  excised  at  the  base  with 
curved  .scissor.*;,  without  an  anesthetic.  \'ery  little  bleeding  oc- 
curred. .\n  examination  of  the  throat  after  forty-eight  hours 
-liowed  only  a  small  white  area  about  the  size  of  a  i)in  head. 

The  laboratory  report  furnishetl  by  Dr.  Longcopc  is  as  fol- 
lows :  Total  length  of  specimens  5  cm. ;  length  of  the  skin  cov- 
ered part  •-».!»  cm. :  width  of  the  skin  covered  part,  widest,  1.1  cm. ; 
width  of  skin  covered  part,  narrowest,  1.3  mm.;  length  of  the 
mucous  nienil>rane  covered  part  l.o  cm.;  length  of  the  pedicle  6 
mm. ;  width  2  mm. 

The  skin  is  perfectly  white,  soft,  and  of  the  texture  of  the  child's 
neck.  It  «hows  downy  hair  projecting  fmm  the  follicles  at  about 
normal  intervals  for  .skin.  The  mucous  membrane  is  pale  pink 
aiul  very  smcK>th.  There  is  no  evidence  of  glands  in  gross  exam- 
ination. Definite  line  of  demarcation  like  that  at  the  child'*  lip. 
Peflicle  seems  to  have  large  vessel  in  it. 

M'uroscopical  examination:  Section  shows  skin  in  1h  ilnn. 
nonual,  fully  developed  and  supported  by  normal  subcutaneous 
connective  fi-^'-ti'-  Tl>i-  .ciiicr  '<\  ilu-  in:i>i»i  cmi^i'^i-  ■•!"  -iilnu- 
tancnus  fat 

niagnosis:      Teratoma  of  the  i)harynx. 

i'cratomata  are  niixed  tunjors  of  congenital  origin  formed  from 
the  three  germinal  layers  of  the  embryo.  The  exact  etiology  is 
not  definitely  determined.  They  arc,  as  Stengel'  says,  evidently 
due  to  some  congenital  niisdevelopment.  The  niost  widely  ac- 
cepted explanation  as  to  their  etiology  is  that  of  Wilms.'  His 
thctiry  if  that  these  tumors  arc  <lerived  from  the  blastomcrs  of 
the  developing  ovum,  whicli  are  supposed  to  become  displace<I 
.1  a  very  early  .<itagc  of  development.     .As  these  are  separated  at 
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a  time  when  differentiation  has  not  yet  taken  place,  it  may  be 
assumed  that  wherever  they  develop  they  may,  following  their 
inherent  developmental  power,  pr'.-ln'-<-  Mssue  containing  pro- 
ducts of  all  three  germinal  layers. 

In  pharyngeal  teratomata  the  embryonic  layers  arc  represented 
in  varying  proportions.  Sometimes  only  two  of  the  three  layers 
are  represented.  When  discovered  after  early  childhood  their 
structures  may  resemble  in  parts  fibroma,  sarcoma  or  carcinoma, 
with  no  other  evidence  of  malignancy.  They  do  not  tend  to 
recur  when  completely  removed,  neither  do  they  form  metastasis. 

Teratomata  are  among  the  rare  tumors  found  in  the  pharj'nx, 
yet  the  pharynx  is  one  of  the  most  frequent  locations  in  which 
growths  of  this  nature  are  found.  This  is  no  doubt  because  of 
the  development  of  the  pharynx  from  the  close  approximation  of 
the  germinal  layers. 


The  pliotosrapli  shows  the  growth  two-thirds  its  actual  size.  The'  de- 
pression In  the  lower  end  wa.s  made  by  grasping  it  witli  the  forceps 
when  it  was  removed. 

I  have  reviewed  the  literature  of  twelve  cases  of  teratomatous 
growths  in  the  region  of  the  pharynx,  under  the  names  of  tera- 
toma, dermoids  and  hairy  polyps.  Out  of  this  number,  ten 
had  attachments  to  the  soft  palate,  one  each  to  the  right  an- 
terior pillnr  and  right  tonsil,  and  one  to  the  posterior  pharyngeal 
wall.  Of  the  three  other  cases  which  have  been  reported,  namely, 
that  of  Serapin,'  Garel,*  and  Aberham,*  I  have  been  unable  to 
obtain  the  original  reports. 

The  liiniors  were  generally  pedunculated  and  accordingly  gave 
rise  only  to  symptoms  referable  to  obstruction  of  the  larj-nx  or 
pliarynx,  difficult  breathing  and  dysphagia,  according  to  the  size 
and  location  of  the  "niwtli. 
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The  ages  ot  discovery  raiii^cd  lioin  birili  tu  the  sixiy-sixth 
year,  the  i^Teater  nuniher  heins;  discovered  because  of  dyspnea 
at  birth. 

'  )tto,'  Clcrault/  Arnold,"  Legroux,"  Mauschc,'"  and  Kidd" 
reported  cases  in  which  it  was  necessary  to  remove  the  growth 
at  birth  or  within  a  few  days  after  for  the  rehef  of  dyspnea. 
Goscher's"  case  was  reported  in  1865.  Tlic  growth  was  found 
in  the  child's  nmuth  after  a  fit  of  vomitint;.  ten  days  after  birth. 
It  caused  no  symptoms  until  the  sixth  month  wlien  a  tumor  the 
size  of  a  hazelnut,  attached  by  a  pedicle,  was  removed  for  the 
relief  of  difficult  breathing  during  sleep.  This  case  presents  es- 
pecial interest  in  that  Goscher  reports  a  probable  recurrence, 
twelve  days  after  removal,  of  a  similar  growth  one-fourth  the 
original  size.  Otto,"  in  discussing  Goscher's  case  gives  a  very 
plausible  explanation.  He  says  it  was  probably  a  portion  of  the 
tirst  growth  left,  or  an  entirely  separate  growth  attached  near, 
which  was  not  detected  at  the  time  the  first  was  removed.  He 
thinks  recurrence  cannot  take  place  where  the  growth  has  been 
thoroughly  taken  out. 

I  ullerton"  reported  a  case  of  apparently  two  separate  tumors, 
the  larger  had  a  pedunculated  attachment  to  the  right  tonsil, 
the  second,  a  smaller  growth,  was  attached  just  below.  The 
microscopical  examination  of  the  larger  growth  showed  areas 
re>iembling  spindle-celi  sarcoma  and  fibroma. 

CotVm'*  reports  the  oldest  case,  occurring  in  a  woman  (J6  years 
"Id.  The  bas,'  of  the  growth  was  dissected  out  by  a  unique 
operation  together  with  the  posterior  layer  »)f  the  soft  palate. 
This  ca.se  showed  areas  resembling  carcinoma.  .Another  ca.sc 
reported  by  Cofiin,'"  giving  only  symptoms  of  na.sal  obstruction 
on  the  left  side  was  discovered  in  a  man  35  years  old.  The 
growth  was  attached  to  the  posterior  pharyngeal   wall. 

White"  removed  a  dermoid  tumor,  attached  to  the  soft  palate 
by  a  broad  base,  two  inches  long,  the  size  of  one's  finger,  from 
a  child  3  years  old,  which  only  gave  symptoms  of  difficulty  in 
swallowing  sf»lid  food. 

The  largest  tumor  was  i^,.  ..  ..il  by  Kidd    .  „  ,,,,i--  .  ,^,,i  a,,  ,,v^ 

long  and  six  niches  in  the  widest  part,  protruded  from  the  mouth 

. ,   I ,. . .  I, 

Aiiioid  r<]M,rie<l  a  luiiiiner  nt  ca.ses  in  which  mixed  tumors 
ucre  found  attached  in  the  region  of  the  ()harynx  in  ])rimnture 
dead-born  children. 
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i)<)>v\i>!ih'  >ii\>,  '  li  would  stem  tliat  these  cases  which  have 
been  observed  in  felal  life  were  extensive  in  character  and  did 
not  belonji;  especially  to  any  region  of  the  fauces,  but  really  in- 
volved quite  general  attachments.  The  existence  of  such 
growths  arc  frcqucnlly  associated  with  malformations  in  other 
parts  of  the  fetus  and  that  the  presence  of  such  a  growth  was 
the  probable  cause  of  death  in  the  uterus." 
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Tonsillitis  and  [Appendicitis.  L.  VerdelET,  Gaz.  hebd.  des  Set. 
Med.  de  Bordeaux,  April  I'J,  1914. 

Case  I :  W  Oman  of  :»()  years ;  no  previous  intestinal  trouble. 
Bilateral  acute  tonsillitis  followed  by  acute  abdominal  pain  intensi- 
fied at  McRurney's  point.  X'omiting.  tympanites,  constipation,  fever. 
Recovery  under  medicinal  treatment  for  appendicitis. 

Case  2 :  Woman  of  'l'>  years.  Acute  sore  throat  and  double  ton- 
sillitis. .\fter  six  days,  abdominal  pains  with  symptoms  of  appen- 
dicitis.   Improvement  and  then  recurrence :  operation.  Ed. 


ORBITAL  ABSCESS  WITH  OPTIC  NEURITIS  DUE  TO  ACUTE 
ETHMOIDITIS  IN  A  CHILD.     OPERATION.     RECOVERY.* 

Dk.  J.   II.  Glntzkr,  Xcw  York  City. 

The  extreme  rarity  of  optic  neuritis  due  to  acute  ctiunoiditis 
is  sufficient  reason  fur  the  report  of  tlic  following  case: 

Minnie  S..  .iLjcd  7  years,  a  normal  child  and  in  appaicnt  n  >'nl 
health,  cat.  i    .Manhattan  Eye,  Ear  and  Throat  Hosi)itaI 

to  Dr.  Ilci>l»uru  .-,  Eye  Clinic  on  -March  18,  I'Jl  L  She  hud  1i;m! 
no  n-ii-iit    iltiK  vx   until   till-  liL'Iit   c\  o  l)cc:iiiu-   swollen   two  days 

There  war>  well-marked  orlnlal  cellulitis,  the  upper  and  lower 
lid  swollen  with  tenderness  over  the  inner  margin  of  the  orbit, 
marked  exophthalmos  with  displacement  of  the  eyeball  down- 
ward and  outward,  <K-ular  motion  limited  above  and  internally. 
the  eye  dilated  outward.  Diplopia:  \'  20/200.  Conjunctival  blood 
vessels  injecte«I.  Funtlus  examination  showed  the  veins  enlarged. 
tortuous,  the  arteries  normal.  Disc-color=red ;  margin=blurred. 
Diagnosis:     Optic  neuriti*. 

The  patient  was  turne«l  over  to  my  nose  and  throat  service. 
and  admitted  to  the  ward.  On  the  same  afternoon  the  orbital 
abscess  was  incised  at  the  most  prominent  ]>ortioii  on  the  nasal 
side  beli>w  the  brow  in  order  to  relieve  the  ocular  pressure.  A 
few  drams  of  jms  escaped.  The  following  day  the  ethmoidal 
labyrinth  was  esentcrated  by  the  external  route.  Excepting  the 
sloughing  of  one  of  the  skin  sutures  the  recovery  was  uninter- 
rupteil.  Six  weeks  after  operation  the  eye-ground  has  entirely 
clcare«l  up  "itli   \  .  80/80, 

\l).>ut  two  years  ago  the  writer  re|)orted  and  |)resented  t<>  the 
Sction  an  identical  >;i-<-  In  .i  child,  with  the  s.-mu-  i:<«u\  results 
following  operation 

to  East  Forty-fir»t  Street. 

•ii.i.i.M  ..nd  pr«s«ntatlon  of  patifnt  at  «ho  in»p«ln«  of  th«  K«M:tk>n  on 
iMrynftngy  unH  nhlooloE-  '  "  "'  >  "'  '  ^  '.  i  '  "  "  tr.  »■... 
2T.   1*14. 


THE  USE  OF  VACCINES  IN  THE  TREATMENT  OF  CHRONIC 
DIPHTHERIA  CARRIERS.* 

Dr.  Arthur  I.  Weil,  New  Orleans. 

The  occasional  persistence  of  the  Klebs-I<oeffler  bacillus  in  the 
throats  and  noses  of  patients  for  weeks  and  sometimes  months 
after  their  complete  clinical  recovery,  has  been  a  source  of  annoy- 
ance and  concern  to  everyone  who  has  had  to  do  with  diphtheria 
patients.  The  necessity  for  complete  isolation  of  such  patients  as 
long  as  the  organisms  in  virulent  form  are  present,  self-evident 
though  it  is,  entails  a  serious  loss  of  time  and  inconvenience  to  the 
patient. 

This  is  true  not  only  of  those  carriers  who  have  just  recovered 
from  an  active  diphtheria,  but  likewise  of  that  other  class  in  whom, 
though  they  have  never  had  an  active  diphtheria,  nevertheless  either 
through  contact  with  diphtheria  patients  or  otherwise,  the  Klebs- 
Locffler  bacilli  are  present.  The  necessity  for  their  isolation  is 
just  as  great  and  the  presence  of  the  germ  is  just  as  persistent, 
even  more  so,  than  in  those  who  have  actually  suffered  from  the 
disease.  Needless  to  say,  they  are  more  dangerous  than  the  active 
case,  for  the  one  is  carefully  guarded  against,  the  other  not  at  all. 

To  shorten  the  period  of  enforced  isolation  of  both  classes  and 
to  hasten  the  disappearance  of  the  germs,  many  procedures  have 
been  recommended :  antiseptic  sprays  and  gargles  for  the  throat ; 
local  applications  to  the  tonsils,  esjpecially  deep  into  the  crypts; 
antitoxins;  extirpation  of  the  tonsils  and  adenoids;  endotoxins; 
vaccines  and  the  use  in  the  nose  and  throat  of  a  spray  of  a  living 
broth  culture  of  the  staphylococcus.  In  a  recent  article,  Albert^ 
has  summarized  these  several  methods  with  sufficient  reference 
to  the  literature.  Brief  mention  of  some  of  them  will  be  made 
later. 

Tt  is  the  eradication  of  the  diphtheria  bacilli  from  the  nose,  throat 
and  ears  of  both  classes  of  carriers  and  the  resultant  stamping  out 
of  a  diphtheria  epidemic  in  a  public  institution,  an  orphan  asylum, 
that  forms  the  basis  of  the  present  paper. 

.\fter  a  year  or  more  of  sporadic  outbreak  of  the  disease,  con- 
stantly recurring  in  spite  of  the  most  careful  isolation  of  the  diph- 
theria patients,  twenty-four  cases  finally  remained  in  the  isolation 
wards  of  the  Touro  Infirmary,  where  all  of  the  active  cases  had 

•Presented  as  a  candidate's  thesis  to  the  twentieth  annual  meeting  of 
the  American  L-aryngoloKical.  Rhinological  and  Otologlcal  Society,  Atlantic 
City   June,    1914. 
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been  treated.  Doctor  Wilson,  the  visiting  pediatrist  of  the  asylum, 
kindly  turned  these  cases  over  to  me  with  the  request  that  I  should 
attempt  to  free  them  from  diphtheria  bacilli  so  as  to  allow  of  their 
return  to  the  asylum. 

For  the  purpose  of  classification,  I  have  divided  the  patients  in- 
to three  groups :  1 .  Those  who,  having  had  an  active  diphtheria 
infection,  had  lx;en  clinically  entirely  well  for  a  period  of  two  weeks 
or  longer  but  in  whom  live  diphtheria  bacilli  were  still  found 
in  the  cultures.  The  period  during  which  a  positive  culture  had 
persisted  after  complete  clinical  recoverj-  varied  from  three  months 
to  something  over  two  weeks.  There  were  nine  children  in  this 
group  whom  I  have  called  "chronic  active  carriers." 

2.  Those  in  whom,  though  thcj-  had  never  had  an  active  diph- 
theria, the  cultures  showed  the  presence  of  the  diphtheria  bacilli. 
Since  they  never  had  diphtheria  and  the  presence  of  the  bacilli  was 
only  discovered  in  the  course  of  a  routine  cultural  test  of  all  the 
inmates  of  the  asylum,  it  is  impossible  to  know  just  how  long  they 
had  been  carriers.  It  is  fair  to  assume,  however,  since  the  epidemic 
had  persisted  for  a  year  or  more  in  spite  of  the  immediate  isola- 
tion of  any  true  case  of  diphtheria,  that  some  of  them  at  least  had 
l»ecn  carriers  for  a  long  time  and  had  been  the  means  of  infecting 
many  of  their  less  resistant  comrades.  There  were  twelve  chil- 
dren in  this  group  whom  I  have  called  "chronic  passive  carriers." 

3.  Those  who  had  an  active  diphtheria  infection  but  in  whom 
less  than  two  weeks  had  elapsed  from  the  time  of  their  complete  re- 
covery to  the  beginning  of  the  vaccine  treatment.  This  group  com- 
prises three  patients  whom  I  have  called  "active  carriers."  Since 
they  arc  not  chronic  carriers  they  do  not  properly  belong  in  this 
report,  but  I  have  included  them  because  I  thought  it  would  be  in- 
teresting to  show  whether  the  use  of  the  vaccines  had  shortened 
their  period  of  terminal  isolation.  ' 

.Vccdiess  to  say  that  this  grouping  and  nomenclature  is  entirely 
arbitrar)-.  There  is  no  definite  point  at  which  a  diphtheria  case 
a  chronic  carrier.  The  average  timp  in  my  experience  in 
ne  cultures  become  negative  is  about  a  week  after  tlie  j.a 
tient  is  clinically  well,  allowed  to  have  solid  food  and  Ik:  out  of 
bed.  I  have  taken  double  this  time  as  the  shortest  period  in  which 
a  case  might  be  called  a  chronic  carrier.  A  glance  at  the  detailed 
report  of  cases  will  show  that  only  Cases  2  and  8  approximate  this 
Kriod,  the  rest  U-ing  from  four  weeks  to  three  months.  As  for 
•  '"•  t'-rms  "chronir  ,i<  tlvr  rnrrirrs  '  .md  "chronic  passive  carriers," 
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they  are  only  used  to  differentiate  between  groups  1  and  2,  and 
are  not  siigjjcstcd  as  scientifically  accurate. 

It  was  a  question  at  the  outset  just  which  of  the  various  methods 
that  have  been  recommended  to  get  rid  of  the  germs  in  carriers 
gave  the  lx:st  promise  of  success.  The  use  of  local  antiseptic  ap- 
])lications  and  sprays  did  not  appear  rational  for  the  double  reason 
that  ( 1 )  the  antiseptic  would  necessarily  have  to  be  too  weak  to  be 
of  much  use,  and  (2)  they  would  not  reach  into  the  depths  of  the 
tonsil  and  adenoid  crypts,  nor  into  the  accessory  nasal  cavities. 
the  places  of  refuge,  1  believe,  of  the  bacilli  in  these  chronic  car- 
riers, whence  they  spread  to  the  superficial  mucous  membrane  and 
give  rise  to  positive  cultures. 

The  extiri)ation  of  the  tonsils  and  adenoids  seems  to  me  to  be  a 
dangerous  procedure  in  the  presence  of  the  living  Klebs-Loeflfler 
bacillus  and  I  know  of  two  cases,  though  they  did  not  occur  in 
my  own  practice,  in  which  tonsillectomy  in  carriers  was  followed 
by  a  very  severe  and  serious  diphtheria. 

The  local  use  of  antitoxin  in  the  throat  and  nose  or  its  use  by 
injection,  has  given  little  or  no  result.  It  might  be  well  to  em- 
phasize the  fact,  however,  that  by  no  means  is  the  use  of  vaccines 
or  any  of  the  other  methods  mentioned  intended  as  a  substitute  for 
the  use  of  antitoxin  in  the  cure  of  diphtheria.  The  great  value  of 
that  treatment  cannot  be  over-estimated  and  vaccines  are  used  only 
to  supplement  the  antitoxin  treatment  in  those  cases  where  the 
diphtheria  bacilli  persist  after  a  complete  clinical  cure  has  been 
effected. 

Concerning  the  use  of  the  staphylococcus  spray,  Catlin,  Scott 
and  Day,"  Lorenz  and  RavenaP  and  quite  a  number  of  others  re- 
port success  with  this  method  of  treatment.  Indeed  this,  though 
not  wholly  devoid  of  danger,  seems  to  be  the  most  promising  treat- 
ment outside  of  active  immunization  of  the  patients.  Those  who 
have  tried  it  report,  with  few  exceptions,  no  untoward  results  from 
its  use ;  but  Davis*  reports  a  case  of  acute  tonsillitis  following  the 
use  of  the  staphylococcus  spray.  Luckey.  quoted  by  Albert'  re- 
ports a  similar  case. 

A  more  rational  method,  it  would  seem  to  the  writer,  is  the  active 
immunization  of  the  patients  by  means  of  endotoxins  or  vaccines. 
If  by  this  means  the  production  of  antibodies  and  other  bodies  hos^ 
tile  to  the  growth  of  the  bacilli  can  be  increased  in  the  blood,  and 
if  the  blood  stream  can  be  brought  into  close  enough  contact  with 
the  living  bacilli,  their  increase  would  obviously  be  retarded  and 
eventually    they    would    be   destroyed.      Theoretically,    the   efficacy 
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of  tliis  method  of  treatment  depends  upon  how  much  effect  the  hos- 
tile blood  stream  within  the  tissues  would  exert  upon  the  living 
bacilli  upon  their  surface. 

Hewlett  and  Nankivell"  report  a  series  of  twenty-four  cases,  all 
of  which,  except  five  acute  cases,  were  chronic  carriers,  treated 
with  endotoxin.  They  report  success  in  thirteen  out  of  nineteen 
carriers,  and  think  they  noted  a  shortening  of  the  period  of  ter- 
minal isolation  in  the  acute  cases.  Even  in  those  chronic  cases 
where  the  bacilli  persisted,  they  noted  a  marked  decrease  in  the 
number  of  organisms. 

The  first  to  use  vaccines  for  the  cure  of  chronic  carriers  was 
Petrusshky.'  He  later  reports  seven  cases."  In  preparing  his 
vaccines  the  bacilli  were  killed  by  means  f)f  chloroform  vapor  in- 
stead of  heat,  and  since  his  vaccines  were  not  standardized  either 
by  Wright's  or  any  other  method,  the  dosage  in  number  of  dead 
bacilli  is  uncertain.  In  four  cases  of  active  diphtheria  he  reports 
good  results  in  that  the  throats  were  clear  of  bacilli  in  one  to  four 
weeks.  In  two  chronic  carriers  one  was  permanently  free  of  diph- 
liieria  bacilli  in  fifteen  months,  the  other,  which  showed  the  bacilli 
in  the  sputum  as  well  as  in  the  throat,  in  about  six  months.  A 
third  ca.sc  with  Klebs-LoefTler  bacillus  in  the  sputun".  on  account 
of  intense  reaction  and  pain  at  the  site  of  injection,  was  treated 
with  the  vaccine  in  an  ointment  rubl)ed  into  the  skin.  The  bacilli 
ilisapjK-ared  in  al)out  six  weeks.  He  also  recommends  the  active 
immunization  of  children  with  vaccines,  preferably  by  the  inimction 
methorl.  in  order  to  make  them  less  susceptible  to  diphtheria.  Of 
several  bimdn-d  cases  tlnw  treated  onlv  oiii-  lias  ((nif r.ictod  dipVi- 
theria. 

Hall  and  W  illiam.sf)n''  report  succes>  in  four  out  nf  six  cases 
treated  with  vaccines  in  increasing  doses,  from  T.">  million  to  1,000 
million.  Korbcs  and  N'ewsholme'"  used  vaccine  in  three  cases  of 
membranous  diphtheritic  rhinitis  of  long  standing,  in  one  of  which 
there  was  also  di|)htheritic  infection  of  the  ear.  Their  dosage  was 
from  10  million  to  I'M)  million.  -Mthough  the  membrane  disap- 
peared from  the  no.se,  the  bacilli  were  still  present  in  the  cultures 
but  in  smaller  numbers  than  liefore. 

In  my  cases  I  used  first  a  stock  vaccine  obtained  from  one  of  our 
manufacturing  pharmaceutical  houses.  The  initial  dose  was  in 
some  caM's  20  million,  in  some  10  million,  repeated  every  three  or 
four  days  in  increasing  numlicrs  until  a  maximum  dosage  of  400 
million  was  reached.  The  vaccine  was  administered  in  every  case 
by  subcutaneous  injection  into  the  iirm.     Six  doses  of  the  stock 
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vaccine  in  all  was  used  on  each  patient.  An  interval  of  twenty 
days  was  then  allowed  to  elapse  to  note  what  result  had  been  ob- 
tained. In  the  unsuccessful  cases  treatment  was  resumed,  this 
lime  with  a  vaccine  made  in  the  laboratory  of  the  Touro  Infirmary 
from  a  mixture  of  the  bacilli  secured  from  those  remaining  posi- 
tive cases  which  showed  the  greatest  number  of  bacilli.  The  dos- 
age of  this,  which  I  call  a  mixed  vaccine  in  contradistinction  to  the 
stock  vaccine  used  above,  was  begun  at  300  million  and  rapidly  in- 
creased to  1,400  million,  five  doses  in  all  of  this  mixed  vaccine  be-' 
ing  used.  The  method  of  preparing  both  vaccines  was  similar. 
After  isolation  and  the  growth  of  the  organisms  in  pure  culture, 
t!ie  bacilli  were  washed  from  the  blood-serum  pure  culture  with 
normal  salt  solution,  standardized  according  to  Wright's  method, 
killed  by  a  heat  of  55"  to  60"  C.  for  an  hour  in  a  water  bath,  tested 
for  sterility,  diluted  to  the  proper  strength  and  preserved  with  one- 
fourth  per  cent  trikresol  or  one-tenth  per  cent  carbolic  acid. 

The  local  reaction  at  point  of  injection,  though  sometimes  quite 
marked,  was  in  no  case  severe  enough  to  cause  any  inconvenience 
to  the  patient.  Several  of  the  patients  showed  no  reaction  what- 
ever throughout  the  entire  treatment.  A  systemic  reaction  as  evi- 
denced by  a  rise  in  temperature  did  not  appear.  One  patient,  Case 
12,  showed  a  rise  of  temperature  to  100.2*  four  hours  after  injec- 
tion of  the  initial  dose  of  40  million,  but  as  there  was  no  local  re- 
action at  that  time  and  no  increase  of  temperature  or  local  reac- 
tion following  the  second  dose  of  80  million,  it  would  seem  that 
the  slight  rise  of  temperature  after  the  initial  dose  was  merely  a 
coincidence.  There  was  no  apparent  relation  between  the  amount 
of  local  reaction  and  the  efificacy  of  the  treatment.  Some  of  the 
favorable  cases  showed  no  reaction  at  all,  while  some  of  the  most 
persistent  ones  gave  a  marked  reaction  throughout. 

One  of  the  patients,  Case  14,  developed  an  acute  follicular  ton- 
sillitis during  the  course  of  the  treatment.  The  cultures  made  from 
the  throat  at  this  time  showed  the  presence  of  the  staphylococcus 
ill  large  numbers  but  no  diphtheria  bacilli.  As  the  culture  made 
from  the  .throat  a  few  days  previous  was  also  free  of  diphtheria 
bacilli,  this  incident  throws  no  light  on  the  question  whether,  as  is 
maintained  by  some,  a  staphylococcus  sore  throat  tends  to  destroy 
the  diphtheria  bacilli.  It  is  on  this  theory  that  the  treatment  by 
staphylococcus  spray  is  founded. 

Of  the  twenty-four  cases,  three  cases — 4,  15,  and  20 — had  cron- 
ic  suppuratitive  otitis  media  with  the  bacilli  present  in  the  aural 
discharge.     A  culture  was  made  from  the  ear  each  time  it  was 
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made  from  the  throat,  and  the  bacilli  disappeared  practically  simul- 
taneously from  both  regions.  Case  20  had  the  organisms  present 
in  the  aural  discharge,  but  not  in  the  nose  or  throat.  Among  the 
chronic  passive  carriers,  five  or  six  had  a  chronic  nasal  discharge, 
though  in  no  case  was  there  a  membrane  present  in  the  nose  ex- 
cept in  Case  (5  of  Group  1,  which  had  a  nasal  membrane  and  very 
little  in  the  pharynx.  The  cultures  from  the  noses  as  well  as  from 
the  throats  of  these  patients  were  positive.  It  might  be  mentioned 
in  passing  that  in  all  of  the  cultural  tests  of  the  patients  compris- 
ing this  report  swabs  were  in  every  instance  taken  from  the  nose 
as  well  as  from  the  throat.  A  negative  culture  throughout  this  re- 
port means  that  both  the  nose  and  throat  were  negative. 

The  results  obtained  from  the  vaccine  treatment  although  in 
the  early  stages  of  the  experiment  somewhat  disappointing  were 
in  the  end,  I  think,  sufficiently  satisfactory  to  warrant  their  further 
trial  in  the  treatment  of  chronic  carriers.  In  discussing  the  re- 
sult of  treatment  the  three  cases  comprising  Group  3,  since  they 
are  not  chronic  carriers,  will  be  omitted  at  this  time,  but  will  be 
mentioned  separately  later. 

No  culture  was  taken  from  any  of  the  cases  until  several  days 
after  the  third  dose  of  vaccine,  IfiO  million,  had  been  administered, 
allowing  a  period  of  over  ten  days  for  the  vaccine  to  have  effect.  It 
will  be  seen  from  the  case-reports  that  six  cases — 1,  3,  9,  13,  18 
and  22 — showed  negative  cultures  at  that  time,  which  remained 
permanently  negative.  Of  these  cases  which  may  be  called  cures, 
the  first  three  had  been  chronic  active  carriers  for  respectively 
three,  four  and  seven  weeks,  and  the  last  three  passive  carriers 
for  an  uncertain  time.  The  objection  may  naturally  l>c  made  that 
these  results  are  not  conclusive  since  the  throats  might  have  be- 
come clear  of  bacilli  in  that  time  without  the  use  of  vaccines.  This 
argument  cannot  be  controverted  except  that  tlie  almost  uniform 
success  which  later  attended  the  use  of  larger  doses  of  vaccines  and 
the  diminution  of  the  number  of  organisms  in  the  cases  which  re- 
mained jHisitivc,  might  lead  us  to  believe  that  they  had  an  influence 
at  least  on  some  of  the  cases. 

At  the  time  of  this  first  trial  eight  others — Cases  2,  4,  o,  7,  8,  16, 
17  and  20— in  addition  to  the  six  mentioned  above  gave  a  negative 
culture.  This  led  us  to  expect  that  the  experiment  would  prove  a 
brilliant  success  and  that  the  cultures  of  all  would  soon  be  nega- 
tive. In  this  hope  we  were  disappointed,  for,  on  the  second,  third* 
or  fourth  trial,  all  of  them  again  showed  a  positive  culture.  A 
glance  at  the  case-reports  will  show  that  it  was  not  at  all  unusual 
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for  two  or  three  negative  cultures  to  be  followed  by  a  positive  or 
vice  zcrsa.  This  seeming  inconsistency  was  not  due  to  carelessness 
citlicr  in  taking  (he  swabs  or  examining  the  cultures.  The  swabs 
were  painstakingly  made  in  every  instance,  going  deeply  into  the 
tonsillar  cr>pts  or  rubbed  carefully  into  the  nasal  mucous  mem- 
brane and  ever}'  slide  was  thoroughly  examined.  Thanks  are  due 
to  Drs.  Duval  and  Langford,  the  pathologists,  and  to  Dr.  Mead- 
ows, the  i»athological  interne,  for  their  conscientious  assistance  in 
this  part  of  the  work.  This  alternation  of  positive  and  negative 
cultures  may  have  been  due  to  a  reinfection  of  the  negative  by  the 
positive  cases,  though  the  positive  ones  were  isolated  as  well  as 
possible  throughout  the  course  of  the  treatment.  It  can  be  ac- 
counted for  more  probably,  however,  by  the  possibility  of  the  few 
di])htheria  bacilli  in  the  culture  having  been  overlooked  in  spite  of 
the  carefulness  of  the  examination ;  for  it  was  noted  in  all  of  the 
cases  shortly  after  the  beginning  of  the  vaccine  treatment,  that  even 
when  the  diphtheria  bacilli  persisted  they  became  so  few  in  num- 
ber that  they  could  be  detected  only  after  a  rather  careful  search 
of  the  slide.  Previous  to  the  vaccine  treatment  many  of  the  cases 
showed  the  presence  of  the  bacilli  in  large  numbers,  sometimes  al- 
most in  pure  culture. 

On  account  of  this  tendency  to  recurrence  of  a  positive  culture 
after  several  negatives  it  was  deemed  advisable  not  to  discharge 
any  patient  as  cured  until  after  he  had  given  at  least  six  negative 
cultures  in  succession,  nor  was  the  vaccine  treatment  discontinued 
in  most  cases  until  the  occurrence  of  six  consecutive  negative  cul- 
tures. 

A  further  reference  to  the  case-report  will  show  that  six  more 
cases — Cases  8,  14,  17,  18,  20  and  21— all  of  them  except  the  first 
belonging  to  Group  2,  were  cured  at  the  close  of  the  first  period  of 
treatment :  that  is  the  treatment  with  the  stock  vaccines.  To  most 
of  these,  since  they  had  not  yet  shown  six  consecutive  negative  cul- 
tures, the  mixed  vaccines  were  later  given  in  order  to  insure  the 
permanency  of  the  cure. 

There  remained  then  nine  cases  in  which  the  diphtheria  bacilli 
still  persisted  on  May  2,  twenty  days  after  the  finish  of  the  first 
course  of  treatment :  that  is  treatment  with  the  stock  vaccines,  and 
a  maximum  dosage  of  -100  million.  This  was  six  weeks  after  the 
use  of  the  initial  dose  of  vaccine.  On  that  date  the  treatment  was 
resumed  in  tliese  remaining  cases  with  mixed  vaccine,  beginning 
with  300  million  and  repeated  every  three  or  four  days  until  a 
maximum  dose  of  1,400  million  was  reached,  i.  e..  five  doses  of  the 
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mixed  vaccines.  The  final  dose  was  given  on  May  20.  By  that 
time  all  but  five  gave  pennancntly  negative  cultures.  These  five 
gave  i)ositivc  cultures  on  one,  or  at  most,  two  more  trials,  after 
which  their  cultures  were  also  permanently  negative.  That  they 
have  remained  so  is  evidenced  by  the  fact  that  up  to  the  time  of 
the  present  writing,  a  period  over  five  months,  no  case  of  diph- 
theria has  developed  in  the  asylum  whither  these  patients  were  re- 
turned. .\  period  of  about  two  months  had  elapsed  from  the  be- 
ginning of  the  treatmi-nt  until  aM  of  the  patifiits  sjave  pt-rmanently 
negative  cultures. 

Of  the  three  active  cases  c<)in()rising  Group  o,  in  one  case  ten 
days,  and  in  the  other  two  about  one  month  elapsed  lietween  their 
complete  clinical  recovery  and  the  last  jKJsitive  culture.  Their 
I)eriod  of  terminal  isolation  accordingly  did  not  seem  to  be  dimin- 
ished. The  cases,  however,  are  too  few  to  allow  any  definite  con- 
clusion to  be  drawn. 

In  drawing  conclusions  as  to  the  value  of  the  vaccine  treatment 
in  the  twenty-one  chronic  carriers,  the  possibility  must  not  be  lost 
sight  of,  that  many,  if  not  all  of  them,  might  have  clearcfl  up  with- 
out the  use  of  vaccines.  In  view  of  the  fact,  however,  that  prac- 
tically all  of  the  cases  showed  a  marked  dimiinition  in  the  number 
of  bacilli  present  shortly  after  the  treatment  was  begun  and  that 
all  of  them  eventually  did  clear  up  with  the  larger  doses,  the  belief 
would  seem  to  be  justifietl  that  the  vaccines  are  of  some  value.  At 
any  rate,  it  has  Ik-cu  .shown  that  diphtheria  vaccines  in  large  doses 
can  l>e  used  without  the  slightest  inconvenience  to  the  patient,  and 
we  are  justified  at  least  in  recommending  their  further  trial  when- 
ever the  occasion  arises. 

From  our  experience  it  would  appear  that  large  doses  give  better 
results  than  small.  Whether  the  autogenous  vaccines  are  more 
useful  than  the  stock  is  a  matter  of  opinion.  In  our  experiment  we 
began  with  a  stiKk  vaccine  and  continued  with  a  mixed  vaccine  as 
desi-riberl  alxjve,  which  although  in  no  sense  autogenous  was  still 
somewhat  ditYerent  from  the  stock  vaccine. 

If  we  had  had  a  larger  number  of  cases  to  treat,  or  if  all  of  them 

had  l>een  chronic  carriers  for  a  |)eno<l  of  three  months  or  more  as 

them  were,  our  conclusions  would  have  been  more  val- 

'Fhis  is  a  subject  of  .such  general  interest  and  so  little  work  has 
l)cen  done  along  the  lines  indicated,  that  I  thought  it  might  be  worth 
while  to  get  an  expression  from  a  number  of  men  of  their  opinion 
IS  to  the  existence  of  chronic  carriers  and  the  efticacy  of  t'le  use 
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of  vaccines  in  general.  I  accordingly  sent  letters  to  one  hundred 
representative  ear,  nose  and  throat  specialists  throughout  the  coun- 
try asking  their  answers  to  these  questions.  Of  almost  sixty  an- 
swers received,  forty-three  believed  in  the  existence  of  chronic 
diphtheria  carriers,  one  did  not  and  four  were  uncertain.  Fifteen 
declined  to  express  an  opinion  on  account  of  lack  of  experience. 
Concerning  the  efficacy  of  vaccines,  thirty-one  believed  in  their 
usefulness,  twelve  were  uncertain  and  sixteen  had  not  sufficient  ex- 
perience to  express  an  opinion. 

Group  1 :  Patients  who,  having  had  diphtheria  had  been  clinic- 
ally entirely  well  for  a  period  of  two  weeks  or  longer  before  thf 
vaccine  treatment  was  commenced.  Called  "chronic  active  car- 
riers." 

Case  I :  G.  S.,  age  G  ;  female ;  admitted  February  20,  discharged 
May  5.  February  20,  admitted.  Active  faucial  diphtheria.  Cul- 
ture -f.  Febntary  21,  antitoxin,  10,000  units.  March  1,  clinical- 
ly well.  Since  then  a  carrier.  Culture,  -\-.  March  1  to  22,  culture 
positive  on  several  trials.  March  22,  stock  vaccine,  40  million. 
Culture,  -f-.  March  26,  stock  vaccine,  80  million.  March  2f», 
stock  vaccine,  IGO  million.  April  2,  culture  — .  April  3,  stock 
vaccine,  320  million.  April  8,  stock  vaccine,  400  million.  Cul- 
ture — .  April  12,  stock  vaccine,  400  million.  April  14,  since 
then  six  negative  cultures.    May  5.     Discharged.    Culture  —  . 

Case  3:  M.  S.,  age  12  ;  female ;  admitted  February  28,  discharged 
June  9.  February  28,  admitted.  Active  faucial  diphtheria.  Cul- 
ture -j-.  February  28,  antitoxin  10,000  units.  March  1,  antitoxin 
10,000  units.  March  4,  clinically  well.  Since  then  a  carrier.  Cul- 
ture -|-.  March  G  to  22,  culture  positive  on  several  trials.  March 
22,  .stock  vaccine  40  million.  Culture  +.  March  26,  stock  vaccine 
80  million.  March  29,  stock  vaccine  160  million.  April  3,  stock 
vaccine  320  million.  April  8,  stock  vaccine  400  million.  April  12, 
stock  vaccine  400  million.  Culture  — .  April  14,  culture  — . 
April  23,  culture  +.  May  1,  culture  — .  May  2,  mixed  vaccine 
300  million.  May  6,  mixed  vaccine  oOO  million.  Culture  -f.  May 
10,  mixed  vaccine  1,000  million.  May  12,  culture  -p.  May  15, 
mixed  vaccine  1,000  million.  May  16,  culture  — .  May  20,  mixed 
vaccine  1,400  million.  May  21,  culture  +.  May  25.  Since  then 
six  negative  cultures.    June  9.     Discharged.     Culture  — . 

Case  3 :  F.  K.,  female ;  age  15 ;  admitted  February  13.  discharged 
April  16.  February  13,  admitted.  Active  faucial  diphtheria.  Cul- 
ture +.  February  13,  antitoxin  15,000  units.  February-  14,  anti- 
toxin, 10,000  units.     February   15,  antitoxin  10,000  units.     Feb- 
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ruary     22,     clinically     well.       Since     then     a     carrier.  Cul- 

ture -f.  February  22  to  March  17,  culture  positive  on 
several  trials.  March  17,  stock  vaccine  20  million.  Culture  +• 
March  21,  stock  vaccine  80  million.  March  25,  stock  vaccine  160 
million.  March  28.  culture  — .  March  29,  stock  vaccine  320  mil- 
lion. Culture  — .  April  2,  culture  — .  April  10,  culture  — . 
April  12,  stock  vaccine  400  million.  Culture  — .  .April  14,  culture 
—  .     .\pril  10,  discharged.    Culture  —  . 

Case  4:  C.  G. ;  female;  age  10;  admitted  January  IS,  discharged 
June  3.  January  18,  admitted.  Faucial,  nasal  and  aural  diphtheria. 
Culture  -(■ .  January  25,  clinically  well.  Since  then  a  carrier.  Jan- 
uary 25  to  March  17,  culture  positive  on  frequent  trials.  March 
17,  stock  vaccine  20  million.  Culture  -{-.  March  21,  stock 
vaccine  80  million.  March  25,  stock  vaccine  IGO  million.  March  28 
culture  — .  March  29,  stock  vaccine  320  million.  March  30,  culture 
— .  April  2,  culture  — .  April  10,  culture  — .  April  12,  stock 
vaccine  400  million.  April  13,  culture  -f-.  April  23,  culture  +. 
May  1,  culture  — .  May  2,  mixed  vaccine  300  million.  May  C, 
mixed  vaccine  500  million.  Culture  -f.  May  8,  mixed  vaccine  1,000 
million.  May  12,  culture  — .  May  15,  mixed  vaccine  1,000  mil- 
lino.  May  l<i.  culture  — .  May  20,  mixed  vaccine  1.400  million, 
May  21,  culture  — .  May  25,  since  then  culture  negative  on  three 
trials.    June  3,  discharged.    Culture — . 

Case  .i :  B.  K. ;  female ;  age  (  ?) ;  admitted  January  23,  dis- 
charged June  7.  January  23,  admitted.  Practically  clinically  well 
at  the  time  of  .idmission.  Culture,  -f.  Has  been  a  carrier  since. 
January  23  to  March  17,  culture  positive  on  several  trials.  March 
17,  stock  vaccine  40  million.  Culture,  +.  March  21,  stock  vac- 
cine, 80  million.  March  25,  stock  vaccine,  IGO  million.  March  28, 
culture,  — .  March  29,  stock  vaccine,  320  million.  Culture,  —  , 
April  10,  culture,  — .  Ajjril  12,  stock  vaccine,  400  million.  Cul- 
ture, — .  .\i.ril  14,  culture,  -f.  April  23,  culture,  Mn\  1, 
cidture.  — .  May  2,  mixed  vaccine.  .300  million.  Culture,  --  . 
May  6,  mi.xed  vaccine,  500  million.  Culture,  -  .  May  10,  mixrd 
vaccine,  1.000  million.  May  12,  culture.  I.iy  15,  mixed  \  ■ 
cine.  1,000  million.  May  Ifl,  culture,  +.  .\iay  20,  mixed  vaccine, 
1,100  million.  May  21,  culture,  — .  May  25.  since  then  culture 
negative  on  six  trials.    June  7,  discharged.    Culture, 

Case  6:  A.  U. ;  female;  age  5;  admitted  Decemher  K.  1!>12,  dis- 
charged June  4.  1913.  December  17,  pharyngeal  and  nasal  diph- 
theria. Culture,  -f .  December  25,  clinically  well.  Since  then  a 
carrier.    CuUnn  December  25  to  March  22.  culture  positive 
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on  rei)eatecl  trials.  March  22,  stock  vaccine  40  million.  Culture, 
+.  March  2(),  stock  vaccine,  80  million.  March  29,  stock  vaccine, 
]f>0  million.  April  2,  culture,  -f-.  April  3,  stock  vaccine,  320  mil- 
lion. April  S,  stock  vaccine  400  million.  April  10,  culture  — 
April  12,  stock  vaccine,  400  million.  April  14,  culture,  -f .  April 
3;i,  culture,  — .  May  1,  culture,  — .  May  2,  mixed  vaccine,  300 
million.  May  fi,  mixed  vaccine,  .">0U  million.  Culture,  +.  May 
10,  mixed  vaccine,  1,000  million.  May  12,  culture,  —  .  May  15, 
mixed  vaccine  1.000  million.  Culture,  — .  May  20,  mixed  vaccine 
1.400  million.  May -i.".,  culture.  —  .  May  2!t,  culture,  — .  June 
4,  discharged.    Culture,  —  . 

Case  7:  A.  E. :  female;  age  (?»;  admitted  January  27,  dis- 
charged June  7.  January  27,  admitted.  Active  faucial  and  nasal 
diphtheria.  Culture,  -+-.  January  27,  antitoxin  10,000  units.  Feb- 
ruary 3,  clinically  well.  Since  then  a  carrier.  Culture,  4-.  Feb- 
ruary 3  to  March  17,  culture  positive  on  several  trials.  March  17, 
stock  vaccine,  20  million.  Culture,  +.  March  21,  stock  vaccine, 
80  million.  March  2.">,  stock  vaccine,  1(!0  million.  March  28,  stock 
vaccine,  320  million.  Culture,  —  .  March  30,  culture,  —  .  April  2, 
culture,  -+ .  April  '),  culture,  — .  April  10,  culture, — .  April  12 
stock  vaccine.  400  million.  April  14,  culture,  —  .  April  23,  culture, 
— .  April  2(i,  culture.  — .  April  28,  culture,  +.  May  2,  mixed 
vaccine,  300  million.  Culture,  -(-.  May  G,  mixed  vaccine,  500  mil- 
lion. Culture,  —  .  May  10,  mixed  vaccine,  1.000  million.  May  12, 
culture,  — .  May  lo,  mixed  vaccine,  1,000  million.  Culture,  +. 
May  20,  mixed  vaccine,  1,400  million.  Culture,  — .  May  21,  since 
then  culture  negative  on  six  trials.    June  7,  discharged.    Culture,  — . 

Case  S:  D.  H. -.  female;  age  (?);  admitted  February  24,  dis- 
charged May  17.  February  24,  admitted.  Faucial  diphtheria.  Cul- 
ture, -+-.  March  2,  clinically  well.  Since  then  a  carrier.  March 
2  to  March  17,  culture  positive  on  several  trials.  March  17,  stock 
vaccine,  20  million.  Culture,  -f .  March  21,  stock  vaccine,  80  mil- 
lion. March  25,  stock  vaccine,  160  million.  March  29,  stock  vaccine 
320  million.  Culture,  — .  March  30,  culture,  +.  April  3,  stock  vac- 
cine, 330  million.  Culture,  — .  April  6,  culture,  -f.  April  8,  stock 
vaccine,  400  million.  April  10,  culture,  — .  April  12 
stock  vaccine,  400  million.  April  14,  culture,  —  .  April  25,  cul- 
ture, — .  May  1,  culture,  — .  May  2,  mixed  vaccine,  300  million. 
Alay  G,  mixed  vaccine,  .500  million.  Culture,  — .  May  10,  mixed 
vaccine,  1,000  million.  May  12,  culture,  - — .  May  15,  mixed  vac- 
cine, 1,000  million.    May  17,  discharged.    Culture,  —  . 

Case  p:    H.  P. ;  female ;  age  17  :  admitted  Januan,-  30,  discharged 
April  17.    January  30,  admitted.    Faucial  diphtheria.     Culture,  -p. 


I 


WEII.  :       VACCINES  AND  mm  I  UIKIA   CARUIKKS.  815 

lanuary  30,  antitoxin  10,000  units.  February  2,  clinically  well. 
Since  then  a  carrier.  February  2  to  March  22.  culture  sometimes 
positive,  sometimes  negative  on  repeated  trials.  March  22,  stock 
vaccine,  40  million.  Culture.  +.  March  2C.,  stock  vaccine,  80  mil- 
lion. March  20,  stock  vaccine,  IGO  million.  April  :5.  stock  vac- 
cine. :!20  million.  Culture,  — .  April  8,  stock  vaccine,  400  mil- 
lion. Culture,  — .  -Xpril  12,  stock  vaccine,  400  million.  Culture. 
— .  April  II,  since  then  culture  negative  on  five  trials.  May  .">, 
dischargetl.    Culture,  — . 

Group  2:  Patients  who  never  had  an  active  diphtheria,  but  in 
whom  the  diphtheria  bacilli  were  found  in  the  course  of  a  routine 
cultural  test.  The  length  of  time  they  had  l)ccn  carriers  is  uncer- 
tain.   Called  "chronic  passive  carriers." 

Case  lo:  P.  M.;  female;  age  7;  admitted  .March  13,  discharged 
May  5.  March  13,  admitted.  A  carrier.  Culture,  -f.  March  22, 
stock  vaccine.  40  million.  Culture,  -(-.  March  2C>,  stock  vaccine, 
80  million.  March  2'i,  stock  vaccine.  IGO  million.  April  3,  stock 
vaccine,  320  million.  Culture,  — .  April  8,  stock  vaccine,  400  mil- 
'i(in.  April  10,  culture,  — .  April  12,  stock  vaccine,  400  million 
April  1 1,  since  then  culture  negative  on  seven  trials.  May  5,  dis- 
charged.   Culture,  — . 

Case  ii:  I.  G. ;  female;  age  12;  admitted  March  18.  discharged 
June  11.     March  18,  admitted.     A  carrier.     Culture,  +•     March 

22,  st<x-k  vaccine,  40  million.  Culture,  -|-.  March  2G,  stock  vac- 
.  ine,  80  million.  March  20,  stock  vaccine,  IGO  million.  April  3, 
stock  vaccine,  320  million.  Culture,  -+-.  April  8,  stock  vaccine 
400  million.  April  10,  culture,  — .  April  12,  stock  vaccine,  400 
million.  April  14,  cuhure,  +•  April  23,  culture.  +•  May  2, 
mixed  vaccine.  300  million.  Culture,  -}-•  May  ^\  mixed  vaccine, 
.')00  million.  Culture,  +.  May  10,  mixed  vaccine.  l.OOo  million. 
Culture,  — .     May  IJ,  mixed  vaccine,  1.000  million.     Culture,  -f-. 

lay  20.  mixed  vaccine,  1,400  million.  Culture,  — .  May  25,  cul- 
ture, -f-  May  20,  since  then  culture  negative  on  six  trials.  June 
1 1 .  discharged.    Culture,  —  . 

Case  Ii:  M.  K. ;  female ;  age  12  ;  admitted  March  18,  discharged 
June  11.  March  IS,  admitted.  A  carrier.  Culture,  -f .  March  22, 
stock  vaccine,  4o  million.  Temperature  reaction  to  100.2°  four 
hours  after  injection.  No  local  reaction  at  site  of  injection.  March 
2G.  stock  vaccine,  SO  million.  No  reaction,  local  or  general,  ^^a^ch 
20.  stock  vacrine.  IGO  million.  April  3,  stock  vaccine,  320  mil'i"" 
«  '  ! "i:  April  8,  stock  vaccine,  400  million.     Cultun 

.April  IJ,  ,tock  vaccine,  400  million.    April  14.  culture,  -f.     .\pril 

23.  culture.  4  .     Mav  2    mixed  v.i.iltir    .100  millj.-n      Culture,  
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May  a,  mixed  vaccine,  500  million.  Culture,  +.  May  12,  culture, 
— .  May  15,  mixed  vaccine,  1,000  million.  Culture,  +•  May 
20,  mixed  vaccine,  1,400  million.  Culture,  — .  May  21,  culture, 
— .  May  25,  culture,  +.  May  29,  since  then  culture  negative  on 
six  trials.    June  11,  discharged.    Culture,  — . 

Case  IS'-  L.  S. ;  female;  age  8;  admitted  March  13,  discharged 
June  11.  March  13,  admitted.  A  carrier.  Culture,  +.  March 
22,  stock  vaccine,  40  million.  Culture,  +.  March  2C,  stock  vac- 
cine, 80  million.  March  2'J,  stock  vaccine,  IGO  million.  April  2, 
stock  vaccine,  320  million.  Culture,  -)-•  April  8,  stock  vaccine,  400 
million.  April  12,  stock  vaccine,  400  million.  Culture,  — .  April 
14,  culture,  -{-.  April  23,  culture,  — .  May  2,  mixed  vaccine,  300 
million.  Culture,  +.  May  0,  mixed  vaccine,  500  million.  Culture, 
+.  May  10,  mixed  vaccine  1,000  million.  May  12,  culture,  — . 
May  15,  mixed  vaccine,  1,000  million.  Culture,  -|--  May  20, 
mixed  vaccine,  1,400  million.  May  21,  culture,  +.  May  25,  cul- 
ture, — .  May  29,  culture,  —  .  June  2,  culture,  -f-.  June  4,  since 
then  culture  negative  on  six  trials.    June  11,  discharged.    Culture, 

Case  14 :  N.  M. ;  female ;  age  11  ;  admitted  March  18,  discharged 
May  21.  March  18,  admitted.  A  carrier.  Culture,  -f.  March  22, 
stock  vaccine,  40  million.  March  26,  stock  vaccine,  80  million. 
March  29,  stock  vaccine,  ICO  million.  April  3,  stock  vaccine,  320 
million.  Culture,  +.  April  8,  stock  vaccine,  400  million.  April 
12,  stock  vaccine,  400  million.  Culture,  -f.  April  23,  culture,  +. 
May  2,  mixed  vaccine,  300  million.  Culture,  — .  May  6,  mixed 
vaccine,  500  million.  Developed  acute  follicular  tonsillitis  at  this 
time  lasting  three  of  four  days.  Culture,  — .  May  10,  mixed  vac- 
cine, 1,000  million.  Culture,  — .  May  15,  mixed  vaccine,  1,000 
million.  Culture,  — .  May  20,  mixed  vaccine,  1,400  million.  Cul- 
ture, —  .    May  21,  discharged.    Culture,  — . 

Case  15 :  A.  W. ;  female ;  age  11 ;  admitted  March  18,  discharged 
May  5.  March  18,  admitted.  A  carrier,  throat  and  ear.  Culture, 
+.  March  22,  stock  vaccine,  40  million.  Culture,  +.  March  2G, 
stock  vaccine,  80  million.  March  29,  stock  vaccine,  160  million. 
April  3,  stock  vaccine,  320  million.  Culture,  — .  April  8,  stock 
vaccine,  400  million.  Culture,  — .  April  12,  stock  vaccine,  400 
million.  April  14,  since  then  five  negative  cultures.  May  5,  dis- 
charged.    Culture,  — . 

Case  16:  E.  G. ;  female;  age  9;  admitted  March  19,  discharged 
June  11.  I^Iarch  19,  admitted.  A  carrier.  Culture,  -f .  March 
22,  stock  vaccine,  40  million.  Culture,  -f.  March  26,  stock  vac- 
cine,    80     million.       :March     29,     stock     vaccine,     160     million, 
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April  3,  stock  vaccine,  320  million.  April  8,  stock  vaccine,  400 
million.  Culture,  —  .  April  12,  stock  vaccine,  400  million.  April 
14,  culture,  —  .  April  23,  culture,  —  .  April  2C,  culture,  —  .  April 
28,  culture,  +.  May  2,  mixed  vaccine,  300  million.  Culture,  — 
May  0,  mixed  vaccine,  500  million.  Culture,  — .  May  10,  mixed 
vaccine,  1,000  million.  Tulture  — .  May  ir>,  mi.xed  vaccine,  1,000 
million.  Culture,  +.  May  20,  mixed  vaccine,  1,400  million.  Cul- 
ture, +.  May  25,  culture,  -4-.  May  29,  since  then  six  negative 
cultures.    June  11,  discharged.     Culture,  — . 

Case  ly :  F.  B. ;  female ;  age  13  ;  admitted  March  18,  discharged 
May  27.  March  18,  admitted.  A  carrier.  Culture,  -f .  March 
24,  stock  vaccine,  40  million.  Culture,  +.  March  2(),  stock  vac- 
cine, 80  million.  March  20,  stock  vaccine,  160  million.  April  3. 
stock  vaccine,  320  million.  Culture,  — .  April  8,  stock  vaccine, 
400  million.  .April  10,  culture,  — .  April  14,  culture,  +.  April 
23,  culture,  — .  May  2,  mixed  vaccine,  300  million.  Culture,  — . 
May  6,  mixed  vaccine,  500  million.  Culture,  — .  May  10,  mixed 
vaccine,  1,000  million.  Culture,  — .  May  15,  stock  vaccine,  1,000 
million.  Culture,  — .  May  20,  mixed  vaccine,  1,400  million.  Cul- 
ture, —  .     May  21,  discharged.     Culture,  — . 

Case  i8:  T.  S. ;  female ;  age  (  ?)  ;  admitted  March  18,  discharged 
May  27.  March  18,  admitted.  A  carrier.  Culture,  +.  March 
22,  stock  vaccine,  40  million.  Culture,  -}-.  March  20,  stock  vac- 
cine, 80  million.  March  29,  stock  vaccine,  160  million.  April  3, 
stock  vaccine,  320  million.  Culture,  -+-.  April  8,  stock  vaccine 
400  million.  Cuhure,  — .  April  12,  stock  vaccine,  400  million 
Culture,  -J-.  April  23,  culture,  -|-.  May  2,  mixed  vaccine,  300  mil- 
lion. Culture,  — .  May  6,  mixed  vaccine,  500  million.  Culture, 
— .  May  10,  mi.xed  vaccine,  1,000  million.  May  12,  culture,  — . 
May  15,  mixed  vaccine,  1,000  million.  Culture,  —  .  May  20, 
mi.xed  vaccine,  1.400  million.  Culture,  — .  May  25,  culture,  — 
May  27,  discharged.    Culture,  —  . 

Case  19 :  L.  E. ;  female ;  age  9  ;  admitted  March  13,  discharged 
.May  .'1.  March  1.'5,  admitted.  A  carrier.  Culture,  -f.  March  22. 
stock  vaccine,  40  million.  Culture,  -f-.  March  26,  stock  vaccine. 
SO  million.  March  29,  stock  vaccine,  160  million,  .\pril  3,  stock 
vacrine.  3X0  million.  Culture,  — .  April  8,  stock  vaccine,  400  mil- 
lion. April  12,  stock  vaccine,  400  million.  Culture,  — .  April 
13,  since  then  five  negative  cultures.     May  .I,  discharged.    Culture. 

Case  20:  J.  G. ;  male;  age  11.  adinitltd  March  l;i,  diMliargcd 
May  27.  March  13.  admitted.  A  carrier.  Culture,  +.  March  22 
stock  vaccine,   10  million.     Culture,  -f .     March  26,  stock  vaccine, 
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80  million.  March  :2!),  stock  vaccine,  KJU  million.  April  3,  stock 
vaccine,  320  million.    Culture.  April  8,  stock  vaccine,  400  mil- 

lion. April  12,  stock  vaccine,  100  million.  April  14,  culture,  +. 
April  ^3,  culture,  -f.  May  2,  mixed  vaccine,  300  million.  Cul- 
ture, — .  May  (),  mixed  vaccine,  500  million.  Culture,  —  .  May 
10,  mixed  vaccine,  1,000  million.  Culture,  — .  May  1".,  mixed 
vaccine.  1.000  million.  Culture,  —  .  May  20,  mixed  vaccine,  1,400 
million.  Culture,—.  May  21,  culture,  — .  May  27,  discharged. 
Culture.  — . 

Case  21 :  l^.  S. ;  female ;  age  12  ;  admitted  March  18,  discharged 
May  30.  March  18,  admitted.  A  carrier.  Culture,  +.  March 
22,  stock  vaccine,  40  million.  Culture,  +.  March  26.  stock  vac- 
cine, 80  million.  March  2;»,  stock  vaccine,  IfiO  million.  April'  3, 
stock  vaccine,  320  million.  April  8,  stock  vaccine.  400  million.- 
Culture,  -f.  April  12,  stock  vaccine,  400  million.  Culture,  +. 
April  23,  culture,  -f.  May  2,  mixed  vaccine,  300  million.  Cul- 
ture, +.  May  G,  mixed  vaccine,  500  million.  Culture,  — .  May 
10,  mixed  vaccine,  1,000  million.  Culture.  — .  May  15,  mixed 
vaccine,  1,000  million.  Culture, — .  May  20,  mixed  vaccine,  1,400 
million.  Culture,  — .  May  25.  Culture,  — .  May  29.  Culture, 
— - .    May  30,  discharged.    Culture,  —  . 

Group  3 :  Patients  in  whom  less  than  two  weeks  had  elapsed 
between  their  complete  clinical  recovery  and  the  beginning  of  the 
vaccine  treatment.     Called  "active  carriers." 

Case  22:  J-  B. ;  male;  age  8;  admitted  March  19,  discharged 
May  22.  March  19,  admitted.  Active  faucial  diphtheria.  Cul- 
ture, -f .  March  19,  antitoxin,  10,000  units.  March  25,  clinically 
well.  Culture,  -f .  March  29.  stock  vaccine,  40  million.  April 
3,  stock  vaccine,  80  million.  Culture,  -)-.  April  8,  stock  vaccine. 
160  million.  April  10,  culture,  -j-.  April  12,  stock  vaccine,  320 
million.  -April  14.  culture,  — .  April  23,  culture,  ■\-.  May  2 
mixed  vaccine,  300  million.  Culture.  — .  May  6,  mixed  vaccine, 
500  million.  May  8,  culture,  — .  May  10,  mixed  vaccine,  1,000 
million.  May  12,  culture,  — .  May  15,  mixed  vaccine,  1,000  mil- 
lion. Culture,  — .  May  20,  mixed  vaccine,  1.400  million.  Cul- 
ture, — .  May  22,  since  then  four  negative  cultures.  May  28 
discharged.     Culture  — . 

Case  2y.  H.  S. :  male;  age  14;  admitted  March  3.  discharged 
May  5.  March  3.  admitted.  Active  faucial  diphtheria.  Culture, 
-f.  March  3,  antitoxin,  10,000  units.  March  4,  antitoxin,  10,000 
units.  March  13.  clinically  well.  Culture,  +.  March  22.  stock 
vaccine,  40  million.  Culture.  +.  March  26,  stock  vaccine.  80  mil- 
lion.    March  29,  stock  vaccine,  160  million.     April  3,  320  million. 
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(.'ulture,  — .  April  S,  stock  vaccine,  4»Xt  million.  .\\ni\  10,  cul- 
ture, — .  .April  \2,  stock  vaccine.  400  million,  .\pril  14.  since 
then  six  negative  cultures.    May  •"),  discharged.    Culture.  —  . 

Case  ^4:  B.  R. ;  female;  age  13 ;  admitted  March  13,  discharged 
May  23.  March  13,  admitted.  Practically  clinically  well.  Cul- 
ture, -f-.  March  22.  stock  vaccine,  40  millinn.  Culture,  -|-.  March 
■-'ft,  stock  vaccine,  80  million.  March  29,  stock  vaccine,  160  n\il- 
lif>n.  April  3.  stock  vaccine,  320  million.  April  8,  stock  vaccine, 
400  million,  .\pril  10,  culture.  — .  April  12,  stock  v.-iccinc.  400 
million.     April   14.  culture,  -f.     April  23,  culture.  M;i.\     t. 

I  ulture,  ^- .  May  2,  mixed  vaccine,  300  million.  May  (1.  mixed 
vaccine,  500  million.  Culture,  — .  May  10,  mixed  vaccine,  1,000 
million.  May  12,  culture,  — .  May  15.  mixed  vaccine,  1,000  mil- 
lion. Culture.  — .  May  20,  mixed  vaccine,  1,400  million.  Cul- 
ture. —  .     May  23,  discharged.    Culture,  —  . 

Conclusions:  1.  Chronic  diphtheria  carriers  do  exist.  2.  The 
use  of  vaccines  does  have  an  influence  in  destroying  the  bacilli  of 
( hronic  carriers.  3.  The  numl)cr  of  bacilli  is  markedly  diminished 
by  the  use  of  vaccines  even  where  they  do  not  entirely  disappear. 
I.  Diphtheria  vaccines,  in  spite  of  the  toxins  they  contain,  can  be 
iisetl  in  comparatively  large  doses,  without  causing  a  rise  of  tem- 
[)erature  or  other  evidence  of  a  general  reaction.  !>.  There  .seems 
to  be  no  relation  between  the  amount  of  local  reaction  and  the 
efficacy  of  the  treatment.  <!.  Large  doses  of  the  vaccines  seem 
more  efficacious  than  small  doses.  T.  It  is  necessary  to  get  a 
number  of  consecutive  negative  cultures  before  a  cure  can  be  said 
to  be  effected. 
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AN  APPARATUS  DESIGNED  FOR  THE  PURPOSE  OF  OIVINO 
AN  APPROXIMATELY  ACCURATE  QUANTITA- 
TIVE HEARING  TEST.* 

Dr.  Jesse  Wright  Downey,  Jr.,  Baltimore. 

In  presenting  an  apparatus  that  I  have  designed  and  found 
of  use  in  testing  hearing  it  is  obvious  that  the  basic  principle 
upon  which  its  value  depends  is  one  universally  accepted.  I, 
therefore,  shall  make  but  small  claim  to  originality,  but  shall 
rather  endeavor  to  remind  you  of  the  accuracy  of  the  quanti- 
tative tuning-fork  tests  from  a  practical  standpoint. 

I  especially  refer  you  to  the  valuable  contribution  concerning 
this  subject :  "Remarks  On  Tuning-fork  Tests,  Particularly  in 
View  of  the  Rate  of  Decrement,"  presented  by  Dr.  Dundas 
Grant  before  the  Ninth  International  Otological  Congress  (Bos- 
ton, 1912),  and  published  in  the  Transaction  of  that  Congress. 

The  apparatus  here  presented,  (Figure  1),  consists  of  a  C*  tun- 
ing-fork (Hartman  513  d.  v.  s.)'  tightly  clamped  and  inclosed 
within  a  box  from  which  leads  a  Y-shaped  tube  attached  to  a 
sensitive  diaphragm  (Bowies'  stethoscope)  set  in  front  of  the 
fork.  The  tuning-fork  is  set  to  vibrating  by  means  of  a  rubber- 
tipped  weight  allowed  to  fall  by  gravity  through  a  tube  of  known 
height  (Figures  2  and  3).  By  having  the  tube  placed  slightly 
off  the  perpendicular  an  oblique  rebound  of  the  weight  is  ob- 
tained, which  prevents  the  occurrence  of  a  second  impact  of  the 
weight  against  the  fork.  The  note  is  clear,  free  from  overtones 
and  can  be  perceived  by  the  normal  ear  for  thirty  seconds.' 

To  use  the  instrument,  one  ear-piece  of  the  Y-shaped  tube  is 
placed  in  the  patient's  ear,  the  other  in  the  ear  of  the  physician 
and  the  fork  is  set  in  vibration  by  allowing  the  weight  to  drop 

•Presented  as  candidate'.s  thesis  to  the  twentieth  annual  meetingr  of 
the  American  L.aryn^olosical,  Rhinologrical  and  Otologrlcal  Society,  Atlantic 
City,    June.    1914.  .... 

1.  The  tuning  fork  used  in  this  apparatus  has  been  tested  in  the  Phy- 
sical Laboratory  of  the  .Tohns  Hopkins  University  by  Prof.  J.  H.  Anderson, 
and  the  percentage  value  computed  according:  to  the  formulae  advised  by 
Dr.  Dundas  Grant.     See   Appendix. 

i.  An  average.  After  hundreds  of  tests  I  have  found  a  variation  of  from 
five  to  fifteen  seconds  in  the  duration  of  the  normal  perception  of  this  note. 
It  is  the  difference  in  time  of  perception  between  the  defective  and  the 
normal  ear  which  is  of  importance,  and  not  the  duration  of  the  note;  there- 
fore, so  long:  as  this  difference  remains  the  same  the  duration  of  the  sound 
is  unimportant. 
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through  the  tube,  both  the  patient  and  the  doctor  tlius  receivin<i 
tlic  sound  under  exactly  similar  conditions.  The  patient  is  in- 
structed to  .say  when  the  note  is  no  longer  heard  and  the  dura- 
tion of  hearing  is  recorded  on  a  stop-watch  that  has  been  started 
the  moment  the  weight  struck  the  fork.  The  duration  of  the 
note  as  further  perceived  by  the  examiner  is  also  marked,  and 
the  result  of  the  test  is  written  thus: — e.  g.  — o"(25/30),  the 
numeral  denoting  the  difference  in  the  duration  of  perception 
and  being  the  important  index;  the  fraction  indicating  the  dura- 
tion itself,  defective  and  normal,  and  being  of  but  secondarv  in- 
terest. The  test  is  repeated  several  times  and  if  the  difference 
between  the  durati(ui  of  the  patient's  and  the  physician's  percep- 
tions of  the  sound  remains  the  same,  the  test  mav  be  considered 
accurate  and  the  percentage  of  actual  hearing-power  for  this 
particular  note,  under  surrounding  conditions,  as  compared  tn 
the  exairiner  whn.se  hearing  is  assumed  to  be  normal,  may  be 
'.rn(\  off  the  table  of  percentage  values,  prepared  for  this  ap- 
!■  iral  11-  '  S^-^     T,,Mr    . 

TAIILK  I. 
RATIO   OF   AUDITORY    PKUCKPTION    EXPRESSED    AS    PER- 
CENT AOES. 


Terencp  in  time 

C»  Forli. 

Difference  In  time 

C-  Forlt. 

of  iiearinc 

512d.v.s. 

of  hearing. 

512d.v.8. 

0 

100% 

—8 

3.6% 

-1 

spc-ond 

66% 

—9 

2.3% 

—2 

«fronil« 

4.'»% 

—10 

1.5% 

—3 

28% 

—12 

0.6% 

—4 

19.5% 

—15 

0.1% 

—5 

12.5% 

—20 

0.002% 

—6 

«.2% 

—25 

0.0003% 

—7 

5.4% 

—30 

0.000000 

After  four  years*  use  of  this  apparatus  in  a  noisy  clinic  I  feel 
convinced  that  it  is  superior  to  the  other  methods  of  quantita- 
tively measuring  hearing,  (voice,  watch,  Politzer  and  similar 
acoumeters).  And  although  it  by  no  means  eliminates  the 
hortcomings  of  these  methods,  and  is  open  to  the  same  criticism 
that  it  tests  but  a  restricted  portion  of  the  basilar  membrane,  it 
furni.shes  one  index  of  more  constant  and  uniform  value  for  re- 
(  ording  and  comparing,  from  time  to  time,  variations  in  audition, 

.I  I  I' pi  a  pallfnt  iin<l<T  ••xiimlnatlon,  notlnic:  S"(iri/2Ol(20/25)(26/30). 
Tti<  'Itir^ition  of  hrnrlnic  ha*  markedir  VHrl**!  but  the  dirferrnco  In  the 
(lurnllon  of  perrffpllon  hud  rpniiilnc><1  thi"  ii«mp.  Hy  r«-f<"rencp  to  tho  table. 
I  And  that  th«  patient'*  hrarlnff-powrr  I*  rediired  to  12.5  ppr  cent  »»  com- 
pared to  mjr  hearlnK  cnwer  for  thn  iiantp  auiind.  hoard  undpr  pxartly  almllar 
condltlonn.  I'ti.l<-r  trralmcnt.  the  patlont  Improvm  and  my  tout*  iihow. — 
l"(I0/2St(  I "  0.)      The   patient'*  hoarlnn-powcr    for    thl»   name    note 

wll  have  ii.l  ■■  211  per  cent  a«  compared   to  my   hearing  which    I  »•- 

•  lime  to  he  niirmal. 
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and  thereby  the  progress  or  retrogression  of  a  case  under  treat- 
ment. The  ratio,  or  diltcrcncc,  between  defective  and  normal 
perception  of  the  duration  of  the  sound  is  almost  always  most 
accurately  preserved,  and  this  as  we  know  is  the  important  fac- 
tor in  estimating  the  percentage  of  actual  hearing-power  for  the 
note  of  a  tuning-fork. 

If  the  decrement  of  vibration  of  a  tuning-fork  took  place  in 
arithmetical  progression,  so  that  the  duration  of  perception  cor- 
responded to  the  actual  hearing-power,  we  would  have  a  very 
simple  way  of  calculating  the  amount  of  hearing  for  a  certain 
tone.  As  a  matter  of  fact,  the  decrement  takes  place  by  a 
diminution  of  the  amplitude  of  vibration  in  geometrical  progres- 
sion which  is  governed  by  the  amplitude  of  vibration  of  the  par- 


Fll?ure  1.     PhotosrHiiii   .  neter'"  closed. 

the  beginning  but  slower  toward  the  end.  Accordingly  the 
actual  power  of  hearing  is  much  smaller  than  the  duration  of 
hearing. 

Otology  is  certainly  indebted  to  Dr.  Dundas  Grant  for  his 
scientiiic  and  accurate  method  of  ascertaining  the  percentage 
values  of  the  auditory  perception  of  the  notes  of  tuning-forks. 
It  has  seemed  to  me  that  his  investigations  can  be  made  of  great 
practical  value  in  establishing  a  system  of  quantitatively  testing 
hearing  which,  if  not  uniform,  may  at  least  be  generally  intel- 
ligible. May  I.  therefore,  briefly  quote  from  the  es.say  to  which 
I  have  previously  referred? 
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Tlic  ratio  of  acutencss  of  hearing,  says  Ur.  Grant,  does  not 
depi-nd  in  any  way  on  the  initial  loudness  hut  on  the  difTcrcncc 
of  time  of  hearing  and  on  the  constant  K  relating  to  fliat  fork.* 

The  experimental  determination  of  the  constant  A  i<r  any 
given  tuning-fork  can  be  carried  out  at  any  physical  laboratory 
and  the  calculation  can  be  made  by  anyone  accustomed  to  use 
logarithms  in  the  course  of  his  business."  (Grant,  page  155, 
Transactions  Ninth  International  Otological  Congress.) 

The  constant  A'  has  been  determined  for  the  fork  used  in  my 
"tone-meter"  and  from  it  the  table  of  percentage  values  con- 
structed; therefore,  should  I  read  in  an  article  by  Dr.  Grant, 
that  a  patient's  hearing  for  the  51?  d.  v.  ?.  sliowcd  a  difference 


T.t.V)T.. 


of — 5  seconds  ur  o.'J  per  cent  actual  iiearing-puwer  lor  this  note, 
by  a  reference  to  my  own  table  1  should  find  that  this  corre- 
sponded to  — 7  seconds  with  my  fork.'  Certainly  the  use  of  the 
tuning-forks  in  the  way  suggested  by  Dr.  Grant  is  more  than 
"a  step  towarrl  accuracy,"  as  he  nmdc'itly  tcrni>;  if.  and  •'hi  iild 
be  universally  understood. 

The  advantages  of  the  "tone-meter"  over  the  use  of  the  tuning- 
ffirk  in  the  ordinary  way  have  seemed  as  follows:  1.  The  con- 
stant   K,   necessary   in   the  determination  of  the  pcrccnf.Tge  of 

I  rixtiiDt   K"  la  tti»  larin  uiM><t  to  denote   "Ihr  tin  Hi" 

df<r'ii"-    'T    1114'  loidtrlthm  of   the   Inmlnewii." 

6.     nritnt'ii  tunlnit-rork  .M2  <).  v.  k  .  ronnlanl  K.=cO.*i**.    TunlnK-fork  (tIS 

i1      •     -  •    ■:      ^    In   niv    'Ion'-   m.t<-r."   '-imiitant   K- "'I' 
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hearing-power,  once  being  ascertained,  is  rendered  constant  for 
the  fork  in  use.  2.  The  patient  and  the  physician  receive  the 
sound  under  precisely  .similar  conditions.  3.  The  ratio  be- 
tween the  ])atient's  and  tlie  physician's  perception-duration  of 
the  note  is  more  exactly  preserved ;  and  this  is  not  only  of  prac- 
tical value  as  a  means  of  recording  the  result,  but  the  important 
and  essential  factor  on  which  is  based  the  determination  of  the 
actual  hearing-power  as  compared  to  that  of  the  examiner's  for 
the  same  sound.  4.  The  nictiidd  of  setting  the  fork  into  vii)ration 
is  practically  uniform. 


FiKUie  3. 


Its  advantages  over  the  other  method  of  quantitativelv  meas- 
uring audition :  1.  It  gives  a  more  constant  and  uniform  stand- 
ard of  value  under  adverse  external  conditions :  i.  e.,  noisy  sur- 
roundings. 2.  It  is  less  liable  to  be  misinterpreted  by  the  patient 
whose  answers  are  more  likely  to  he  definite  and  to  the  point. 

Finally,  let  me  emphasize  the  limitation  of  this  apparatus.  I 
have  found  it  superior  to  the  voice,  the  watch  and  the  Politzer 
acoumeter.  It  is  a  plea  for  the  use  of  the  tuning-fork  quantita- 
tively as  well  as  qualitatively,  that  is  all. 
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I  liave  under  construction  an  apparatus  to  use  a  C  (128  d.  v. 
>.)  and  a  C*  (256  d.  v.  s.)  ;  the  C"  fork  used  in  this  apparatus 
l>einp  t<X)  high  in  pitch  to  judge  accurately  the  hearing  for 
speech. 

There  is  also  the  question  of  the  (Conductivity  of  the  tubes,  and 
what  part  of  the  perception  of  the  sound  may  be  due  to  direct 
transmission  to  the  auditory  nerve  through  the  bone  and  not 
through  the  medium  of  the  drum-head  and  ossicular  chain.  1 
am  at  present  carrying  out  some  e.xperiments  in  regard  to  this, 
on  which   I  h«>pe  to  report  later. 


APPENDIX. 
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J.   H.   ANDKRSON. 
Nuvuiiiber,  1913.  John?   Hoi>)(ln»   I'iiiv>Tsily. 

•■•><>  V.rth  Ch.nrlo'^  Street. 


Alterations  In  the  Blood  In  May-fever.  I.  E.  KoiiKRTs,  Bnl  U,  </ 
Jour..  May  ;'.0.  r.tll. 
In  hay- fever  we  have  a  decrease  of  the  hemoglobins,  a  polycythe- 
mia, and  an  increase  in  the  large  mononuclears  and  eosinophiles. 
W'c  also  find  vacuolated  antl  degenerated  leucocytes  and  some  Icuco- 
{)cnia.  Asthma  symptoms  are  accompanied  by  increased  csinophi- 
lia.  This  blomi  picture  in  modified  form  persists  in  the  intervals 
during  the  attacks.  I*-"- 


NEW  TONSILLECTOME. 

1)K.  HAKviiv  IJ.  Skahcy,  Tuscaloosa,  Ala. 

The  illustration  shows  a  tonsil  instrument  that  I  had  iradc  m 
April,  1913,  for  use  with  the  "Sluder  technic." 

In  Dr.  Sludcr's  instrument  the  fenestra  made  by  the  encroach- 
ing blade  is  crescent-shape  and  the  middle  of  the  convex  edge 
of  the  blade  engages  the  tonsil  first,  while  the  upper  and  lower 
part  of  the  tonsil  is  not  engaged  until  the  tonsil  is  cut  almost 
through.  Occasionally  part  of  the  upper  or  lower  tonsil  tissue 
is  left,  necessitating  niore  instrununi.-ilion.  I  ha\c  aKo  fmnd 
the  hemorrhage  to  be  too  profusi 

The  BccV-Mueller  tonsillectome  I  have  fouiid  better,  but  fre- 
quently the  snare-wire  sives  trouble  by  breaking,  slip]v"  ■^.  -  ■-  '• 


not  properly  adjusted  in  the  groove  made  for  it,  and  when  not 
properly  adjusted  will  be  pushed  ahead  of  the  tonsil  in  operating 
and  only  a  part  of  the  tonsil  removed.  Then,  too,  when  the 
tonsil  is  once  grasped  by  the  snare-wire  the  cutting  has  to 
be  completed,  as  it  is  impossible  to  release  the  tonsil  for  a  bet- 
ter placement,  and  a  new  wire  is  necessary  for  each  ton^-'  ' " 
insure  a  smooth  fit  in  the  groove  of  the  instrument. 

I  had  a  dull  blade  made  to  take  the  place  of  the  wire  in  the 
Beck-Mueller  instrument  and  find  that  it  eliminates  the  above- 
mentioned  disadvantages.  The  opening  is  always  oval,  cneat;- 
ing  the  whole  tonsil,  and  with  the  dull  blade  and  ecraseur  a  sicv.- 
cnucleatioi}  can  be  done  with  very  little  hemorrhage.  By  having 
the  back  of  the  sliding  blade  bevelled  the  tonsil  is  remove<I 
smoothly  from  the  tonsil  fossa  while  it  hangs  in  the  instru- 
ment and  is  removed  from  the  mouth  with  it.  By  sliding  the 
blade  back  to  the  original  position  the  instrument  is  ready  for 
the  other  tonsil,  and  where  assistants  are  scarce  the  simplicity 
of  adjustment  ."^aves  considerable  time  and  worry  at  a  time  w  hen 
the  operat(~ir  is  too  biis\-  to  adjust  instruments. 


EDITORIAL   DEPARTMENT 
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CDITCO  BY 

DR.    G.     HUDSON-MAKUEN. 
PH  I  LADELPH  I  A. 

ON  VOICE  CULTURE. 

One  of  the  most  notable  of  the  recent  books  on  voice  culture 
1-  that  from  the  pen  of  Mr.  W.  Warren  Shaw,  published  by  J. 
15.  Lippincott  Company,  and  entitled,  "The  lost  vocal  art." 

Some  of  us  may  not  know  that  the  vocal  art  has  been  lost,  but 
Mr.  Shaw  appears  to  make  the  fact  very  clear,  and  he  tells  us 
both  when  and  how  it  was  lost,  and  best  of  all  how  it  may  be 
refrained. 

.According  to  Mr.  Shaw,  the  \ocal  art  bcijan  its  wanderings 
when  Garcia  discovered  the  laryngoscope  and  taught  us  how  to 

cc  the  vocal  mechanisms  in  operation.  Up  to  this  time,  the  old 
Italian  masters,  blissfully  unconscious  of  the  action  of  the  vocal 
'urds  or  of  the  various  methods  of  breath-control,  succeeded 
111  developing  and  elaborating  voices  that  have  never  since  been 
c'lualled  .ind  that  would  put  to  shame  the  results  attained  by 
teachers  of  the  present  day.  Strange  to  relate,  these  old  mas- 
'iT>i  were  successful,  not  in  spite  of,  but  largely  because  of  their 
i:;norance  of  the  physiological  facts  pertaining  to  voice  culture, 
md  their  teaching  began  to  deteriorate  when  they  first  saw  the 
\<K-al  cords  in  aclif)n  and  when,  lured  on  by  the  little  interesting 
knowledge    thus   obtained,   they   were   led   "like   Iambs   to   the 

laughter"  to  study  other  physiological  processes,  such  as  the 
i)est  njethods  i)f  controlling  the  breath,  thinking  ip  their  inno- 
■  cnce  that  all  this  would  make  them  better  teachers  and  thus 
increase  their  usefulness.  Evidence  is  given  to  show  that  Garcia 
himself,  before  he  passed  away,  fully  recognize<l  the  limitations 

■  f  his  discovery  as  applied  to  artistic  voice-culture.  an<l  made  but 
little  use  of  the  instrument  in  connection  with  his  teaching. 

The  laryngoscope,  according  to  Mr.  Shaw,  is  an  instrument 
par  excellenc?  for  th*-  physician,  rather  than  for  the  singer.    The 
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physician  may  safely  and  profitably  study  the  physiological  ac- 
tivities of  the  vocal  mechanisms  during  voice-production,  but 
for  the  singer  to  do  so  to  any  great  extent  can  result  only  in 
disappointment  and  disaster.  As  a  proof  of  this  theory  Mr. 
Shaw  points  to  the  failures  resulting  from  the  modern  physio- 
logical schools  of  voice-culture,  and  he  claims  that  there  have 
been  absolutely  no  successes.  The  vocal  art  so  highly  developed 
by  the  old  masters  has  been  practically  lost  because  modern 
teachers  have  endeavored  to  supplant  the  older  empirical  meth- 
ods of  voice-culture  with  the  newer  physiological,  and  as  they 
supposed,  more  scientiric  methods,  forgetting  the  important  fact 
that  artistic  singing  is  more  largely  a  psychological  process  than 
it  is  a  physiological  one.  Moreover,  in  the  making  of  a  singer, 
according  to  Mr.  Shaw,  and  in  the  development  even  of  hs  peri- 
pheral mechanisms,  psychological  methods  must  predominate. 
In  other  words,  it  is  always  wrong  for  the  singer  to  seek  results 
by  thinking  primarily  of  the  things  that  produce  the  results. 
This  is  the  method  of  the  physiological  school  which  has  re- 
sulted in  so  many  diastrous  failures. 

The  resurrection  of  the  lost  vocal  art,  Mr.  Shaw  tells  us, 
must  come  through  the  idealization  of  tone  and  the  striving  for 
results  directly,  rather  than  indirectly  through  the  physical 
mechanisms.  The  singer  cannot  successfully  idealize  a  tone  and 
think  of  the  action  of  any  muscle  or  group  of  muscles  at  the 
same  time,  and  any  attempt  to  do  so  is  necessarily  subversive 
of  good  results. 

The  normai,  and  therefore,  the  scientific,  method  of  voice-pro- 
duction is  first  to  think  or  idealize  the  tone,  and  the  attempt 
to  produce  this  idealized  tone  will  tend  to  call  up  the  requisite 
physical  activities  for  its  production. 

The  great  singer,  to  l)e  sure,  is  always  largely  endowed  with 
a  musical  instinct  and  a  musical  mind,  and  these  so-called  psy- 
chological characteristics  are  of  really  greater  value  to  him 
than  his  physical  endowments ;  but  on  the  other  hand  may  ws 
not  be  carrying  the  psychological  theory  too  far  when  we  aim 
to  exclude  from  the  singer  a  careful  study  of  the  physiological 
processes  of  his  art? 

It  would  seem  that  physiological  methods  must  Ijc  used  as  an 
aid  in  the  correction  of  defects  of  voice  and  speech,  but  when  no 
marked  abnormalities  exist  and  when  artistic  results  are  to  be 
attained  in  a  comparatively  and  physiologically  normal  individ- 
ual, psychological  methods  should  be  given  precedence.     As  Mr. 
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Shaw  points  out,  the  best  all-round  physical  development  lor 
the  sinjjcr  who  is  physically  normal  must  come  largely  through 
his  efforts  to  idealize  tone,  and  to  meet  the  ever-increasing  de- 
mands of  his  own  ear,  made  more  and  more  exacting  and  crit- 
ical through  his  work  with  the  teacher. 

To  idealize  tone  simply  means  to  call  up  an  ideal  tone  in  the 
special  auditory  tone  center  of  the  brain  and  to  actually  hear 
it  in  the  imagination  before  it  has  issued  from  the  throat.  This 
is  the  normal  physiological  and  psychological  process  of  voice- 
production.  The  idealization  of  tone  in  this  sen.se  is  what  fur- 
nishes the  stimuli  necessary  for  the  production  of  tone,  and  the 
more  nearly  perfect  the  idealization,  the  more  nearly  perfect 
will  be  the  tone  and  the  more  uniform  and  harmonious  will  be 
the  resultant  physiological  or  neuro-muscular  development. 

The  great  singer,  therefore,  is  the  one  who  has  learned  to 
think  and  to  idealize  great  .song,  and  he  is  the  one  who  has 
acquired  the  ability  through  long  practice  with  an  expert  teach- 
er to  mentally  and  physically  hear  his  own  voice  aright.  He 
comes  to  be  finally,  then,  his  own  critic  and  teacher.  Physiolog- 
ically, he  is  a  highly  developed  organism,  working  under  the  im- 
mediate direction  of  a  highly  developed  and  artistic  mind. 

The  keynote  of  Mr.  Shaw's  teaching,  as  outlined  in  his  book,  is 
the  imp»)rtancc  and  absolute  necessity  of  subordinating  the 
physiological  to  the  psychological  in  artistic  singing.  The  singer 
must  aim  for  results  rather  than  for  special  physical  activities, 
and  his  attention  must  be  directed  to  the  results  to  be  attained 
rather  than  to  the  methods  of  attaining  them.  The  physical 
activities  required  in  artistic  singing  can  better  be  aroused  and 
developed  through  the  idealization  of  results  rather  than 
through  the  method  of  directing  the  attention  to  the  processes 
themsilvr- 

Mr.  Sli.'iw  is  liim^ilt  a  good  i-\aiiiplc  as  well  as  :i  good  ex- 
ponent of  his  psychological  teachings,  and  he  is  more  nearly 
right  ill  respect  to  this  pha.se  of  the  subject  than  he  is  in  re- 
spect to  the  physiological  phase  of  it. 

There  are  many  who  will  not  agree  with  him.  for  instance. 
when  he  says  that  in  singing,  the  diaphragm  is  a  muscle  of 
inspiration  and  not  a  muscle  o(  expiration ;  and  physiologists  or 
physicists  will  have  tlifticulty  in  understanding  how  Mr.  Shaw 
can  make  it  possible  for  the  diaphragm  to  contract  strongly  and 
the  abdomen  to  retract  at  one  ami  the  satne  time,  as  he  says  they 
rio  durinir   the  more  or  less   ftill   inhalation   jf-  ■'• '"•   i'»w- 
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production.  Many  of  us  also  will  fail  to  understand  how  it  hap- 
pens physiologically  that  in  the  full  inhalation  preceding  tone- 
production,  the  abdomen  is  slightly  drawn  in,  and  in  the  emis- 
sion of  tone  and  necessarily  also  in  the  emission  of  some  breath, 
the  abdomen  should  be  further  retracted. 

As  Mr.  Shaw  says,  Mendel  was,  of  course,  wrong  in  making 
the  diaphragm  an  inspiratory  muscle  and  advocating  the  pro- 
truding of  the  abdomen  during  a  forced  inhalation,  but  Mendel 
was  at  least  consistent,  because  if  the  diaphragm  is  an  inspira- 
tory muscle,  in  full  breathing  the  abdomen  must  protrude,  be- 
cause the  diaphragm  is  the  one  muscle  that  can  produce  this 
particular  phenomenon.  .  The  fact  is,  as  I  have  pointed  out  on 
various  occasions,  that  the  diaphragm  is  not  an  inspiratory 
muscle  in  the  production  of  voice,  and  there  is,  as  Mr.  Shaw 
very  properly  says,  a  retraction  of  the  abdomen  in  full  inhala- 
tion; but  the  diaphragm  is  an  expiratory  muscle  in  the  produc- 
tion of  voice  and  it  clearly  comes  into  more  or  less  action  dur- 
ing the  emission  of  the  tone  with  a  resultant  protrusion  of  the 
abdominal   walls. 


A  Quick  and  Effective  Remedy  for  Otalgia.  Adolf  Schwartz, 
Alonatschr,  f.  Olirciili.,  Heft.  3,  1!»14,  p.  334. 
The  writer  linds  this  remedy  of  advantage  for  pains  in  middle 
ear  canal,  in  otalgia,  tinnitus  and  when  changing  dressing.  This 
wonderful  "arcanum"  has  the  poetical  name  of  oleum  sinapis 
aethereum.  The  writer,  a  military  surgeon,  had  to  travel  all  the 
way  from  the  small  village  of  Gravosa,  not  far  from  the  scene  of 
the  Balkan  war.  to  \icnna  in  order  to  prove  at  Prof.  Urban- 
tschitsch's  Ear  Clinic  that  the  mere  smell  of  oleum  sinapis  aeth- 
ereum stopped  ear  pains  in  iorty-four  cases.  The  exact  histories 
and  symptomatology  of  the  latter  were  given  by  the  writer  in  a 
lecture  before  the  .Austrian  Otological  Society,  February,  1914. 
and  are  published  in  the  above  article.  Glogau. 


BOOK  REVIEWS. 

Handbuch  der  speziellem  Chirurgie  des  Ohres  und  der  oberen  LuUwege. 
Edited  by  Drs.  L.  Katz,  11.  I'hkysimi  and  F.  Bi.i;menfki.i).  Band  2, 
I^leferung  2;  Band  3,  Lieferung  5-6.  Verlag  Curl  Kabllzsch,  Wuerz- 
burg.  iai4. 

'•Functional  lest.s  of  hearing,"  by  Dr.  Gustav  Bruehl:  Recent  editions  on 
labyrinthine   i>hyslolo(o-   and    patholog>'   add    in)|>ortant    chapters   to   this 
Held.     Prof.  Bruehl  covers  this  practical  and  vital  fundament  in  his  usual 
liissic  manner. 

'I'he  mi-thod  of  using  the  Bezold  tone-series  and  the  differential  diag- 
nosis of  this  test  are  minutely  described.  Tlie  Gallon  whistle.  Schaefer 
reasonators.  Koenig  cylinders,  Struyclcen  monochord,  (Jradenlgo  special 
fork,  Harimann  dlaKramniatlc  tone  fields,  Barany  noise  apparatus  are  all 
given  careful  coii.sldrration.    Nystagmus  is  presented  in  all  Its  phases. 

This  is  a  splendid  contribution  and  a  most  valuable  reference  mono- 
.  rjiph. 

"The  surgery  of  the  external  nose."  by  Prof.  Otto  Selfert  Is  exhaustive- 
ly presented  and  well  Ulusirared  and  Includes  the  latest  form  of  therapy 
(Finsen  light,  radium,  carbon  dioxide  snow,  etc.). 

The  second  monograph  is  on  "Operations  on  the  accessory  sinuses  of 
the  nose,"  by  I'lof.  Il<M>nnlnghaus.  Following  an  Introductory  chapter 
on  differential  diagnosis  of  Inflammatory  diseases  of  the  accessory  sinuses 
the  author  pro<'eeds  In  a  detailed  description  of  the  various  operations  for 
•hi-lr  relief. 

These  Include  in  order:  The  various  Intra-nasal  methods  of  opening 
the  maxillary  antrum;  external  methods  through  face  via  canine  foesa; 
the  faciivnasal  method  (Caldwell-I.,uc) ;  modincations  of  Ihe  Gerber,  Uen- 
Ki-r,  Friedrlch,  Kretschmann.  etc. 

Then  follows  a  detaili'd  description  of  the  technic  of  opening  the  frontal 
ninus  both  by  the  external  and  Intra-nasal  methods,  and  the  various  modi- 
fications suggested  for  this  technic. 

Operations  on  the  ethmoid  labyrinth  are  next  con«idere<l  and  a  con- 
finding  chaiiler  treats  of  the  operation  on  the  sphenoid  c<'lls. 

An  Independent  chapter  Is  devoted  to  a  consideration  of  operations  on 
the  aci'essory  sinuses  not  Inflammatory  nor  suppurative  In  <  haracter,  such 
as  mucoceh-,  cysts,  polypi,  osteoma  and  also  the  more  radical  surgical 
'■■■nnlc  employed  In  removing  malignant  tumors  of  tht>se  areas. 

Intra-cranlal  complications  orf  extension  from  the  accessory  sinuses  and 
their  surgiial  treatment  are  also  carefully  considered. 

This  monograph  Is  well  Illustrated  with  many  original  cuts. 

The  moiiDgriiiih  on  "Intra-nnsal  surgerv-  on  the  nose."  by  Dr.  L.  Katz, 
tlrst  considers  the  various  methods  of  rtilti<>s<opy,  and  the  Important  sul)- 
J»>ct  of  intranasal  hemorrhage,  turbliiectomy,  removal  of  various  types  of 
polypi  and  other  Intra-na.sal  tumors,  gnlvano-rauter.v.  suriiiTy  of  the  tur- 
binates, resection  of  the  nasal  .■u^ptum  and  Its  numerous  modiflcatlons,  dis- 
posal of  ri'flex  ni'uroses  in  the  nose,  surgery  of  tumors  of  the  nose  both 
iM'nIgn  and  malignant  and  their  Intranasal  removal  and  gives  an  extensive 
contribution  on  the  Intra-nasal  treatment  of  ozena,  tuberculosis  and  endo- 
nnsnl  svphlll-?.  and  a  concluding  paragraph  on  synechia,  atreitias  and  frac- 
il  bones. 

iih  dlKciisseo  this  field  of  Intra-nasal  surgery  minutely  and 
iU(  hidis  ;i  rcinurkably  w  ''  '       i  ii-s  of  color  plates  and  microscopic 

.«<■<  lions  Illustrative  of  tli  '    the  parts  discussed. 

""  ;ir».  and  lniiH>riiiTiri'  oi   Orbital  complications  In  nasal  .ac- 

c  l4<lli)ns"  Is  clearly   deiincd  In  an  exhaustive   monograph 

b>    .I'M mil. 

.Mui  h  spai  e  Is  devoted  lo  a  careful  description  of  the  anatomy  and 
toiiMkTjiiilii.  :il  relations  of  the  several  sinuses  to  Ihe  orbit,  to  vascular  and 
II.  "0,  and  their  relaltons  to  anomalies  of  the  sinus  In  slie, 

•<i  'Inn 

'  lal  till-Ill  I'  I  be  made  ttf  Ihe  splendid  illustrations  that   ac- 

.iiy  tills  II.  .ind  the  iio\cl  form  of  the  series  of  ^'lereoscoplc 

..lies  to  cllnlcAll>  lllu»irate  (he  path  of  lesions  of  the  orbit. 

mi 
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"The  hypophysis,  its  palhology  and  operative  treatment  ia  the  caption 
of  the  next  monograph  by  I'rof.  A.  Kuttner.  The  monograph  is  especially 
valuable  for  reference,  as  It  describes  the  technlc  of  the  various  types  of 
operation  undertaken  to  expose  the  hypophysis  and  remove  tumors  and 
pathological  conditions  of  this  tissue. 

"The  surgery  of  the  tear  ducts"  Is  discussed  by  Gustav  Rltter  and  is 
elaborated  Into  a  very  formidable  monograph.  Appended  to  this  Is  a 
bibliography  of  this  subject-matter  to  date. 

The  concluding  monograph  of  volume  3  Is  the  "Surgical  disposal  of 
malignant  neoplasms  of  the  superior  maxilla,"  by  Ur.  Helle. 

While  this  field  is  not  strictly  to  be  considered  within  the  scope  of  the 
rhino-laryngolosjisf,  it  is  nevertheless  so  closely  identified  with  the  sur- 
gery and  pathology  of  our  domain  that  it  may  be  well  given  space  In  this 
important  hand-book. 

Each  new  monograph  of  this  series  as  issued  offers  many  surprises  and 
excites  greater  admiration  for  this  splendid  monumental  publication. 
There  Is  nothing  in  the  entire  field  of  oto-rhino-laryngology  that  has  ever 
been  published  which  can  approach  it  in  Importance,  scientific  strength, 
completeness  and   elaboration   of  publisher's  art. 

Development  and  Anatomy  of  the  Nasal  Accessory  Sinuses  in  Man.  Ob- 
servations based  on  290  lateral  nasal  walls,  showing  the  various  stages 
and  types  of  development  of  the  accessory  sinus  areas  from  the  six- 
tieth day  of  fetal  life  to  advanced  maturity.  Dit.  WAitHhX  B.  Davi.s. 

Corinna  Borden  Keen  Research  Fellow  of  Jefferson  Medical  College, 
etc.,  Philadelphia.  Pp.  172.  with  .57  illu.stratlons.  W.  B.  Saunders 
Co.,  PhiladPlphia.  1914. 

We  are  glad  to  see  this  evidence  of  independent  research  by  an  Ameri- 
can colleague  presented  In  an  able  volume  entitled  to  take  its  place  with 
the  works  of  Onodi,  Logan  Turner  and  others. 

Dr.  Davis  has  collected  and  carefully  studied  large  preparations  of  sec- 
tions of  the  accessory  sinus  areas  in  the  various  stages  of  development 
from  the  early  fetal  to  mature  adult  periods,  special  emphasis  in  this  re- 
search being  given  to  the  study  of  specimens  showing  the  conditions  pre- 
sent during  the  i)eriod  of  childhood. 

The  diffleulty  of  obtaining  ample  anatomical  material  for  this  purpose 
has  been  met  by  the  development  of  a  technic  by  the  author  by  which  the 
accessory  areas  could  bo  rpmo\ed  c?  n'^ssr  ai  the  time  of  the  post-mortem 
examination  and  still  allow  reconstruction  of  the  face  without  marked 
disfigurement. 

The  total  number  of  cases  studied  in  the  preparation  of  this  work  was 
14.5.  or  290  lateral  nasal  walls  and  accessory  areas. 

This  monograph  will,  no  doubt,  be  of  considerable  value  in  a  careful 
study  of  accessory  sinus  anatomy  and  embryology  and  of  much  assistance 
in  the  further  development  of  the  field. 

Operationen   am   Ohr.     Die   Operation    bei    Mittelohrelterungen    und    ihren 

intrakraniellen   Komplikationen.      Fuer  Aerzte  und   Studierende.       By 

Dk.  B.  Ukine,  Professor  and  Director  of  the  K.   I'niversitaets-Ohren- 

klinik  und  Ohrenpoliklinik,  Munich.     Pp.  2^2,  with  29  illustrations  in 

the  text  and  29  plates.     Verla«,  S.  Karger.  Berlin,  1913.     Price,  Mk. 

8.80. 

To  readers  familiar  with  the  first  edition  of  Heine's  "Operations  on  the 

ear"   this   enlarged    third   edition   will    indicate   the   remarkable   advance 

made  In  this  field  since  the  appearance  of  the  first  edition  in  1903. 

The  operative  technic  of  the  labyrinth,  semi-circular  canal,  dural  and 
extra-dural  abscess,  and  the  disposal  of  the  involved  uvula  bulb  and  vein 
in  thrombosis  and  InHammation  is  here  considered  graphically  and  in 
original  illustration. 

Much  emphasis  is  placed  upon  purulent  affections  of  the  middle  ear 
traced  through  the  oval  and  round  windows,  through  the  horizontal  canal 
and  involving  the  labyrinth,  and  the  sinus,  the  character  of  pus  invasions 
of  the  labyrinth,  and  the  importance  of  radical  labyrinthine  surgery. 

In  citing  the  literature  in  this  field  the  author  seems  to  confine  him- 
self almost  exclusively  to  German  authorities. 
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NEW  YORK  ACADEMY  OF  MEDICINE. 

8WT10N   OX    LABYNOOLOUY   AND   KHINOlXKiV. 

Regular  Metling.  Mav  7.  lai^. 

Uii.  J.  H.  Glkntzkh,  Chaikmax. 
SYNOPSIS  OF  DR.  FREUDENTHALS  PAPER. 
(Continued  from  page  IH^,  AugatI,  Wlf,.) 

Devlatod  nasal  septa  or  spurs,  If  they  materially  Interfere  with  respira- 
tion, should  he  removed,  and  this  can  be  done  In  almost  any  stage  of 
tuberculosis.  Adenoids  should  be  <  uretted,  but  the  tonsils  should  not  bo 
operated  upon  If  the  dl8ea.se  has  been  positively  established.  The  writer 
had  known  of  several  fatalities  which  occurred  In  patients  who  had  been 
sent  away  for  recuperation  and  were  operated  upon  contrary  to  his  ad- 
vice, dying  of  i>iilmi>miry  hemorrhages  In  from  three  to  eight  days  after 
I  he  tonsillectomy. 

\\*hen  uciiial  tuberculosis  of  the  larynx  has  been  established,  the  treat- 
iiunt  of  the  condition  Is  pne  of  the  most  difficult  that  the  laryngologlst  is 
confronted  with,  though  It  Is  well  worth  the  work  and  the  pains  required, 
for  the  progress  In  the  therapy  of  this  condition  has  been  marvelous.  There 
Is  a  great  ne«-d  for  satisfactory  sanatoria  which  will  receive  tubercular 
subjects  with  laryngeal  complications.  A  prominent  German  scientist 
says  that  that  hospital  Is  the  best  whii  h  admits  the  worst  cases,  and  with 
this  statement  the  writer  heartily  coincides.  The  general  treatment  of 
the  incipient  or  early  cases  often  in  Itself  effe<t8  a  curative  effect.  The 
rest-cure,  especially  of  Ihr  voirr,  the  good  air.  and  suitable  nourishment, 
often  result  In  the  healing  of  slight  lesions,  superficial  erosions,  Intlltra- 
tlons.  etc. 

A  more  active  therapy  Is  Indicated  when  there  are  ulcers,  papillary  out- 
growths, localized  and  diffuse  Intlllratlons.  No  matter  what  the  condi- 
tion* of  the  lungs,  two  requirements  must  be  met, — the  cough  must  be 
Ktopped  and  the  dysphagia  removed.  The  methods  of  accomplishing  this 
must  depend  upon  the  experience  and  Judgment  of  the  physician.  In 
some  Instances  major  operations  are  proposed.  In  olhers,  partial  or  total 
laryngectomy.  Theoretically,  this  is  the  correct  method  of  procedure, 
Itut  practically  It  has  not  proved  a  success.  The  majority  of  patients  op- 
rnted  on  In  this  way  succumb  quickly  to  pneumonia  or  other  complica- 
tions, and  only  a  few  recover  from  It.  Even  simple  tracheotomy,  which 
has  tx-en  re<-ommended  a.*  a  prophylactic  measure  Is  of  Utile  value.  It 
should  only  be  i>erformed  on  account  of  dyspnea  which  cannot  otbeiMvise 
tie  relieved. 

One  is  therefore  limited  to  minor  surgical  measures  within  the  larynx. 
It  Is  well  known  that  the  disease  manifests  Itself  frequently  on  the  antero- 
posterior wall  and  on  the  anterior  wall,  1.  e..  the  epiglottis.  Deep  ulera- 
lions  and  InHllrntlons  may  persist  for  a  long  lime  on  the  lateral  wall  with- 
out cnuslnK  dysiilingia  or  other  serious  trouble,  but  difTlcultles  arise  as 
soon  as  the  arytenoids  or  the  epiglottis  become  Involved,  and  these  condl- 
flonK  must  be  ov.T-.r....  ..r  k,..  tuitient  is  lost. 
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In  severe  infiltrations  of  the  epiglottis,  all  efforts  toward  alleviating  a 
pronotinced  dysphagia  will  fail  on  account  of  the  inability  to  reach  the  ul- 
cers low  down  in  the  larynx,  the  epiglottis  occluding  the  introltus  laryn- 
gis.  or  because  they  have  formed  on  the  laryngeal  surface  of  the  flattened 
epiglottis  and  cannot  be  reached  by  any  ai)pllcalion.  Under  these  cir- 
cumstances, the  best  that  can  be  done  is  to  amputate  the  epiglottis, 
either  with  some  cutting  forceps  or  with  the  cold  snare.  This  operation 
is  simple  and  enables  one  to  treat  the  lesions  lower  down.  Occasionally, 
when  the  epiglottis  is  the  only  part  affected,  improvement  is  noticed  im- 
mediately. When  ulcers  are  present  lower  down,  Uiey  have  to  be  espe- 
cially treated. 

In  the  treatnent  of  ulcerations,  the  first  thing  to  strive  for  is  to  re- 
move the  pain  on  deglutition  and  incidentally  relieve  the  laryngeal  cough. 
To  accomplish  this,  ^ue  must  produce  local  analgesia  of  long  duration, — 
painlessness  of  the  parts  lasting  for  several  days.  This  is  secured  by 
the  employment  of  orthoforni.  or  anesthesia,  applied  as  a  powder  or  In 
an  emulsion,  the  writer's  formula  for  the  latter  being:  Orthoform,  C,00; 
menthol,  U.,5-0.00;  formin,  0,50;  ol.  amyg.  dul.,  15,00;  pulv.  acaciae,  10,00; 
aquae  ad,  60,00  M.  f.  emulsio. 

."he  important  points  to  be  remembered  in  applying  the  emulsion  or 
the  powder  are  that  (1)  the  parts  to  be  treated  must  be  clean  and  (2) 
that  drugs  must  be  applied  in  such  a  manner  that  they  will  remain  on  the 
ulcer.  If  too  mucli  is  applied  at  one  time  it  will  be  coughed  up.  A  drop 
tliat  remains  on  the  spot  and  is  absorbed  will  do  more  good  than  a  pint 
that  is  coughed  up.  Such  medication  alone,  if  used  correctly,  will  often 
produce  cicatrization  of  an  ulcer. 

In  case  the  ulcers  do  not  heal  under  analgesic  treatment,  resort  must 
be  had  to  caustics.— chlorid  of  zinc,  nitrite  of  silver,  argyrol,  etc.,  or  the 
galvano-cautery,  followed  within  half  an  hour  by  the  insufflation  of 
orthoform  in  powder  or  by  emulsion.  In  deep,  solitary  ulcers,  tiie  gal- 
vano-cautery occasionally  yields  good  results,  but  for  multiple  ulcers  it 
cannot  be  recommended.  The  reaction  after  the  galvano-cautery  is  some- 
times unpleasant  and  unavoidable.  Fulguration  has  given  some  encour- 
aging results. 

Suspension  laryngoscopy  has  opened  up  a  new  field  for  therapeutic 
endeavors.  With  it,  the  larynx  is  opened  widely  to  direct  inspection  and 
an  e.\ceilent  opportunity  is  afforded  to  reach  Its  different  parts,  especial- 
ly the  posterior  wall  which  is  so  frequently  affected.  One  can  also  curette 
thoroughly  all  ulcerations,  which,  after  all,  is  the  most  satisfactory  sur- 
gical metliod.  The  writer  has  done  this  frequently  with  excellent  im- 
mediate results,  although  the  ulcers  recur  and  have  to  be  curetted  over 
and  over  again.  The  procedure  Is  not  painful  and  the  dangers  connected 
with  It  ara  practically  nil.  There  Is,  however,  danger  of  edema  of  the 
larynx,  and  for  this  reason  It  Is  often  wise  to  proceed  slow-ly  and  to 
curette  only  some  of  the  most  troublesome  parts  at  the  first  sitting.  Af- 
ter doing  curettage  under  suspension  laryngoscopy,  it  is  best  to  apply  a 
strong  caustic,  such  as  the  galvano-cautery  or  pure  lactic  acid. 

Any  necessary  excisions  of  Infiltrated  portions  or  of  granulations  can 
best  be  accomplished  imder  suspension  laryngoscopy.  The  writer  has 
oeen  amazed  at  the  ease  with  which  inter-arytenoid  papillary  out-growth.« 
can  be  removed  by  this  method. 
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Very  helpful  are  the  different  rays  used  therapeutically  during  recent 
years, — I  he  actinic  rays,  the  high  frequency  current,  and  the  rays  emanat- 
inE  from  radium  One  of  the  first  orders  siveii  to  a  patient  is  that  he 
hould  keep  in  the  sun  as  much  as  possible,  in  the  winter.  In  the  sum- 
I  cr  the  early  morning  lioura  are  reconinieniied.  up  to  nine  or  ten  o'clock; 
As  a  substitute  tor  the  sun.  the  electric  arc  light  can  be  used  and  its 
<  liemical  or  actinic  rays  applied  externally  to  the  affected  parts. 

In  cases  in  which  none  of  the  therapeutic  measures  Indicated  avail, 
.njectlons  of  alcohol  have  sometimes  given  relief.  This  was  first  sug- 
.  i-sted  by  Rudolph  Hoflman,  whose  aim  was  to  produce  analgesia  of  long 
duration.  He  recommends  an  85  per  cent  alcohol  at  a  temperature  of 
15''C  or  \12"¥.  After  the  subsidence  of  the  initial  pain,  which  is  some- 
ilmes  quite  severe,  another  injection  is  immediately  made.  Hoffman  uses 
:i  stronc.  but  .lomewhat  blimted  needle,  as  it  avoids  the  blood  vessels 
and   is  less  liable  to  break. 

The  treatment  and  supervision  of  laryngeal  tuberculosis  in  private  prac- 
tice is  dinicult  and  Rometlmes  Impossible,  but  in  the  milder  cases  murli 
ran  be  a<-com|>lished. 

A  successful  practitioner  ought  to  be  able  to  cure  at  least  50  per  cent 
nf  his  patients  aflllcted  with  tuberculosis  of  the  larynx  in  any  stage  of 
<lie  disease.  Optimism  Is  nowhere  so  much  Indicated  as  in  the  therapy 
of  tuberculosis,  for  it  greatly  assists  the  physician  as  well  as  the  patient. 

nisciTSsio.v. 
Dr.  Cartkr  thanked  Dr.  Preudenthal  for  bringing  this  very  important 
subject  before  the  section,  for  while  we  may  not  introduce  anythUig  very 
new  in  the  way  of  diasnosis.  prognosis,  or  treatment,  still  we  have  op- 
portunity to  emphasize  those  points  which  have  been  found  most  useful 
In  treating  this  protean  disease. 

As  to  the  question  of  climate,  which  is  the  first  thing  that  occurs  in 
the  malt»>r  of  treatment.  It  is  generally  conceded  that  a  fairly  cold  climate 
of  moderate  altitude  and  fairly  free  from  dust  Is  the  Ideal  climate  for 
a  laryngeal  case.  Such  cases  do  not  stand  dust  of  any  kind;  it  keeps  up 
the  cough  and  makes  it  very  much  worse.  All  treatment  must  be  di- 
rected against  the  cough,  for  the  cure  of  tuberculous  laryngitis  is  ob- 
tained after  all,  not  so  much  by  the  treatment  as  by  the  rest.  The  con- 
stant coughing  and  hacking  keeps  up  the  Irritation,  and  no  rest  is  ob- 
tftlrnd.  Therefore,  the  best  method  of  conlrollinK  Uie  cough  must  be  con- 
Hldered.  The  cough  in  laryngeal  cases  Is  almost  always  annoying.  When 
the  inter-arytenoid  sulcus  Is  much  Involved  the  slightest  thing  will  start 
the  cough.  Then,  the  pulmonary  condition  has  much  to  do  with  the 
1  ough.  We  must  find  out  the  controlling  element  and  direct  our  treat- 
ment to  that.  Prevention  Is  the  most  important  point  of  all  In  the  treat- 
ment of  tuberculous  lar.vngltls.  There  Is  neariy  always  a  catarrhal  con- 
dition In  the  tuberculous  cases,  and  this  catarrh  should  be  carefully  at- 
tended to. 

There  are  no  positive  early  signs  of  laryngeal  tuberculosis.  For  that 
reason,  one  should  pay  parllruUr  attention  to  the  condition  of  the  upper 
air  pansagPK.  esperiallv  n  catarrhal  rnndlili.n  ..f  ii,,,  inr-.-nx 
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Dr.  Carter  said  that  the  question  of  the  cough  recalled  his  early  ex- 
periences on  the  staff  at  Bellevue  Hospital,  when  he  saw  many  of  these 
laryngeal  tuberculosis  cases.  They  were  very  interesting,  and  the  patients 
were  kept  In  the  wards  aa  long  as  possible,  for  the  purpose  of  studying 
them.  The  niothod  adopted  for  controlling  the  cough  and  diminishing 
the  iar.vngeal  irritability  was  ver>-  effective.  It  consisted  in  the  use  ot 
a  zinc  inlialer  on  whicli  was  sprinlcled  10  drops  of  a  mi.xture  of  beech- 
wood,  creosote,  chloroform  and  alcohol.  This  was  used  every  hour  or  two 
during  the  day,  and  frequently  at  night.  U  certainly  diminished  the 
coughing,  and  in  that  way  helped  to  cure  the  laryngeal  tuberculosis, — or 
at  lea.st  it  ameliorated  the  suffering  of  the  patients,  for  most  of  them  were 
advanced  cases. 

As  to  the  local  treatment.  Dr.  Carter  said  that  he  had  tried  almost 
everything  that  had  co.-nc  under  his  observation.  He  could  not  exactly 
agree  with  Dr.  Freudenthal  regarding  the  use  of  powder  In  laryngeal 
tuberculosis,  for  it  seemed  to  Irritate  the  larynx  and  cause  more  cough- 
ing. Powder  does  not  have  any  local  effect  until  it  has  become  a  solu- 
tion with  the  secretion  in  the  larynx.  Most  of  the  powders  used  are  in- 
soluble or  slowly  soluble,  and  do  not  remain  in  the  larynx  long  enough  to 
have  any  effect.  The  treatment  which  he  has  found  most  useful  is  for- 
nialdehyd,  two  to  four  per  cent,  applied  after  cleaning  off  the  parts  with 
cotton  pledgets.  This  is  somewhat  irritating,  and  sometimes  it  is  nec- 
essary to  use  cocain  before  applying  it. 

Dr.  Carter  said  that  he  does  no?  approve  of  the  use  ot  corain  in  laryn- 
geal tuberculosis  cases  any  more  than  is  absolutely  necessary,  for  there 
is  always  a  certain  amount  of  edema  following  Its  use,  and  stronger  and 
stronger  solutions  have  to  be  used. 

Operative  procedures  should  be  limited  to  those  which  are  of  the 
sthenic  type,  especially  those  cases  where  the  tubercular  formations  are 
circumscribed  and  in  the  curettage  of  old  indolent  ulcers  on  an  indurated 
base,  and  in  unilateral  tuberculosis,  that  will  allow  the  removal  of  as 
much  tissue  as  possible  and  leave  one  side  of  the  larynx  in  good  shape. 

Dr.  Yaskauer  said  that  several  years  ago  he  had  showed  to  the  mem- 
bers of  the  Section  an  apparatus  which  he  had  devised  which  enabled 
the  patient  to  medicate  his  own  larynx.  This  was  done  at  the  suggestion 
of  an  internist,  for  the  purpose  ot  applying  solutions  and  emulsions  to 
the  larynx  in  tuberculous  cases,  so  that  they  could  nourish  themselves 
better.  It  consisted  of  a  tube  bent  at  right  angles  at  one  end  and  fitted 
to  the  patient's  mouth  with  a  small  flange  of  adhesive  plaster,  so  that 
when  the  patient  introduced  it  into  his  mouth,  the  flange  rested  against 
the  teeth,  and  when  the  fluid  was  injected  it  would  reach  the  larynx.  This 
device  has  been  used  a  good  deal  since  that  time,  and  it  was  no  doubt 
familiar  to  most  of  those  present. 

He  had  been  trying  to  use  a  modification  of  this  device  which  has  suc- 
ceeded well,  and  had  been  much  encouraged  to  continue  this  work.  He 
had  used  it  with  a  patient  who  had  a  marked  tuberculosis  of  the  epi- 
glottis: half  of  the  epiglottis  had  disappeared,  and  the  ulceration  ex- 
tended along  the  side  of  the  tongue  almost  to  the  front  of  the  mouth. 
Most  of  the  ulcerations  were  healed  and  cicatrized  when  the  patient  died 
of  other  complications. 

(7*0   be  coiitiniird.) 
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Dr.  Edward  Pynclion  died  at  his  home  in  Chicago,  August 
28th,  in  the  sixty-second  year  of  his  life,  of  uremia,  after  a  brief 

illness. 

Ur.  Pynchon  was  a  graduate  of  the  Eclectic  Medical  Institute, 
Cincinnati,  187;5;  of  the  Medical  College  of  Ohio,  Cincinnati, 
187(i;  a  member  of  the  American  .Xcademy  of  Ophthahnology 
and  Oto-Laryngolog}' ;  and  professor  of  rhinology,  laryngology 
and  otology  in  the  Chicago  Eye,  Ear,  Nose  and  Throat  College. 

In  the  death  of  Dr.  Pynchon  Tiik  L.nrync.oscopk  loses  one  of 
its  most  valuable  and  ardent  collaborators  and  the  oto-laryngolo- 
gical  profession  an  active,  earnest  and  indefatigable  worker. 

Mis  mechanical  ingenuity  was  a  recognized  feature  of  every 
national  oto-laryngological  meeting  at  which  his  models  of  new 
instruments  and  apparatus  were  demonstrated. 

He  was  a  practitioner  of  the  old  school  who  depended  largely 
on  practical  observation  and  common  sense  in  the  pursuit  of  his 
chosen  field. 

He  was  a  frequent  contributor  to  oto-laryngological  literature 
and  among  his  more  imjiortant  contrilnitions  we  mention :  "The 
bete  noir  of  the  vocalist,"  "The  degenerate  tonsil,"  "Directions 
for  the  control  of  nasal  hemorrhage,"  "Nasal  bougies  and  drain- 
age tubes,"  "New  mechanical  saw  for  intra-nasal  operations," 
"New  nasal  speculum,"  "New  nel)ulizing  device."  "Pneumatic 
massage  in  aural  practice,"  "Surgical  correction  of  deformities 
of  the  nasal  septum,"  "Technic  of  tympanic  inflation."  "Tonsil- 
lectomy by  electro-cautery  dissection,"  and  "Tonsillectomy  in 
children  imder  general  anesthesia — a  hospital  operation." 

We  shall  miss  his  genial  companionship,  his  practical  counsel, 
his  stimulating  energy  and  his  loyal  support  as  a  friend  and  co- 
worker in  practice  and  medical  journalism. 

We  extend  our  sympathies  to  his  bereaved  family. 


THE 


LARYNGOSCOPE. 


Vol.  XXIV.       ST.  LOUIS,  OCTOBER.  1914.  No.  10. 


ORIGINAL    COMMUNICATIONS. 

(Oricinal   Commumcitions  ire  received  with  the  understandint\ 
that  tkcy  arc  contributed  cxcloaivcly  to  Tsi  LAKTucoicorB./ 


THE  DEAF  CHILD— A  PLEA  FOR  CO-OPERATION. 
Dr.  Max  A.  Goldstein,  Saint  Louis. 

Over  twenty  years  ago  I  returned  from  two  years  of -post- 
graduate study  abroad,  impressed  not  only  with  the  achievements 
of  otologic  surgcr)'  and  pathologj',  but  with  the  new  impetus  that  had 
tK.en  given  by  a  few  masters  in  this  field  to  the  education  of  the 
deaf.  Urhantschitsch  and  Politzer  in  Austria;  Bezold  and  Lucae 
in  Germany;  Mygind  in  Denmark;  (iradenigo  and  Ferrcri  in  Italy; 
Mcnicr  and  Moure  in  France;  Toynbee,  Love  and  Yearsley  in  Eng- 
land. 

I  had  been  granted  the  special  privilege  of  close  study  of  the 
method  suggested  by  Urhantschitsch  for  the  re-education  of  the  par- 
tially impaired  auditory  nerve,  and  followed  with  much  interest  his 
practical  work  in  the  01)crdocbling  Institute  for  the  Deaf  in  Vienna. 
Ilcforc  returning  home  I  visited  the  Margate  School  for  the  Deaf 
with  Dunclas  (irant  in  London,  and  had  the  pleasure  of  demonstrat- 
ing the  Urhantschitsch  system  for  the  first  lime  to  Mr.  B.  Thornton, 
the  hea<l  master  at  Margate. 

On  my  return  home  I  foimd  an  opportunity  for  developing  this 

oral  system  of  training  at  the  St.  Jo.sq)h  School  for  the  Deaf  in  St. 

I.ouis.    .After  two  years  of  painstaking  practice  with  a  class  of  about 

ixtcen  pupils,  I  presented  the  practical  results  of  the  Urhantschitsch 

method,  used  in  conjunction  with  the  usual  training  of  the  deaf  then 
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in  vogue,  at  the  meeting  of  the  American  Academy  of  Ophthalmol- 
ogy and  Oto-Lar)ngo]ogy  in  St.  Louis  in  April,  1897.  This  was- 
the  first  presentation  of  its  kind  submitted  to  a  medical  assembly  in 
America;  it  demonstrated  two  important  features:  First,  that  the 
otological  profession  had  never  assumed  their  share  of  the  respon- 
sibilities in  the  important  question  of  the  training  of  the  deaf,  a  field 
which  is  as  much  legitimately  a  part  of  otology  as  is  the  evolution 
of  the  mastoid  operation,  or  the  pathology  of  the  labyrinth.  It 
further  proved  that  the  education  of  the  deaf  was  no  exception  to 
the  rule  of  evolution,  and  that  step  by  step  progress  was  being  made 
in  the  development  of  this  department  of  educational  work,  as  well 
as  in  the  training  and  development  of  the  normal  child. 

It  cannot  be  gainsaid  that  progress  in  the  education  of  the  deaf 
child  by  a  system  like  that  advanced  by  Urbantschitsch  must,  of  ne- 
cessity, be  very  slow  and  also  limited  in  scope.  Its  application  is- 
possible  only  in  a  selected  group  of  pupils  where  some  remnants  of 
audition  are  still  retained.  It  cannot  be  applied  in  the  training  of  a 
totally  deaf  child,  or  even  in  the  case  of  an  adult  whose  hearing 
has  been  lost. 

The  Urbantschitch  method  of  restimulation  of  the  auditory  nerve 
by  aid  of  the  human  voice  received  a  further  impetus  by  the  re- 
searches of  Bezold.  The  "continuirliche  Tonreihe,'  (continuous 
system  of  tuning  forks)  was  utilized  by  Bezold  to  determine  the 
amount  of  hearing  in  each  pupil  whose  auditor}'  defect  was  suffi- 
ciently grave  to  require  a  special  form  of  education.  Bezold  spe- 
cified empirically  his  so-called  "tone  islands"  by  means  of  which  a 
classification  of  the  degree  of  deafness  of  each  pupil  was  made  pos- 
sible. All  pupils  tested  by  the  "continuirliche  Tonreihe"'  whose- 
hearing  was  less  than  that  of  the  prescrilied  limitations  of  the  tone 
islands  (A  of  the  middle  register  to  G  of  the  second  octave  above 
middle  C)  were  designated  as  physiologically  unqualified  for  educa- 
tion by  any  of  the  systems  which  are  to-day  recognized  among  the 
teachers  of  the  deaf  as  oral  methods. 

To-day  all  progressive  educators  of  the  deaf  recognize  the  im- 
portance of  utilizing  every  remnant  of  hearing  in  the  deaf  child  or 
adult,  and  all  modifications  of  oral  or  auricular  methods  are  a  val- 
uable adjunct  in  the  education  of  a  large  percentage  of  deaf  pupils. 
The  results  obtained  by  auricular  methods  are  proportionately  de- 
pendent on  the  amount  of  hearing  in  each  pupil  so  trained. 

Inhere  are  three  practical  subdivisions  or  groups  to  which  pupils 
may  be  assigned  for  auricular  exercises.  The  first  group  includes- 
pupils  in  whom  the  remnant  of  hearing  is  so  slight  that  they  are- 
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enabled  to  distinguish  only  the  sounds  of  the  voice  in  sustained 
vowels  at  close  range  to  the  ear.  In  this  class  of  pupils  experience 
has  proved  that  the  application  of  auricular  methods  is  of  but  little 
avail.  Occasionally  in  exceptional  cases,  however,  marked 
improvement  in  the  hearing-i>ower  has  been  noted  and  for  this  rea- 
son every  pupil  of  this  gfroup  should  be  given  every  possible  chance. 

The  second  group  includes  pupils  who  may  hear  words  or  phrases 
in  loud  or  even  moderate  voice  at  close  range.  Here  the  results 
obtained  with  the  auricular  method  have  often  been  brilliant,  and 
teachers  and  aurists  who  fail  to  practice  auricular  training  in  pupils 
of  this  group  are  guilty  of  professional  negligence. 

Group  three  comprises  pupils  with  such  pronounced  hard-hearing 
that  they  have  ditVuuIty  in  keeping  up  in  classes  with  normal  chil- 
dren. The  causes  of  such  defective  hearing  may  be  found  in  a  de- 
struction of  the  mcmbrana  tympani  or  in  adhesions  of  the  tympanic 
membrane  to  the  promontory  following  marked  pathological  changes 
influenced  by  nasal  obstructions  or  persistent,  diffuse  lymphoid  or 
adenoid  interference,  oto-sclerosis,  or  constitutional,  specific  in- 
fluences localized  and  characterized  by  a  defective  auditory  nerve. 

With  individual  attention  and  instruction  this  group  of  pupils  may 
progress  in  scholarship  almost  as  rapidly  as  the  normal  child.  Un- 
fortunately no  provision  is  made,  in  our  schools  for  normal  chil- 
dren, for  pupils  with  such  hearing  defects,  and  they  are  assigned 
either  to  the  school  for  the  deaf  or  to  the  special  school.  In  the 
schools  for  the  deaf  they  are  placed  in  constant  association  with 
children  with  var}'ing  defects  in  articulate  speech  and  the  individual 
auricular  training  which  such  cases  demand  is  often  neglected. 

In  the  special  schools  they  are  taught  with  the  feeble-minded  pupil 
and  this  ass<Kiation  is  of  the  utmost  detriment  to  their  progress. 
These  children  should  Ik:  taught  like  normal  children  with  the  ad- 
ditional opjKjrtunity  for  individual  instruction,  and  if  possible  spe- 
cial provisini"  vl,,.ii1,I  I.<.  inriili-  fur  vii.li  <rr<>>iiw  jn  (inr  public  school- 
system. 

It  is  to  the  important  ijuestion  of  oral  mctlio<ls  of  teaching  the 
deaf  that  I  would  es[)ecially  direct  your  attention.  Oral  training 
in  its  broadest  acceptance  to-day  comprises  the  teaching  of  speech 
and  lip-reading  to  the  deaf  child,  whether  totally  or  partially  deaf, 
anci  to  prepare  such  a  j)Upil  for  Sf»cial  intercourse,  so  that  his  method 
of  communication  is  by  actual  sin-ech  and  not  by  signs,  manual,  or 
pad  and  pencil,  and  his  reception  of  speech  is  by  sight  as  a  substi- 
tute for  his  <leficient  or  defective  sense  of  sound.  This  is  the 
f.,iiii,':iiii.ii  nil  ulii<'h  we  .ire  ciulc.ivoring  to  build  the  structure  of 
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modern  education  of  the  deaf,  and  it  is  to  the  support  of  this  move- 
ment that  we  are  bending  every  energy  to  enlist  you. 

The  education  of  the  deaf  cliild  is  an  obligation  and  not  a  charity, 
and  you,  as  otologists,  are  as  much  concerned  in  the  upbuilding  of 
this  structure  as  are  the  progressive  educators  of  the  deaf,  who  have 
put  forth  their  best  efforts  in  this  direction. 

Have  you  ever  thought  what  a  splendid  uplift  the  combined  in- 
fluence of  the  otological  profession  might  be  towards  developing 
this  vital  question? 

Individual  efforts  in  the  building  of  so  formidable  a  structure  as 
the  modern  education  of  the  deaf  requires,  are  but  feeble,  and  it  is 
only  by  concerted  effort,  interchange  of  opinion  stimulating  criticism 
and  inquiry,  and  scientific  research  in  which  the  entire  otological 
world  should  participate,  that  we  shall  be  able  to  accomplish  larger 
things  for  a  good  and  great  cause. 

I  have  sat  in  your  assemblies  long  enough  to  realize  with  what  per- 
sistency, energy,  resourcefulness  and  brilliancy  you  have  conc«m- 
trated  your  studies  on  the  development  of  the  technic  of  the  radical 
mastoid  operation,  the  physiology  and  pathology  of  the  labyrinth, 
and  the  study  of  the  perplexing  question  of  oto-sclerosis.  May  I 
plead  with  you  to  give  only  a  small  part  of  this  energy  and  enthusi- 
asm to  the  advanced  training  of  the  deaf,  and  I  feel  certain  that  the 
results  obtained  by  such  co-operative  work  and  influence  will  repay 
3'ou  to  even  greater  extent  than  your  proud  accomplishments  in  oto- 
logical surgery  and  pathology. 

At  the  sixteenth  annual  meeting  of  the  American  Laryngological, 
Rhinological  and  Otological  Society  held  in  Washington  D.  C,  in 
April,  1010,  a  symposium  was  arranged  at  which  a  number  of  pro- 
gressive educators  of  the  deaf  and  a  few  of  the  otologists  who  had 
given  some  attention  to  this  question,  presented  a  series  of  valuable 
papers  setting  forth  the  status  of  the  deaf  child  from  every  point  of 
view  and  stimulating  a  discussion  among  the  members  of  this  or- 
ganization, which  lives  to-day  in  the  memory  of  many  of  the  fellows 
as  one  of  the  best  achievements  of  this  great  national  special  society. 

Unfortunately  this  is  but  a  memon,-  and  not  a  practical  entity.  It 
was  the  unanimous  opinion  of  the  large  assembly  of  otologists  and 
teachers  of  the  deaf  present  at  that  meeting  that  this  question  was 
broad  and  national  in  scope  and  that  it  would  probably  require  the 
concerted  influence  of  educators  and  otologists  from  every  section 
of  the  country  for  its  larger  and  proper  development. 

When  the  International  Congress  met  in  Boston,  in  August,  1912, 
this,  the  senior  assembly  in  otology  for  the  first  time  in  the  history 
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of  its  organization  included  in  its  program  a  lengthy  discussion  of 
this  question  of  the  education  of  the  deaf. 

To  those  of  you  who  were  present  at  either  of  these  meetings  no 
further  appeal  is  necessary  to  convince  you  of  the  seriousness  of 
this  problem  and  of  the  necessity  for  much  thought  and  action  in 
liberally  providing  for  the  deaf  child  with  ever)*  resource  at  your 
command.  The  medical  profession  has  l)een  a  potent  influence  in 
raising  the  standards  of  education  and  looking  after  the  health  and 
welfare  of  the  nonnal  child ;  the  deaf  child  also  demands  a  share  of 
your  consideration  and  a  larger  share  of  you,  as  otologists. 

Another  significant  fact  which  must  not  be  lost  sight  of  is,  that 
deafness  is  on  the  increase  in  this  country  and  that  better  facilities 
must  be  provided  for  the  proper  care  and  development  of  this  large 
class  of  unfortunates. 

Stimulated  by  these  efforts  and  examples  as  developed  in  our 
various  otological  assemblies,  medical  societies  in  some  of  the  larger 
cities  have  given  time  and  attention  to  this  question  in  symposia  in 
which  the  defective  child,  its  proper  dsposal,  classification,  and  edu- 
cation, was  discussed  from  every  angle.  Such  meetings  were  held 
in  Xew  York,  St.  Louis,  Omaha  and  other  cities. 

To  illustrate  the  practical  significance  of  this  participation  by  the 
general  medical  societies,  the  report  of  the  special  meetings  in  St. 
Louis,  as  described  by  the  writer  in  an  editorial  in  The  Laryngo- 
scope of  March,  1912,  is  presented  herewith: 

"An  Innovation,  recently  arranged  under  the  auspices  of  the  Saint  Louis 
Medical  Society,  haa  created  much  favorable  comment  both  from  the 
medical  and  the  lay  presfl,  and  has  proved  so  successful  in  its  presentn- 
tlon  that  other  communities  and  organizations  may  profitably  follow  this 
example. 

"The  De»-ectiv»:  Child"  is  the  subject  of  a  series  of  symposia  arranged 
by  a  special  committee  of  the  Saint  I^ouis  Medical  Society.  Three  even- 
ings were  sRsiKned  to  this  work:  1.  "The  Deaf  Child;"  11.  "The  Mentally 
Defective  and  Crippled  Child ;"  and  III.  "The  Blind  Child." 

Th>-  ff.iiiiwiiu-  programs  were  presented: 

I.     THE  DEAF  CHILD. 

Th<"   I'.iii    <  mill    Dr.  M.   A.  Goldstein 

Demonstration  of  Caaea  (Br  Invitation) 

Mra.  J.  T.  Uosa  (Teacher  of  Mp-Readlng) 

Def'-ctn  Due  to  Naaal  Obatructlon Dr.  W.  B.  Sauer 

lAntern  Demonstration  of  Caaea  and  Pathological  SpcclmonK, 

Dr.  Eugene  T.  Senaeney 

Bpeerh    D'-focta:     Demonstration l>r.   C    Armin   Qiindelach 

Discussion   opened  by  Mr.   lien    ttlewett,  Huperlntendent  of   Instruction,  St. 

Louis  Puhlle  Schools. 

II.     THE    MENTALLY    DErECTIVK   AMD   CniPPLED   CHILD. 

Gen-—'  "-i-lilerBtlon  and  '■''•-- "■■•!  of  Mentally  Defective 

_ Dr.  Sidney  I.  Schwab 

Th'  ■  tho  Mnnfallv  I    (By  Invitation) 

••      ■'  ■■    iKTi.in   !.-•.•.  retary  Ju\-enlle  Court  of  8t  I..ouli) 

The  Relatlor  pled  Child  to  the  Community   from  an 

Orlhopi..  Dr.   Nathanlal  Alllaon 
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Ins- Chil<lr<  n'H  Work   (By  invitation) Mine  Julia  Stimaon 

(Adrainlxtrator  of  Social  Service,  St.  Louis  Children's  I{««|ilial) 
Dtacusslon  opened  by  Mr.  Koger  Haldwin,  Chief  Prohatlon  Officer.  Juvenile 

Court. 

III.     THK   BUND  CHILD. 

Prevention  of  Illindncss Dr.  M.  H.  Poat 

Heredity  of  Hllndness Dr.  Clarence  I»eb 

TraininB  of  IJllnd  Children   (By  Invitation) .'. Mr.  S.  M.  Green 

Errors  of  Kcfractlon  In  School  Children Dr.  John  Green,  Jr. 

Discussion    opened    by   Dr.    James    Stewart.    Superintendent    Department   of 
HyiBflene.  St.   Louis  Public  Schools. 

"The   essayists  selected   to   present  this   subject-matter   ■were   asked   to 

prepare  their  papers  in  a  popular  form,  and  to  eliminate,  as  much  as  po8- 

;slble,  purely  medical  technicalities.     Special  invitations  to  these  meetings 

were  issued  not  only  to  the  members  of  the  medical  society  but  also  to 

that  class  of  the  laity  especially  interested  in  child-welfare  work  and 

■  communal  progress.  The  Superintendent  of  Public  Instruction,  the  mem- 
bers of  the  Board  of  Education,  the  principals  of  all  the  public  schools  and 
teachers  in  the  Special  Schools  of  Saint  Louis,  tke  officials  and  members 

■  of  the  various  organizations  represented  in  the  Child-Welfare  Association, 
the  judges  and  officials  of  the  Juvenile  Court,  the  president  of  Saint 
Louis,  Washington,  and  Missouri  State  Universities,  the  Superintendents 
of  the  State  Institutions  for  the  Deaf,  the  Blind,  and  the  .MenUlly  De- 
fectives, and  the  prominent  charity  workers  and  civic  representatives 
were  invited  to  attend  these  sessions. 

"If  the  thoughts,  energies  and  good-will  offered  by  the  several  essayists, 
who  have  so  enthusiastically  advanced  this  program  will  produce  their 
just  reward,  another  step  in  the  development  of  this  important  phase  of 
educational  and  communal  endeavor  will  have  been  taken.  There  seems 
to  be  a  constantly  growing  interest  in  the  problems  that  confront  us 
•  concerning  the  care  and  proper  disposal  of  the  defective  child.  Statistics 
corroborate  the  assertion  of  the  tremendous  increase  in  the  defects  of 
sight,  speech,  and  hearing,  and  in  the  mental  and  physical  infirmities  of 
the  American  child,  and  it  is  not  only  opjwrtune  but  vitally  imperative 
that  the  medical  fraternity  co-operate  with  educators,  with  social  and 
charity  workers  and  with  all  others  of  the  laity  who  are  beginning  to 
realize  the  responsibilities  of  this  serious  question. 

"At  the  last  annual  meeting  of  the  National  Educational  Association 
which  has  just  concluded  its  session  in  Saint  Louis,  and  where  repre- 
sentatives of  all  the  important  educational  institutions  were  active,  tlie 
question  of  the  education  of  the  defective  child,  his  proper  disposal  and 
his  segregation,  was  one  of  the  most  prominent  topics  for  discussion. 
Much  of  the  data  and  Information  necessary  for  an  Intelligent  comprehen- 
sion of  this  question  by  the  layman  can  be  furnished  only  by  the  medical 
profession,  and  we  should  cheerfully  and  energetically  assume  our  share 
of  the  work  to  stimulate  investigations  which  wiU'help  solve  these  com- 
plicated questions." 

For  an  extensive  co-operation,  in  which  the  interests  of  the  medi- 
-cal  profession,  educators  of  the  deaf,  school  authorities,  boards  of 
education,  court  ofticials.  social  sen'ice  workers,  and  the  intelligent 
laity  are  involved  and  enlisted,  it  is  absolutely  necessary  that  more 
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of  such  practical  ami  siyiiiluant  iiii.-.sioiiary  work  be  done.  I  appeal 
to  you  all  to  develop  further  activities  along  these  lines,  so  that 
every  city  and  every  community  far  and  near  may  be  in  a  position 
to  assist  in  this  worthy  campaign. 

Another  jihase  of  this  question  which  is  certain  to  prove  a  val- 
uable adjunct  in  developing  this  cause  is  a  resolution  adopted  at  the 
meeting  of  the  Section  on  Otology  and  Laryngology  of  the  Ameri- 
<:an  Medical  .Association,  in  lOOD,  and  indorsed  by  the  American 
Laryngological,  Rhinological  and  Otological  Society,  the  American 
Otological  Society  and  by  the  American  Academy  of  Ophthalmology 
and  Oto- Laryngology. 

The  special  committee  in  charge  of  this  work  has  carried  out  the 
lirst  obligation  placed  uixin  it  by  sending  a  syllabus  on  the  education 
of  the  deaf  to  everj'  medical  school  in  this  country.  As  a  matter  of 
record  and  reference,  the  complete  syllabus  is  here  appended,  to- 
gether with  the  letter  addressed  to  the  deans  of  all  the  medical 
'•chools  of  the  United  States  and  Canada. 

New  York  City,  May  24,  1911. 

Dr-ar  Dortor:  At  the  annual  nieotinK  of  the  Anierloan  Medical  Associa- 
tion In  1909.  a  committee  was  appointed  by  the  otological  section,  to 
jdraft  resolutions  and  devise  means  for  arouslnR  increased  interest  among 
the  members  of  the  medical  profession  in  the  cause  of  ameliorating  the 
condllion  of  deaf  children  by  education,  and  lo  report  at  the  next  meet- 
ing. The  report  of  the  committee  as  made  at  the  meeting  in  St.  Louis  In 
1910,  and  its  accompanying  resolutions  were  adopted  and  the  committee 
continued  by  the  section  for  the  purpose  of  endeavoring  to  carry  out  the 
Intent  of  the  resolutions.  One  of  these  reads  as  follows:  "That  in  all 
medical  srhools  more  Instruction  be  provided  during  the  course  on  the 
means  available  for  ameliorating  the  condition  of  deaf  children  by  edu- 
<ation." 

The  committee  (eeU  confldent  that  the  schools  will  gladly  adopt  this 
suggestion.  If  surh  instruction  Is  not  already  Included  in  the  course. 
They  realize,   however,   that   the   lecturers   upon  whom   this   duty   would 

devolv. ry  busy  men.  and  might  find  It  a  hardship  to  spend  the 

time  to   gather    the   material   for   such   a    lecture.     The   com- 

mlllff  ;..■  r.fnri-    uropared  a  syllabus  containing  the  essential  facts 

that  such  a  lei  t  set  forth,  and  takes  pleasure  in  enclosing  this 

t)ooklet  for  rei'  ould  the  lecturer  choose  lo  avail  himself  of  It. 

The  comniltlee  hupes  that  the  arrangement  of  the  course  will  permit 
ihe  lecture  to  be  given  during  the  graduating  year,  and  that  the  stu- 
<lcnts  will  he  urged  to  make  surh  notes  for  preservation  as  may  enable 
them  to  IntelllKently  advise  cases  that  may  fron>  time  to  time  come 
\::,  since  It  Is  to  the  physlrlan   that  the  parents  of 

!  I  go  for  help,  advice  and  guidance. 

I  IK'  .<iiniiin...  .  i.uMi  Kreatly  appreciate  the  courtesy  of  a  reply  stating 
whether  surh  a  lecture  in  already  a  part  of  the  course,  and  if  not,  Uiat 
II  «iii  ),,.,.:•(!.. r  be  included. 

Cordially  yours, 

.I'MiN    \j.    AoAMfl,   Chairman. 
n    It    SiirHi.Y, 
l>i  MUR  Rot, 

M.»X    A.    OlII.IWTKlN. 

Comnilttee  of  the  OtoIoglcAl  Section  of  thi'  American  Medical  AssocUttoa. 
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SYLLABUS  ON  THE  EDUCATION  OF  THE  DEAF. 
Distributed  among  the  Medical  Schools  of  the  United  States  and 
Canada  by  the  Otological  Section  of  the  American  Medical 
Association,  through  a  committee  consisting  of  Dr.  John  L. 
Adams,  Chairman,  New  York  City ;  Dr.  B.  R.  Shurly,  Detroit, 
Michigan;  Dr.  Dunbar  Roy,  Atlanta,  Georgia;  Dr.  M.  A. 
Goldstein,  St.  Louis. 

Topical  Analjula  of  Syllabaa — Edaratlonal  Treatmrnt  of  tke  Deaf. 

I.  a.  Historical  Review:  1.  Europe.  2.  America,  b.  Present  Status: 
1.     Europe.     2.     America. 

II.  Comparison  of  Manual  and  Oral  Mcthod.s:  1.  Result.^  of  Manual 
Method.  2.  Re.siilts  of  Oral  Method.  3.  Re.sult.s  of  "Combined"  Method. 
i.     Failure  of  "Combined"  Mt^thod  from  a  speech  standpoint. 

III.  Classification  of  Cases:  1.  Conf?enltalIy,  totally  deaf:  1.  Of 
normal  intellect.  2.  Of  subnormal  intellect.  2.  Adventitiously  totally 
deaf:  1.  Of  normal  intellect.  2.  Of  subnormal  Intellect.  3.  Profoundly, 
but  not  totally  deaf.     1.     Of  normal   intellect.     2.     Of  subnormal   intellect 

4.  The   Deaf-Blind.     1.     Of  normal   Intellect.      2.     Of   subnormal   intellect. 

5.  The   Hard   of   Hearing   in   the   public   schools. 

IV.  Educational  needs  of  each  class. 

V.  Sources  of  information  open  to  those  interested. 

SYLLABUS  ON  THE  EDUCATION  OF  THE  DEAF. 

The  systematic  education  of  the  deaf  began  with  the  establishment  of 
a  little  school  in  ParLs  by  the  Abbe  de  1'  Epee  in  1765,  which  he  supported 
with  his  small  personal  income.  Previous  to  that  time,  during  the  six- 
teenth and  seventeenth  centuries  in  Spain  and  England  there  had  been 
occa.'Jional  cases  where  the  deaf  sons  and  daughters  of  nobles,  or  persons 
of  great  wealth,  had  been  educated  and  even  taught  to  speak  and  read 
the  lips  by  clever  and  devoted  men,  but  the  good  Abbe  de  1'  Epee  was  the 
first  to  offer  the  boon  of  education  to  the  poor  and  rich  alike.  He,  how- 
ever, adopted  a  method  of  instruction  by  gestural  signs  and  manual  al- 
phabet. About  the  same  time  Braidwood  in  B^inburgh  (1760).  and  later 
in  London,  and  Heinlcke  in  Dresden  (1778),  were  teaching  by  oral  meth- 
ods, but  they,  unlike  the  French  Abbe,  made  a  secret  of  their  methods,  and 
taught  only   the   rich. 

The  first  school  in  the  fnited  States  was  opened  in  1817  at  Hartford, 
Connecticut,  and  Thomas  H.  Oallaudet  was  its  Principal,  he  having  been 
sent  the  year  before  to  Europe  to  train  himself  for  his  work.  Mr.  Gal- 
laudet  had  sought  the  necessary  instruction  in  Edinburgh  and  in  London, 
but  had  been  inhospitably  received.  In  Paris,  however,  at  the  institu- 
tion founded  b.v  the  Abbe  de  I'Epee,  and  then  conducted  by  the  Abbe 
SIcard,  his  reception  was  most  cordial.  Therefore  it  was  the  sign  language 
and  the  manual  method  which  he  brought  back  with  him,  and  established 
in  the  first  school  for  the  deaf  in  this  country.  For  half  a  century  the 
education  of  the  deaf  in  the  United  States  was  carried  on  exclusively  by 
the  silent  methods  imported  from  France  by  Mr.  Gallaudet. 

But  in  the  meantime  oral  methods  were  coming  to  predominate  in 
Europe,  and  in  1867,  two  small  oral  schools  were  opened  in  this  country, 
one  in  New  York  City,  and  one  in  Northampton.  Massachusetts.  By  oral 
schools  is  meant  schools  in  which  no  manual  form  of  communication, 
either  gestural  signs  or  finger  alphabet.  Is  taught  or  used  by  teachers  or 
pupils  in  or  out  of  the  school  room.  All  instruction  or  communication  is 
spoken,  except  that  writing  is  employed  as  it  is  In  any  ordinary  school 
for  hearing  pupils.  Gradually  the  teaching  of  speech  and  lip-reading  to 
the  deaf  has  made  its  way  Into  (he  schools  of  this  country,  until  more  or 
less  of  this  work  is  done  in  every  school. 

We  have  seen  that  at  the  very  start  there  was  a  wide  divergence  in 
the  matter  of  methods.  In  Europe,  however,  the  oral  method  has  come  to 
be  nearly  univer>ai,  while  the  United  States  is  the  stronghold  of  manual- 
ism.     The  last   international   report  of  schools   for   the  deaf  was   issued   in 
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1901.  The  (ollukk,!..^  i,i..i,'  ».ii  ,.i.u>\  >Mt  .-i..!...-.  ..I  ..i„.  .li.U  manual  meth- 
ods In  Europe  at  that  time  and  In  the  United  States  and  Canada  In  1910. 

No.  Taught  in 
No.  of       Oral         Total      Pure  Oral  Per 

Schools  Schools     Pupila       Schools  cents 

Austria   Hungary  .... 
Belgium 

France    

Gcrnmnv    

(Jrfiit    Britain 

lUly    

Norway    ... 

Holland 

Russia 

Spain     .„ 

Sweden      .. 
Switzerland 

Totals     

1910 
United     Stales 
Canada 

Totals    675  434  3S443  23302  42.66% 

There  are  many  schools  in  the  United  States,  and  some  In  Europe,  that 
call  themselves  "Combined."  That  is  they  do  some  work  In  speech  and 
llp-readlni;.  and  many  of  them  have  some  classes  In  which  all  in.structlon 
!•<  oral.  Milt  In  many  of  the  class  rooms,  and  In  outside  communication, 
s..  ■    alphabet    arc    taught,    used    and    permitted.      But   ex- 

I  .  ihown    that    the    l>e.-<t    results    In    malting    speech    and 

|ii>  il,    \vrklni,-    ni.Mins   of   communication,    cannot    be    ob- 

talmil    umlcr    liu-    lundlti'  tig    In    these    "Combincil"    Schools.      The 

manual  method  of  commu  ~  easier  of  accpiisition  for  the  child,  and 

spoken    lantruasf    doe.-    n    '  his    thoUKht    vernacular;    he    thinks    in 

manual  forms  and  expresses  liiin»elf  silently  by  choice.  In  the  "Com- 
bined" Schools  the  manual  "atmosphere"  Is  all  pervasive,  and  even  coer- 
cive, for  the  child  cannot  avoid  It.  Therefore,  the  iiv-'  -ii' i«factory  oral 
work  cannot  be  done  under  •'combined"  conditions 

There  Is.  probably,  only  one  way  In  which  the  rm'st  .«.itisfactory  oral 
work  possible  can  be  done  In  a  school  In  which  there  must,  for  any 
ren"nn.  be  manunl  rln-^rs.  ^nd  that  Is  to  make  two  schools  of  It,  both 
ui  '      but    the    oral    and    manual    classes    having 

'•  ■  nt   hours,   and   separate   living  <iuarters.   and 

«•  th    each    other    at    any    time    during    the    day. 

The    1.1  ■►•il    f>.r    the    deaf    in    the    world,    the    IVnnsylvanIa    Institu- 

tion,   !■  Iphin.    has   In   this  way   been   changed    from    a   manual    to  a 

p'l"-' '  ..)1.  but   the  process  occupied   more   than   twenty-flve  years. 

T'  vBs  made  by  separating  the  school   Into  two  parts,  a  small 

»:  ■    and    a   large   manual,   the    pui>lls    In    the    two   departments 

nevi  1  r."i'iiing  with  each  other  in  work  or  in  play.  I<lttle  by  little. 
■  s  the  results  of  the  oral  work  proved  themselves  satisfactory,  the  sisa 
of  the  manml  depnrtmon'  w  n»  decreased  and  the  oral  enlarged,  until 
tl  .    •  .    and    all    communication    In    and    out   of 

tl  li    recreation.    Is    spoken.      Dr.    A.    L.    EI. 

<•:■-■  iiiniial    report   for    1909-1910,   writes  as 

folio".':       'Ill    t'f    liii'il.  nt.    Instruction    has.    In    the    main, 

been  conducted   along  tb'  In   previous   years,   the  only   note- 

u,,-ih\     <  i>  it.i-,.»    i.einL-    1  : .'ittention    paid    to    lip-reading,    and 

I    forms   of    .Manual    Methods.      These   changes    are 
■■    helpful    In    the    work.      Oral    Methods    alone    are 

T  "n   of  all  our  pupils,  and  they  are  found  quite 

III!  I  cement.      In    saying    this,    we    do    not    claim 

tl.  'T    pitbllc    apenkers   of    our    pupils,    but    we   do 

f  1  ■  '      'lucatlon.  and   In  doing  so, 

I.  lo   the   extent   of   enabling 

t  ^    nnd    close    friends,    and 

t.  "n    all    topics    of    gen- 

et more    than    this    may 

n.  •  '  •!    of    inslruciion    that 

will    1  e  deaf   child   n    fHir   i  uniiiianil    of    his    native    tongue,   a 

fnir    p  Uh    The    subjects    that    constitute    a    fair    Knglish    edu- 

ratlon ■■•     ,••      ■  ■     '■■    ••■enk    intelllglblv    nnd    to    read    the    speech    of 

others.    Is    .1    good    n  '  d    any    method    that    falls    short    of    this,    by 

whnf«*v#'r   nnm«  kn<>  '  '    n   Kood   method.      Wp   have   ilropped   Manual 

M.    ■      "      "  "   '    "     ""'' ■    ■    ' '     ' '■ 

l< 
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Thus  oiu-f  ami  lor  all,  in  the  m^'fl  r<in,''vi  wiii  w-  itii.i  (.iiiii»-,ii  »^.ij. 
•ia«  the  I'oiintry  been  nhown  how  it  may.  If  it  wl«he»,  Kradually  abandon 
thv  older  and  le.>«  desirable  method  for  that  which  in  more  In  keeping 
with  modern  ideas  of  education.  The  feasibility  and  denirabllity  of 
this  change  huvliit?  been  demonstrated  beyond  question,  without  hurry 
«ind  without  prejudice,  purely  as  a  matter  of  indisputable  fact,  the  same 
result  can  now  be  obtained  in  any  other  school  In  a  period  of  not  more 
than  eight  years.  All  that  is  necessary  is  the  willingness  on  the  part 
of  the  citizens,  expressed  by  lei^islatlve  action,  to  defray  the  slightly 
greater  expense,  and  the  placing  in  charge  of  a  competent  and  experi- 
enced man  or  woman.  Eventually  this  will  be  done,  but  not  until  a 
considerable  body  of  public  opinion  is  created  by  Inforraingr  the  people 
of  the  advantages  passible  to  their  deaf  children,  at  present  open  to 
those  in  some  states,  but  denied  to  those  of  others  less  enlightened.  A 
srent  step  toward  this  end  will  be  accomplished  if  education  can  ever 
be  removed  from  the  sphere  of  politics,  and  ap|)ointments  made  on  a 
basis  of  educational   efficiency   and   not   political   service. 

An  examination  of  the  very  careful  statistics  that  are  issued  each  year 
both  by  the  "American  Annals  of  the  Deaf  and  by  the  "American  As- 
sociation to  Promote  the  Teaching  of  Speech  to  the  Deaf."  shows  that 
in  addition  to  the  "22%  (2S«9)  [lupil.i.  taught  in  IfllO.  In  pure  oral  schools, 
38%  (4753)  of  the  pupils  in  combined  schools  are  put  down  as  'taught 
wholly  or  chieHy  by  the  oral  method.' "  Thus  on  the  face  of  the  re- 
turns It  would  appear  that  some  60%  of  the  pupils  In  United  States 
schools  are  taught  l)y  oral  methods,  which  is  not  so  far  behind  the  80% 
in  lOurojiean  schools.  The  advocates  of  the  oral  method  have,  therefore, 
made  sullicient  impression  upon  the  authorities  of  the  'combined"  schools 
to  lead  them  now  to  try  to  give  38%  of  their  pupils  the  benefits  of  that 
method  tliat  began  in  this  country  half  a  century  later  than  the  manual 
method. 

But  the  60%  Is  deceptive  for  the  reason,  given  al)ovc,  that  it  Is  Im- 
possible to  have  the  true  oral  spirit  among  the  pupils,  (to  say  nothing  of 
the  teachers),  under  the  mixed  or  'combined"  conditions.  In  fact  this 
apparent  trrowth  of  tlie  oral  method  has  Ijeen  in  some  degree  a  hindrance 
to  true  oral  progress,  paradoxical  as  that  may  seem.  For  the  sending 
out  into  life  of  these  thousand**  of  deaf  young  people  wlio  are  supposed 
to  have  been  orally  educated,  but  who.  owing  to  their  familiarity  with 
manual  moans  of  communication,  have  never  learned  to  thinl<  in  spoken 
forms  and  to  depend  upon  them  for  their  real  working  means  of  inter- 
course witl^  those  around  them,  and  have,  therefore,  found  their  oral 
equipment  Insufficient  for  the  puri)Oses  of  life,  has  resulted  in  m.aklng 
them  bitter  aKainst  what  they  mistakenly  believe  to  be  oralism.  and  in 
turn  lias  caused  those  witli  whom  they  associate  to  look  upon  such  in- 
struction as  unsuccessful  and  futile. 

The  existence  of  this  large  and  yearly  increasing  numl)er  of  deaf  per- 
sons partially  taugiil  by  oral  methods  is.  in  a  measure,  a  hindrance  to 
the  growth  of  the  best  oralism.  It  would  be  better  for  the  deaf  if  each 
of  the  "combined"  schools  could  be  made  into  two  separate  schools,  a 
manual  and  an  oral  school,  under  the  same  or  separate  management,  but 
segregating  the  manually  taught  from  the  orally  taught  throughout  the 
entire  period  of  school  life.  Such  a  procedure  is  probably  the  only  one 
by  which  the  conditions  can  be  secured  that  are  necessary  for  the  best 
l50ssible   results. 

For  educational  purposes  deaf  children  and  young  people  should  be 
divided  into  five  general  classes,  and  every  physician  should  be  familiar 
with  the  necessities  and  possibilities  of  each  class.  Each  of  these  five 
genera)  classes  should  In  turn  be  divided  into  two  classes,  those  of  nor- 
mal intellect,  and  those  of  subnormal  intellect.  The  placing  of  deaf 
children  of  siil>normal  intellect  in  classes  with  deaf  cliildren  of  normal 
intellect  should  not  be  tolerated  any  more  than  it  would  be  in  the  case 
of  hearing  children.  - 

Class  I.  The  totally  and  congenitally  deaf,  and  those  adventitiously 
deaf  before  three  years  of  age:  (a.)  Of  normal  intellect;  (b.)  Of  subnor- 
mal intellect. 

Class  II.  The  adventitiously  deaf  after  three  years  of  age.  (a.)  Of 
normal   intellect:    (b.)      (5f  subnormal   intellect. 

Class  III.  The  profoundly,  but  not  totally  deaf:  (a.)  Of  normal  Intel- 
lect;   (b.)      Of   subnormal   intellect. 

Cliss  1\.  The  lilind  deaf:  (a.)  Of  normal  intellect;  (b.)  Of  subnormal 
Intellect. 

Class  V.  Somewhat  hard  of  hearing  iiupils  in  public  schools  for  the 
hearing. 
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Tho»e  III  V  lii-.-  I  will  HI-  ■luiiiii  ,i.~  .>.li  ii-  .It-af  unKi's  liny  are  given 
special  Ir.Hli  iiciion  in  speakinif.  and  this  instruction  should  be  system- 
atically beKun  bttwten  four  and  live  yt-ars  of  age  In  the  case  of  the 
otherwise  normal  child.  The  subnormal  child  may  wait  a  little  longer. 
Tarents  and  friends  can  do  much  to  prepare  the  little  one  for  this  sys- 
tematic In.struction.  and  later  in  this  syllabus  .sources  of  information 
on  thi."  sulilect  will  be  enumerated.  These  chililren  should  be  treated  as 
hearinif  children,  eo  far  as  Instruction  in  manual  communication  is  con- 
cerned. That  is  to  say.  they  should  not  be  taught  the  manual  alphabet 
or  gestural  .signs,  and  the  spoken  word  should  be  taught  as  quickly  as 
possible  to  take  the  place  of  the  child's  natural  descriptive  and  indicative 
gestures.  The  human  race  has  for  thousands  of  years  acquired  its  spoken 
form  of  communication  between  the  years  of  two  and  eight,  and  the  im- 
mense aid  of  inherited  tendency  is  strongest  during  that  period,  and  all 
tiossible    advantage    should    be    taken    of    this    fact. 

The  deaf  child  beginning  at  four  or  five  years  of  age  can  be  given  in 
any  school  for  the  diaf  in  the  world  a  good  "grammar  school"  education 
In  the  three  K's  and  In  HI.«tory.  (Jeography.  and  Industrial  training.  In 
iil.!lfl..n  !■•  thI.-"  he  can.  in  any  of  the  good  Oral  Schools,  be  given  a 
f'-y  in  speaking  and  understanding  the  .speech  of  those 
thrown  in  frequent  Intercourse,  to  make  him  entirely 
;■  form   of   manual  communication.     This  cannot  be  done 

ill  aii>  ».j-t«ll.d  •Combined  School."  It  Is  to  be  hoped  that  the  states 
will  gradually  recognize  the  fact  that  a  good  oral  school  can  accomplish 
all  that  u  good  "Combined"  school  can  do,  and  in  addition  to  this  a  very 
considerable  and  very  desirable  excess  of  result  that  is  clear  gain. 

In  the  case  of  deaf  children  of  Class  II,  those  adventitiously  deaf  after 
three  years  of  age.  the  most  essential  thing  for  the  physician  to  know 
Is  that  extr*'m»>ly  prompt  measures  must  be  taken  to  prevent  the  loss  of 
till'    il:..!  '  '      •         '        The  alisolute  necessity   for  immediate  action 

<. iiin.it    t  1  .ssi'd    upon    the    parents    or    guardians    of    the 

.i.ii.l        1  should    be    made    to    induce    the    child    to    talk 

as    much  •     chilil    has    learned    to    read    before    hearing    is 

Inst    he    -i  d    til    read    aloud    a    great    deal.      The    greatest 

i;ir.-     sill  1     Ki     lead     him     to      ilunya    watch     the    lips     of 

I  .^li'iuld    nerustom    '  is    to    being    sure    that 

their  lips  before   '  ^    to  him.     They   should 

.1.  lllierately    in   a. I  .    him    for   the   first   year, 

ited  and  unnaluiHi  inuuthing  of  words.  Per- 
il always  be  used,  a  little  more  deliberate, 
iiifi  ••iii.>  ,« It'll  ii<.  .iiii.i-  eyes  are  focused  on  the  lips  of  the  speaker. 
V^'hile  special  Instruction  may  not  be  required  at  once,  it  is  very  desir- 
ablf  that  the  pnr'-nts  should  seek  the  ndvlce  and  guidance  of  some  ex- 
I  ■    '     i    her    of    It  ■      '      '    ■'  nt    they    know    that    hearing 

If  prop!  t  yed  with  sulHclent  prompt- 

frnm   f  '  •  li    through    the   ear   to   read- 

Iv   ;ind  simply,  and   the   natural 
ed   that   tli.ie   will   be   but   little 
tivllies.       Without     this     prompt 
Hlt<iiIioii.    luiA  1  lillil    uf    ilKlit.    or    less,    will    beiome   a    deaf    mute 

If    hearing    is  have    to    be    treated    in    accordance    with    those    of 

C'lass    I.      Cnfi.  ;  .-,>     there    are    many    such    m    i.i.s.iu     in    srii.mi.^    f,,T 

the  deaf  throughout  the  country. 

The  rhildren    >■'    <>•■     ii.iid    group,    while   too  d....  

puldlc  arid  pt  1  -t   ri'talii  some  remnants  of  hearing  which  can 

h"  iiilllT"'"!    In  III  modulate  their  voices,  and   in  comprehend- 

1'  M    >.i.    loiidly   near   the  ear,   or  through   some  electrical 

to    the    hearing.      This    class    Is    probably    much    larger 
., 'posed,   since  a   degree   of  sound    perception   sufflctent   to 
p.riiiit   of   . 'ill.  ational  training  to  usefulness,   may  yet  he  too  small   to  be 
considered  of  practical  value  by  either  the  possesaor  or  hl»  friends. 

-rid, 

•i^itO 

'lave 
iifM  I     .'•  ii.vii    In  I  II    t.iuKlit   to 

do  so      T  -e  such   work   must  be 

..1 t    .  'In    not    permit    of    em- 

'.owever.   a   valuable   mental 

.In    is    wholly    closed,    there 

"■■"Ugh   a   vicarious  sense. 

to  the  completeness  of 

bv    rni'an*    of    nn    Im- 

■'■ige 

I'er- 

but 

the    .fl' ■  I    i"    111"    "inii-     oMlng    lo    tii.-    iii.r.-.is.  d    .ii.iliiy     ic    inler|.r-t    the 

meaning   of    the   imprrfect    sounds    perceived.      Urhantschltsch    of    Vienna 


848     goijjstein:   the  deaf  CHii,i>^ri,EA  for  co-operation. 

has  dono  much  work  on  this  line  and  written  of  It.  The  reason  why 
thiK  remnant  of  hearing  does  not  devt'lop  spontaneously,  is  because  there 
Is  not  enouKh  of  it  to  servo  any  useful  purpose  under  the  ordinary  con- 
ditions of  conversational  Intercourse.  Therefore  the  disconnected  and 
meanlnKless  sounds  which  from  time  to  time  reach  the  child's  brain  are 
simply  i^rnored.  We  are  all  familiar  with  this  failure  to  hear  sounds 
when  attention  Is  not  Klven.  The  clock  strikes  the  hour,  but  we  do  not 
notice  it.  The  Impression  was  made  upon  the  hearing;  mechanism,  and 
transmitted  to  the  brain,  but  the  mind  was  otherwise  occupied.  We  our- 
selves in^nore  hundreds  of  sound.s  daily  so  completely  that  to  all  intents 
and  purposes  we  are  deaf  to  them.  We  really  hear  with  our  minds 
througrh  the  medium  of  the  ear  and  its  associated  parts,  and  when  the 
mind  fails  to  perform  Its  function  we  are  as  truly  deaf  as  though  the 
mechanism  of  the  ear  were  destroyed.  The  result  of  this  auricular  train- 
ing with  profoundly  deaf  children  who  still  retain  some  power  of  sound 
perception  is  to  lead  them  gradually  to  notice  sounds  which  have  always 
reach  them,  but  had  been  Ignored  as  meaningless  and  without  value  or 
Interest.  When  these  sounds  acquire  a  significance  they  at  once  become 
Interesting,  and  attention  is  paid  to  them,  and  we  say  how  much  better 
they  hear.  AVhcreas  the  actual  sound  perception  may  not  have  altered, 
but  they  have  learned  to  associate  ideas  with  sounds  which  they  could 
have  heard  before,  but  ignored  as  meaningless. 

The  Fourth  Class,  those  both  blind  and  deaf,  require  a  somewhat  differ- 
ent treatment  from  those  who  are  only  deaf,  and  also  even  more  individual 
attention.  Manual  means  of  communication  must  be  very  largely  em- 
ployed In  their  education,  though  they  can  be.  and  should  be,  taught  to 
read  the  lips  of  speakers  with  the  aid  of  their  fingers,  and  be  taught  to 
speak  themselves  even  to  those  who  spell  manually  to  them. 

In  general  each  child  requires  an  individual  teacher.  The  first  case 
of  this  kind  that  was  rescued  from  the  terrible  oblivion  of  the  double 
misfortune  was  I^aura  Bridgman,  who  was  given  a  meager  education,  and 
a.  little  Industrial  training,  by  the  great  educator  of  the  blind.  Dr.  Samuel 
Howe.  The  most  famous  case  is  probably  that  of  Miss  Helen  Keller, 
who.  through  the  devoted  labor  of  Miss  Annie  Sullivan,  now  Mrs.  Macy, 
and  later  of  other  teachers,  has  become  a  scholarly,  cultured  woman  of 
rare  intellectual  powers  and  sweetness  of  character.  She  has  a  far  more 
extensive  edtication  and  a  wider  knowledge  than  the  average  young 
woman  college  graduate.  She  herself  uses  only  speech  in  her  communica- 
tion with  those  around  her,  though  others  usually  spell  manually  to  her. 
She  can,  however,  read  the  lips  with  considerable  facility  by  the  aid  of 
her  fingers. 

There  are  now  many  deaf-blind  children  under  Individual  instruction  In 
schools  for  the  deaf  and  schools  for  the  blind  in  the  world.  Last  year  the 
State  of  Pennsylvania  made  a  special  appropriation  for  the  instruction  of 
a  deaf-blind  girl  at  the  Pennsylvania  Institution   in   Philadelphia. 

The  Fifth  Class,  the  slightly  hard  of  hearing  pupils  in  the  regular  pub- 
lic schools  of  the  country,  is  much  larger  than  is  usually  known,  and 
almost  entirely  neglected.  They  are  in  no  sense  candidates  for  a  special 
school  for  the  deaf,  and  yet  they  are  too  deaf  to  work  properly  in  classes 
of  forty  or  fifty  to  a  single  teacher.  They  usually  come  gradually  to  be 
classed  as,  dull,  stupid,  backward  children.  Sometimes  they  are,  but  of- 
ten they  are  of  fully  average,  if  not  exceptional,  ability.  All  that  Is 
needed  to  enable  them  to  do  the  regular  work  of  the  graded  school  In 
the  ordinary  way  is  to  give  them  more  individual  attention  in  smaller 
classes.  There  should  be  provision  for  such  a  class  In  every  large  public 
school,  and  it  should  not  exceed  fifteen  pupils.  It  has  been  found  that 
among  the  600,000  school  children  in  New  York  City,  one  in  each  hundred 
has  hearing  sufficiently  impaired  to  be  severely  handicapped  under  the 
ordinary  conditions  of  the  City's  schools.  In  each  of  these  schools  there 
are  usually  from  twelve  hundred  to  two  thousand  pupils,  so  that  a  class 
of  from  twelve  to  twenty  would  be  provided  in  each  school  building. 
Great  care  should  be  taken  that  no  stigma  is  attached  to  such  a  class. 
The  arrangement  should  be  such  that  tliey  would  not  be  looked  upon  as 
feeble-minded,  or  defective,  otherwise  much  difficulty  would  be  experi- 
enced in  carrying  out  the  plan  successfully.  They  should  do  exactly  the 
same  work  in  the  same  time  as  is  done  in  the  other  larger  classes. 

Physicians  desiring  detailed  Information  on  any  point  touching  the 
welfare  of  the  deaf,  aside  from  medical  matters,  can  obtain  it  from  the 
following  sources:  The  "Volta  Bureau  for  the  Increase  and  Diflusion  of 
Knowledge  Relative  to  the  Deaf."  and  "The  American  Association  to  Pro- 
mote the  Teaching  of  Speech  to  the  Deaf."  both  of  Washington.  D.  C.  both 
established  by  Dr.  Alexander  Graham  Bell,  the  distinguished  inventor  of 
the  telephone.  The  "American  Annals  of  the  Deaf."  Kendall  Green,  Wash- 
ington. D.  C.  Prof.  John  Dutton  Wright,  editor  of  the  special  department 
for  the  Deaf  in  "THE  LARYNGOSCOPE,"  St.  Ix)uis.  Mo.  Dr.  John  L. 
Adams,  3S  East  Fifty-first  Street.  New  York  City,  Chairman  of  a  com- 
mittee  appointed   by   the  Otological   Section  of   the   American   Medical   As- 
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soclatlon.  Dr.  E.  B.  Dench,  15  East  Fifty-third  Street.  New  York  City, 
Chairman  of  a  committee  appointed  by  the  American  OtoloKlcal  Society 
and  the  American  I^arynRolOKlcal,  Khlnological  and  OtolOKlcal  Society. 

A  list  of  achoola  In  the  United  States  and  Canada  will  be  found  In  "THE 
LARYNOOSCOPK."  St.  Louis,  Mo.,  for  December.  1910.  and  In  the  "American 
Annals  of  the  Deaf."  WashlnKton,  D.  C.  January,  1911,  and  In  the  "Volta 
Ueview."    Washington,    D.    C.    May,    1911. 

It  is  difficult  to  ascertain  how  active  the  co-operation  of  the  medi- 
cal departments  of  the  universities  have  been  in  response  to  this 
appeal.  Many  endorsements  of  this  resolution  have  been  received 
from  various  universities,  and  many  of  the  otological  departments, 
have  agreed  to  devote  at  least  one  lecture  to  each  graduating  class 
on  the  care,  disposal  and  education  of  deaf  children.  The  purpose 
of  this  lecture  is  to  call  attention  to  the  responsibility  of  each  physi- 
cian in  his  community  in  his  relation  to  this  question.  Much  of  the 
necessary  stimulus  needed  in  this  missionary  field  depends,  of 
course,  upon  the  personal  equation  of  each  lecturer  and  the  amount 
of  interest  he  may  take  in  informing  himself  as  to  the  needed  data 
for  such  address. 

The  ideal  way  to  reach  the  senior  student  and  to  jwst  him  ac- 
curately in  this  matter  would  be  for  a  small  number  of  specially 
qualified  authorities  in  this  work  to  make  the  circuit  of  the  medical 
departments  of  the  universities  and  give  comprehensive  talks  to  the 
student-body  each  year. 

It  is  very  evident  from  the  meager  response  of  otologists  to  this 
movement  in  the  past  that  but  little  energy  and  thought  has  been 
applied  to  this  field  of  work.  Impelled  by  the  promised  co-operation 
of  a  number  of  progressive  educators  of  the  deaf  and  prominent 
otologists  from  various  medical  centers  in  America,  representing 
two  |)rofcssions  vitally  concerned  in  this  field,  the  establishment  of 
the  Central  Institute  for  the  Deaf  was  undertaken,  even  though  it 
appeared  a  Herculean  task.  We  well  realize  the  difficulties  that  arc 
before  us.  There  are  many  contentions  .to  overcome  in  any  new 
movement,  especially  one  of  an  educational  character,  and  when  a 
strong  conservative  element  still  endeavors  to  maintain  its  position 
and  im[)ede  the  natural  upward  and  onward  evolution  in  child- 
training. 

A  handicap  of  no  slight  degree  is  also  to  be  found  in  the  apathy 
with  which  the  otological  profession  has  until  now  treated  this  im- 
portant subject.  It  is  only  by  actual,  practical  demonstration  and 
a  knowledge  of  the  thorough  soundness  of  the  foundation  on  which 
building  that  we  hope  soon  to  overcome  these  two  most 
apparent  obstacles.  We  must  convince  the  conscr\ativcs  among  the 
tcachin^r   pr(if(->sion   that    the    jirinciplcs   of   the   advanced   training 
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which  we  advocate  are  sound  and  practicable,  and  that  the  results 
already  achieved  by  oral  and  auricular  methods  offer  advantages 
and  opportunities  to  the  deaf  which  have  never  been  realized  by  the 
advocates  of  the  manual  and  combined  systems. 

The  indifference  of  the  otologist  is  rapidly  disappearing,  as  evi- 
denced by  the  increasing  interest  shown  from  year  to  year  in  the 
practical  demonstrations  which  have  been  offered  at  national  as- 
semblies and  the  liberal  discussions  which  the  subject  of  the  deaf 
child  have  evoked.  In  order  to  make  this  propaganda  effective, 
however,  we  need  active,  individual  support  rather  than  mere  pas- 
sive encouragement. 

The  scope  of  the  Central  Institute  for  the  Deaf  is  a  rather  com- 
prehensive one.  We  have  widened  it  to  meet  the  needs  of  as  many 
classes  of  deaf  children  and  adults  as  possible,  to  furnish  data  and 
statistics  of  this  field  of  endeavor  to  the  medical  profession,  to 
teachers  of  the  deaf,  and  to  the  interested  laity,  and  to  provide  nor- 
mal training  for  the  e(|uipment  of  teachers  properly  qualified  to 
carry  on  this  work  efficiently  and  effectively. 

T  have  endeavored  to  present  in  chronological  order  the  efforts 
that  have  been  made  to  bring  this  question  to  your  more  serious  at- 
tention, and  to  show  the  breadth  and  importance  of  its  scope  and 
the  many  influences  and  interests  that  are  necessarj'  to  bring  such  a 
nation-wide  movement  to  a  successful  issue.  The  results  possible 
in  this  progressive  campaign  in  the  interests  of  the  deaf  will  depend 
mainly  on  the  numerical  strength  that  can  be  enrolled  and  of  the 
otologists  and  the  general  medical  profession  as  a  supporting  factor 
in  this  worthy  cause. 

I  appeal  to  each  and  every  reader  who  may  be  sufficiently  im- 
pressed by  the  presentation  of  the  work  thus  far  done  and  the  in- 
trinsic merit  of  the  cause  we  represent  to  volunteer  his  personal 
support  at  every  opportunity  and  in  every  possible  way.  Our  cause 
will  gain  strength  with  every  effort  you  exert,  no  matter  how  slight. 
We  feel  that  we  are  on  the  threshold  of  a  big  movement,  and  its 
future  strength  will  to  a  great  extent  be  measured  by  your  concerted 
influence. 

3S5S  Westminster  Place. 


A  CONTRIBUTION  TO  THE    STUDY    OF   THE    ANATOMY    OF 
THE  TYMPANIC  CAVITY.* 

Dr.  Ralph  Butucr,  I'luladelphia. 

Much  lias  been  written  of  the  gross  and  microscopic  anatomy 
ul  the  human  tympanum  but  sections  of  tliis  part  of  the  middle 
car  show  so  much  of  undescribed  detail  and  have  been  so  inade- 
([uately  illustrated  that  additional  drawings  from  such  sections 
may  be  studied  to"  advantage. 

The  accompanying  illustrations  were  made  from  microscopic 
sections  of  the  human  tympanum  prepared  by  the  author  in  the 
McManes  Laboratory  of  the  University  of  Pennsylvania.  The 
usual  methods  of  hardening,  decalcifying  and  imbedding  in  cel- 
loidin  were  employed  .Tnd  cuts  were  made  in  the  planes  which 
seemed  to  be  most  instructive. 

The  diawings  are  arranged  in  three  series.  The  first  contains 
nine  illustrations  of  coronal  sections;  the  second,  four  of  a 
sagittal  series;  and  the  rest  are  horizontal,  thus  showing  the  re- 
lations in  three  planes  approximately  at  right  angles  to  each 
other. 

In  the  coronal  sections,  Figures  1  to  11  inclusive,  it  is  inter- 
oting  to  observe  the  changes  encountered  as  we  pass  from  the 
posterior  part  of  the  tynjjjanum,  as  illustrated  in  Figure  1,  to 
the  anterior  section  depicted  in  Figure  11.  The  facial  nerve  lic5 
directly  above  the  stapedius  muscle  in  the  posterior  sections  and 
;il)<>ve  th<;  tensor  tym|)ani  in  the  anterior,  thus  bearing  a  similar 
tilation  to  the  two  muscles  of  the  tympanic  cavity.  In  the 
I.  nil. ,  :;  lies  just  below  the  external  semi-circular  canal  and  is 
"verhung  by  it.  The  writer  has  frequently  found  the  bony 
-cparatii<ii  between  the  nerve  and  the  muscles  to  be  incomplete 
in  certain  sections  and  has  previously  demonstrated  a  large 
l>ianch  of  the  nerve  supplying  the  stapedius. 

The  broad  normal  fibrous  ligament  of  the  short  process  of 
the  incus  at  its  tip.  as  illustrated  in  Figure  1,  is  in  marked  con- 
trast to  the  delicate  attachment,  found  further  anteriorly,  Figures 
-,  3.  I  and  5,  consisting  of  two  layers  of  mucous  membrane,  be- 

•Cnnaidat*'*  «hc«l)i  prcmnt<-d  «t  thi«  twentlath  annual  mcptlnn  of  th» 
Amrrlran    I,Mr>-nRolnirlriil,    Rtilnol<i»lrn|    and    OtoloKlral    Hoclrly.    Atlantic 
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twecn  which  is  seen  a  little  fibrous  tissue  and  an  occasional  blood 
vessel  extending  between  the  scutum  and  the  incus. 

The  wedge-shaped  bony  partition  between  the  epitympanjc 
cavity  and  the  external  auditory  canal,  called  by  Leidy  the 
scute  and  formed  by  the  squamous  portion  of  the  temporal  bone, 
is  best  illustrated  in  Figure  9.  The  destruction  or  removal  of 
this  septum  gives  us  an  unobstructed  clinical  vie%v  of  the  mal- 


JSittiaeJiiu-i 


leus  head  in  its  normal  position  and  affords  better  access  to  the 
attic. 

Attached  to  the  lower  part  of  the  scute  is  the  fold  which 
forms  the  inner  boundary  of  v.  Troeltsch's  pouch  and  suspends 
the  chorda  tympani  nerve.  In  Figure  5  it  encloses  a  plate  of 
bone  which  is  probably  the  free  tip  of  the  posterior  spine  of 
the  annulus.  Although  it  is  poorly  illustrated  in  this  series, 
Figure  fi,  the  author  has  usually  found  an  attachment  of  this 
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fold  and  the  chorda  to  the  incus  shank,  as  maintained  by  Brun- 
ncr  and  Uenle.  'I'his  fold  and  chorda  arc  also  illustrated  in  the 
horizontal  section,  Figure  16. 

External  to  the  attachment  of  this  fold  is  found  the  up7)cr 
margin  of  the  membrana  tynipani.     The  drunihead   ha-   an   in- 


Ittcus-sk 


Figure  4. 

dependent  attachment  to  the  Rivinian  margin  in  the  poterior. 
Figures  1,  2  and  3,  and  again  well  fcfrward  as  in  Figure  9,  while 
in  Figures  -1  and  5  the  attachment  is  in  combination  with  that 
of  the  posterior  fold,  and  in  Figure  10  with  the  external  liga- 
ment of  the  malleus. 
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Schwalbe  claimed  that  the  external  ligament  of  the  malleus 
and  the  flaccid  membrane  orfginate  from  the  scute  at  two  dis- 
tinct points.  Kretschmann  maintained  that  they  were  combined 
for  a  short  distance.  Merkel  considered  Schwalbe's  observation 
the  usual  one  and  Kretschmann's  the  exception.  In  this  series  we 
find  them  wide'--  -<' ■■^  .ited  in  some  sections  a-;  Fiirnrc  '■">.  while 


Incussh»rl 


/^ap»s  iieai 


KiK  iirr 


further  forward  as  in  Figure  10  they  are  combined  for  a  short 
distance.  .\s  Merkel  has  maintained  it  wouhl  be  impossible  to 
have  a  perforation  from  the  outer  attic  though  this  part  of 
Shrapnell's  membrane  in  a  case  such  as  illustrated  in  Figure  9 
without  entering  Prnssak's  space,  but  in  the  one  shown  in  Fig- 
ure   If  "-neb   ;i   llrrfi  ir.ilii  111   i..  ii.|i.i-i\!ilil<. 
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Although  the  malleo-incudal  joint  is  more  clearly  shown  in 
horizontal  and  sagittal  sections,  the  coronal  cut,  Figure  7, 
shows  the  malleus  head  lying  between  two  portions  of  the  incus 
body  and  presents  an  unusual  view  of  the  incus  cog. 


^ktotytal 


Li^uneyii 
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Figrure   C. 


The  form,  comparative  size  and  relations  of  the  contents  of 
the  tympanic  cavity,  as  they  occur  in  the  sagittal  plane,  are 
illustrated  in  sections  12  to  15  inclusive. 


BUTI.KR  :     .\.\\IiiM\'   (I!-     IMi;     n'M  I'A.N  IC    CAVri'Y. 


857 


The  tegmcn  tympani  is  well  shown  in  this  series  and  forms 
in  the  central  sections  an  angle  of  about  65  degrees  with  the 
upper  surface  of  the  malleus  and  incus  and  constitutes  one  side 
of  the  triangular  space  between  it  and  these  ossicles. 


Extending  from  the  tcgmen  to  these  ossicles  is  usually  found 
a  more  tr  less  extensive  suspensory  ligament  or  fold,  thown 
as  the  suspensory  ligament  of  malleus  and  incus.  Although 
the  anterior  part,  known  as  the  suspensory  ligament  of  the  mal- 
leus has  been  described  as  a  thread-like  band,  the  writer  has 
usually  found  it  extending  well  <ivcr  the  malleus  head  and  mcrg- 

ini(   with   thi-   atiti-riiir    ftit<|    .iin!    I  ..iMsliiiKilIv    i>ri  >liini'i-il    li.ukward 
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over  tlie  ituits  as  a  falciform  mcnibranc.  In  tliis  (.jnjup  there 
is  no  suspensory  ligament  in  the  outer  three  cuts,  but  the  inner 
ones  as  Figure  15  contain  a  stout  band  of  fibrous  tissue  enclos- 
ing a  plitc  of  bone  and  extending  trom  the  tegmen  to  the  upper 


Figure   8. 


part  of  the  capsule  of  the  malleo-incudal  joint. 

In  Figure  1"^  the  chorda  lympani  nerve  is  seen  between  the 
incus  shank  and  the  malleus  handle  just  above  the  attachment 
of  the  posterior  fold  of  the  drumhead.  More  internally.  Figure 
13,  it  is  intersected  at  two  points  as  it  bends  around  the  malleus, 


HL     I   1.1. K    .         .'^  N  A  H  (.\l    ^       i  'i         1    1  : 


\\  ITY. 
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a  part  appearing  on  either  side  of  the-  ossicle.  Its  relation  to  the 
malleus  neck  and  tendon  of  the  tensor  tyni!>.-tni  is  depicted  in 
Figures  8,  10  and  11. 

Not  infrequently  horizontal  sections  of  the  short  process  c 
the     incus     show     a     separation     of     the  tip     from     the    main 


F'lirure  >. 

l)art  of  the  bony  process.  This  is  explained  by  the  notch 
I  a)  Figure  14  Jilled  with  fibrous  tissue.  A  section  through  this 
^pace  would  show  a  break  in  the  continuity  of  the  bone.  The 
r.t  li  !  rromcs  deeper  as  we  proceed  toward  the  inner  wall  of 
lilt!  t\  iiijianutn. 

In  these  sagittal  .sectjnn?:  the  capsular  ligament  of  the  malleo- 
incudal  joint  is  ihicl  ic  lower  part  while  in  hori/ont.il 

sections  it  is  more  cjinspicuous  on  the  inner  side  except  near  the 


860  butlkr:   anatomy  of  thk  tympanic  cavity. 


FiLTun-    11. 


butlkr:    anatomy  of  thk  tympanic  cavity. 


861 


upper  periphery  of  the  articulation  where  it  is  reinforced  on  the 
outer  side  by  a  stout  band  of  fibrous  tissue,  Figure  17. 

While  many  writers  have  denied  the  presence  of  a  meniscus  iii 
the  nialleo-incudal  joint,  the  writer  has  usually  found  it  repre- 
sented by  a  distinct  disc  of  fibro-cartilage  whose  shape  and  si^s 
varies  with  the  direction  and  level  of  the  section.  In  central 
horizontal  sections  it  is  usuaUy  wedge-shaped  with  the  thick  end 
internal  while  in  the  upper  part  of  the  articulation  it  has  ap- 


H'iKurc  K'.  DulcrnioKt  -iiKltlal  Miction  showInK  the  relation  of  the 
chorda  to   the  manvun  and    the   Incu*  and   the  attachment  of   the   posterior 

fnM  of  thr-   tvmt-nnlr   mcmhrane, 

proxiniatcly  tiic  same  width  throughout.  In  one  specimen  we 
found  a  dumb-bell-shaped  meniscus  in  the  central  sections.  In 
sagittal  sections  it  usually  is  clearly  defined  at  one  or  l>oth  ends 
of  the  joint  and  in  some  cuts  is  quite  conspicuous  near  the 
center. 

Cartilage  usually  sheathes  the  posterior  tip  of  the  short  pro- 
cess of  the  incus,  the  short  process  of  the  malleus,  the  outer,  pos- 
terior and  '        '■■  •<  extent,  the  anterior  surface  of  the  malleus- 
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FiRuie  13.  Central  section  showing  the  relation  of  the  chorda  to  the 
malleus  and  the  incus,  the  tensor  tympani  muscle  to  the  Eustachian  tube, 
and    the    tegrmen    tympani    to    the    inalleu.s    and    incus. 


Figure  14.  Internal  to  the  central  seciiun.  .showing  a  notch  (a  I  in  the 
short  process  of  the  incus,  the  processus  cochleariformis  separating  the 
tensor  tympani   muscle   from   the   Eustachian   tvilii>. 
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liaiidlf,   aiiliough    such    a   well-detincd   cariiiaginuus    sheath    of 
the  handle  as  described  hv  Gruber  has  not  been  seen. 


FlKUrr  16.  1nnernio«t  of  the  ■aKlttal  sectlorm  nhowintr  a  broad  8U8- 
i><.n»ory  IlKamcnt  extending  from  the  tegmen  to  the  malleo-lncudal  artlcii- 
hitiMn  and  contalnftiK  a  plate  of  bone.  Bands  of  ftbroua  tlsaue  from  the 
t>     nii-n  to  tliv  trochlea. 


^aI  Cftnal 


r.iUi.«rF>l4. 


and 


'K    the    rclatiun    u(    Uw    anurlur 
anterior    and    poatrrlor    fold*. 


and  posterior  {wiuchcs  separated  by  the  manubrium  and  l)ounded 
externally  by  the  drumlicad  and  internally  by  the  anterior  and 

posterii  I    ■   '  '     including  the  chorda,  iitt  in  several  places. 
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PIgrure   17.     Horizontal   section.      Re-lnforced  external   llgami:.,    „; 
malleo-lncurtal  Joint,  the  menlscu.s.  the  upper  part  of  Prussack'a  upace,  and 
the   external  ligaments  of   the  malleus. 


Figrure  IS.  Horizontal  section.  An  unusual  specimen  showing  the 
relation  of  the  petro-squamosal  suture  to  the  malleus  head.  Note  the  re- 
inforcement of  the  inner  side  of  the  capsular  ligament  of  the  malleo-in- 
cudal  joint. 
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The  horizontal  sccUuii,  ligurc  VJ,  shows  a  well-formed  joint 
between  the  posterior  end  of  the  short  process  of  the  incus  and 
the  tympanic  wall  instead  of  the  usual  fan-shaped  ligamenl 
shown   in  both  the  horizontal   and  sagittal   sections  here   prc- 


FiKure  19.  HorlsontRl  st^ction.  A  Joint  bet<veen  the  posterior  end  of 
th*  short  process  of  the  Incus  and  the  tympanic  wall  Instead  of  the  usual 
fan-shaped  llxament. 

sented.  .\  similar  anomaly  from  a  photograph  of  preparation 
by  Dr.  Blake  is  illustrated  in  Randall  and  Morse's  "Photo- 
graphic illustrations." 

More  curious  and  probably  unique  is  the  horizontal  section. 
Fiptirc  3'».     It  depicts  a  psuedo-articulation  between  the  outer 


PiKure  20.  Hnrlsontal  section.  A  pseudo-artlcutatlon  belwern  the 
outer  part  nf  the  malleus  head  and  the  bony  projection  of  the  anterior 
tympanic   wall. 

part  of  the  mallcus-he-.-id  and  n  limad  Ixnu  projection  <>f  tli<-  an- 
terior tympanic  wall 

The  long,  sharply  delined  space  hllcd  with  fihrou.s  tissue  r.t 
(a)  in  Figure   18  is  probably  the  pctrd-sqnainn'^.Tt   sntnro 
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VACCINE  THERAPY  IN   EAR  DISEASE.     FURTHER  CONTRI- 
BUTION TO  THE  STUDY  OF  THE  SUBJECT.* 

Dr.  Vircinius  D.^bney,  Washington,  D.  C. 

Stengel  comments  on  the  slow  acceptance  of  diphtheria  antitoxin 
by  the  profession  at  large  desfjite  the  exhaustive  study  and  scientific 
clinical  demonstration,  as  contrasted  with  the  eagerness  and  undis- 
criminating  favor  with  which  all  sorts  of  vaccines  and  serums  are 
now  employed.  This  haphazard  zeal  has  not  been  restrained  by  the 
natural  check  of  ill  effects,  as  there  are  practically  never  any, 
though  Stengel  is  not  willing  to  admit  this.  I  have  never  seen  a 
case  where  the  use  of  vaccines  could  have  been  instrumental  in  any 
untoward  result  existing  after  their  use. 

The  unthinking  use  of  mi.xed  vaccines  and  stock  preparations, 
generally  reflects  no  credit  on  the  attendant,  usually  results  in  no 
benefit  to  the  patient,  and  frequently  does  harm  to  a  legitimate 
therapy  which  has  a  field  of  value  restricted  though  it  be.  A  sup- 
purating ear  with  necrotic  bone  as  a  base  is  manifestly  an  improper 
field  for  this  treatment,  though  it  is  so  employed  frequently,  either 
through  ignorance  of  the  merest  fundamentals  of  pathology,  or  lack 
of  a  proper  interest  in  the  study  of  the  case.  The  inevitable  failure 
.should  bring  discredit  upon  the  otologist,  not  upon  the  therapy. 

On  the  other  hand,  the  opsonic  index  with  its  complicated 
technic  and  the  dreaded  negative  phase  deterred  many  from  using 
vaccines,  whereas  we  now  know  that  it  is  safe  to  ignore  them  both, 
watching  vigilantly  instead  the  clinical  signs  and  symptoms  as  a 
sulilicient  guide.  In  this  opinion  I  find  myself  in  accord  with 
Holden,  who  thinks  that  over  the  whole  field  of  medicine  failures 
are  more  frequent  than  successes.  In  ear  disease  this  is  not  true, 
as  thoughtful  otologists  do  not  use  vaccines  in  everv'  suppurative 
otitic  disorder,  nor  as  the  only  therapeutic  measure.  Vaccine 
therapy  is  distinctly  and  only  an  additional  measure,  and  never  to 
be  undertaken  to  the  exclusion  of  any  and  all  the  usual  precau- 
tions. Moreover,  even  with  this  reservation,  success  depends  much 
on  the  odturing,  preparation  of  the  vaccine  and  its  method  of  ad- 
ministration ;  thus  creating  a  wide  margin  of  error,  and,  by  the 

•Presented  at  the  nineteenth  annual  meeting  of  the  American  .\cademy 
of  Ophthalmology  and  Oto-laryngology.   Boston,  October   20.  1914. 
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same  token,  of  failure  to  benefit.  While  I  do  not  wish  to  enter 
upon  the  bacteriologic  technic  I  will  add  the  final  touch  by  saying 
that  a  vaccine  is  a  delicate  substance  and  one  easily  destroyed  by  a 
few  degrees  of  heat  in  e.xcess  of  that  required  to  secure  steriliza- 
tion. A  laudable  zeal  to  attain  this  essential  leads  at  times,  I  am 
sure,  to  a  sterile  vaccine,  it  is  true,  but  also  to  an  inert  preparation. 
Thus  again  we  see  another  cause  of  failure. 

In  chronic  suppurative  processes  of  the  ear  it  is  not  always  easy  to 
secure  the  causative  organism,  largely  due  to  reinfection  on  top 
of  the  basic  trouble  and  the  attachment  of  saprophytes  to  the 
decayed  material.  For  this  reason  repeated  reculturing  both  before 
and  during  treatment  is  necessary  if  we  are  to  be  sure  of  our  bac- 
teriologic diagnosis.  Acute  suppurative  otitis  media  generally  clears 
up  so  readily  under  the  ordinary  cleansing  treatment  that  the 
temptation  is  strong  to  omit  vaccines  from  the  therapeutic  arma- 
mentarium, yet  the  reports  of  McDonald,  Weston  and  Kolmer, 
Conners,  Christie,  Jac<jbs  and  Dabney  show  that  their  use  was  of 
assistance  in  the  cure  of  three  times  as  many  acute  cases  in  thirty 
days  as  was  exi>erienced  without  this  aid.  Moreover,  they  were 
the  product  of  the  more  virulent  infections,  such  as  scarlatina,  in- 
lluenza,  typhoid  fever,  and  diphtheria.  Three  years  ago  I  used 
vaccines  extensively  in  acute  otorrhea,  but  I  have  since  then  modi- 
tiid  my  use  to  this  extent,  that  I  omit  children  of  a  neurotic  strain, 
and  wait  for  five  to  seven  days  f)efore  starting  the  treatment.  This 
latter  precaution  allows  the  discharge  to  give  some  intimation  of 
its  virulency.  and.  consequently,  necessity  for  vaccine.  Moreover, 
it  is  known  that  a  vaccine  acts  better  after  this  pause  than  if  given 
earlier  before  nature  has  well  organized  its  phagocytic  defense. 
Thus,  it  sometimes  becomes  apparent  that  the  disease  will  yield 
without  the  use  of  vaccine.  Where  it  is  at  all  possible  to  get  it, 
the  autogenous  preparation  should  always  be  employed ;  this  has 
been  firmly  established  not  only  as  a  scientific  measure  but  on 
groimds  of  efficiency.  (Wolf.sohn,  Kreuscher,  Wright,  Pearce, 
1  )abney  an<l  many  others. )  The  use  of  a  stock  pre[>aration  (  save  in 
one  apparent  exception  to  be  noted  later  in  my  own  work  i  i^  a 
leai>  '"  •li*"  'I^rk  and  imscientific  in  the  extreme. 

The  following  are  the  organisms  from  which  I  have  vaccines 
prepared,  and  experience  has  demonstrated  to  me  that  it  is  useless 
to  cx{H:nnient  with  other  organisms,  a  lesson  I  have  learnt  only 
after  much  onerous  research.  The  doses  are  based  on  the  adult,  to 
l)e  reduced  proportionately  for  the  young:  Staphylococcus  pyogenes 
aureus  and  albus  ?'»0  million.     Streptococcus  pyogenes  25  million. 
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Bacillus  of  proteus  type  30  million.     Bacillus  pseudodiphtheriae  40 
million. 

Injections  are  to  be  repeated  every  three  or  four  days,  and  in- 
creased one-third,  depending  on  the  reaction  and  the  progress  of  the 
disease.  Nephritis,  diabetes,  tuberculosis  and  severe  constitutional 
depletion  are  contra-indications.  It  is  always  wise  to  give  an  ad- 
ditional dose  after  apparent  recovery,  as  it  tends  to  prevent  a  re- 
lapse. Failure  on  the  part  of  the  patient  to  submit  to  this  precau- 
tionary measure  has  caused  just  this  set-back  in  my  practice  several 
times. 

In  a  paper  some  three  years  ago  I  invited  attention  to  one  of 
the  incidental  effects  of  the  use  of  vaccines,  namely:  the  metabolic 
improvement  and  bettered  physique.  Similarly  Bruce  noted  in 
patients  afflicted  with  chronic  mania,  in  whom  lack  of  nutrition  so 
often  is  a  prominent  symptom,  that  the  use  of  autogenous  vaccines 
was  nearly  always  followed  by  increase  in  weight  and  improved 
metabolism.  This  same  corrective  influence  is  often  observed  under 
the  administration  of  vaccines  in  the  course  of  a  stubborn  middle- 
ear  discharge,  but  is  not  to  be  accounted  for  solely  by  the  cessation 
of  the  suppurative  process  (as  it  does  not  always  cease),  since 
metabolic  changes  are  ordinarily  slow  after  the  local  lesion  ceases 
to  poison.  In  long  suppuration  of  the  middle  ear  and  in  stubborn 
sinuses  or  unhealed  wounds  following  the  various  mastoid  opera- 
tions, there  is  encountered  often  a  septic  condition,  almost  a 
cachexia,  in  a  patient,  whose  anemia,  depleted  vitality,  and  loss  of 
appetite  are  familiar  to  all  otologists.  The  correction  of  this  un- 
natural state  and  usually  the  pus-formation,  too,  is  with  the  as- 
sistance of  vaccine  the  result  of  one  and  the  same  process,  which  I 
interpret  as  an  elaboration  of  the  side-chain  theory  of  Ehrlich.  In 
brief,  the  receptors  previously  having  in  health  the  function  of 
uniting  with  a  food  molecule  and  assimilating  it,  under  diseased 
conditions  unite  with  a  molecule  of  toxin ;  thus  shutting  off  that 
much  nutrition  from  the  body.  Naturally,  when  the  toxins  are 
numerous,  numerous  receptors  are  pre-empted  by  them,  and  the 
metabolism  of  the  body  suffers  proportionate  detriment.  Thus  in 
destroying  these  toxins,  the  vaccine  renders  available  for  food  as- 
similation receptors  heretofore  occupied  with  toxin  assimilation. 

Furunculosis  of  the  auditory  canal  is  an  unusually  stubborn,  pain- 
ful affection,  lasting  frequently  from  ten  days  to  four  weeks,  but  I 
have  seen  only  one  case  which  lasted  as  long  as  a  week  under 
vaccine  treatment,  and  required  as  many  as  three  injections,  whereas 
I  have  seen  a  case  of  two  months'  duration  cured  after  two  injec- 
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tions.  With  this  exception,  all  my  cases  have  cleared  up  in  less 
than  six  days  and  with  only  two  injections.  Consequently  I  regard 
vaccine  as  a  specific  for  furunculosis  of  the  canal,  save  where  it  is 
caused  by  diabetes,  lues  or  tubercufosis,  of  course.  The  first  injec- 
tion generally  relieves  the_  pain  in  twelve  hours,  and  the  swelling  is 
markedly  less;  the  second  dries  up  the  discharge,  if  there  is  any, 
and  causes  all  tumefaction  to  disappear.  This  result  cannot  be 
explained  by  the  increased  drainage  in  those  cases  which  are  in- 
cised, as  incision  alone  has  not  so  benefited  other  cases.  More- 
over, some  of  them  had  already  ruptured,  others  had  not  and  did 
not  rupture.  Again,  we  see  cases  which  are  flowing  freely  where 
all  the  symptoms  continue  despite  the  good  drainage.  Such  confi- 
dence have  I  in  the  treatment  here  advocated  that  I  have  been  able 
twice  to  diagnose  diabetes  from  failure  on  the  part  of  vaccine  to 
help  cases  of  furunculosis,  though  the  internist  who  referred  the 
case  had  no  reason  to  suspect  the  glycosuria,  nor  had  I  till  the  in- 
jections failed  to  benefit.  The  following  case  should  convince  the 
most  doubting  of  Thomases: 

Case  I.  J.  I).,  a  boy  of  4  years  of  age,  had  been  suffering  for 
several  days  with  earache  and  swollen  face ;  when  seen  June  11, 
right  canal  was  so  tightly  closed  as  to  admit  probe  only  with  the 
use  of  considerable  force.  The  whole  right  face  was  swollen, 
red  and  brawny ;  the  lower  eyelid  edematous  and  the  eye  nearly 
closed.  Temperature  100°  F.  Canal  incised,  half  dram  of  pus 
escaped ;  100  millions  stock  staphylococcus  vaccine  injected. 
Next  day,  June  12,  a  little  more  pus  squeezed  out;  eyelid  and  eye 
practically  normal ;  brawny  area  gone  save  pretragal  gland ;  no 
pain ;  canal  patulous,  permitting  view  of  membrana  tympani  which 
was  normal.  The  patient  felt  so  well  that  he  did  not  return  for 
six  days,  contrary  to  my  orders;  drop  of  pus  wiped  out  of  sinus; 
ITjO  millions  stock  vaccine  injected.  Had  he  received  this  three 
days  earlier  according  to  routine  there  would  have  l>een  no  pus 
and  no  .sinus  left.  June  22,  he  was  still  well;  no  relapse.  Case 
healed  and  well  \n  all  rcs[>ects  June  20.  The  culture  showed  pure 
staphylococcus  aureus,  and  stock  vaccine  was  given,  as  it  takes 
from  four  to  five  days  for  the  culture  and  the  preparation,  and  the 
cases  all  yield  as  a  rule  before  this  time.  However,  the  stock  is  not 
the  ordinary  commercial  article  by  any  means,  but  is  prepared  in 
the  lalwratory  of  the  United  States  Army  Medical  School,  and  is 
drawn  from  seventeen  .strains  of  unusual  virulence.  This  is  only 
an  apparent  exception  to  the  rigid  rule  to  use  autogenous  vaccine, 
.111(1  is  to  Ik-  classed  as  one  of  the  times  wiicn  it  was  ini{)ossible  to 
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secure  it.  Instead  of  giving  other  clinical  argument,  I  will  say 
that  I  have  seen  a  case  of  six  weeks'  standing  clear  up  in  a  week 
with  two  injections  and  without  any  other  treatment  whatsoever 
but  with  the  before-mentioned  improvement  in  physique  and  color. 

Where  there  is  caries  of  any  part  of  the  auditory  tract,  vaccines 
can  effect  no  permanent  good.  Where  the  discharge  originates 
from  the  soft  parts,  their  use  can  be  of  service,  if  the  causative 
organism  is  isolated  and  secured.  Herein  is  briefly  stated  the 
province  and  limitation  of  vaccine  therapy  in  chronic  suppurative 
otitis  media,  and  in  sinuses  following  operation  on  the  mastoid, 
(Dabney).  The  granulating  surfaces  left  in  the  latter  class  of  cases 
seem  prone  to  become  sluggish  and  at  times  the  cause  seems  to  lie 
in  re-infcction  or  in  a  lowered  resistance  to  that  infection  which 
has  always  existed. 

Case  2.  M.  E.  H.,  a  child  of  G  years  of  age,  had  been  operated 
for  acute  mastoiditis  and  four  months  later  the  wound  had  been 
currettcd  because  of  failure  to  close.  Seven  weeks  after  this  currette- 
ment  she  was  brought  to  me,  when  the  wound  was  observed  to 
be  two  inches  deep,  three-quarters  of  an  inch  in  diameter,  and 
cone-shaped.  An  autogenous  vaccine  prepared  from  the  culture  of 
bacillus  pseudo-diphtheriae,  10  millions,  was  given.  After  two  in- 
jections, the  granulations  which  had  been  pale,  flat  and  glazed,  not 
bleeding  on  manipulation,  became  raised  into  papillae,  bright-red 
and  easily  made  to  bleed  at  the  slightest  touch.  After  an  interval 
of  six  days  an  injection  of  30  millions  was  made,  and  the  wound 
was  found  to  be  one-half  inch  less  deep ;  after  another  pause  of  ten 
days,  40  millions.  Here  we  had  to  suspend  vaccines,  as  the  child 
had  become  highly  intolerant  of  the  pain  caused  by  the  needle. 
However,  the  impetus  given  the  healing  process  was  sufficient  to 
close  in  five  weeks  a  wound  that  had  not  healed  in  five  months,  and 
had  shown  no  evidences  of  the  reparative  process  for  two  months 
before  the  use  of  vaccines. 

Case  J.  E.  D.  M.,  woman  of  23  years  of  age ;  radical  mastoid 
done  four  and  a  half  years  ago,  never  dry  though  narrowed  to  a 
two-limbed  sinus  for  past  two  and  a  half  years.  Facial  neuralgia 
practically  continuous  for  three  years.  Pale,  sallow,  neurotic,  verg- 
ing on  melancholia;  10  pounds  underweight. 

On  removing  the  cholesteatomatous  deposit  a  pure  culture  of 
staphylococcus  albus  was  obtained,  and  autogenous  vaccine  was 
given  at  intervals  of  a  week,  and  later  two  and  three  weeks,  the 
dose  beginning  at  250  millions  and  carried  up  to  800.  Treatment 
covered  the  time  from  October  15,  1911,  to  December  22,  with 


DARMV:     VACCINE  THERAPY  IN   EAR  DISEASE.  8Tl 

complete  cessation  of  the  discharge  and  firm  healing,  though  the 
scar  broke  down  on  May  4,  1013,  and  July  1,  1914,  only  to 
heal  under  cleansing  with  peroxid  and  argyrol  in  a  week.  The 
neuralgia  disappeared  in  first  four  weeks,  returned  twice  a  year 
later,  but  on  drawing  two  carious  wisdom  teeth  permanently  dis- 
appeared. Patient  became  a  totally  different  person,  cheerful, 
gained  10  pounds  in  weight,  has  had  no  trouble  save  an  occasional 
collection  of  hard  wax  mixed  with  detritus  which  requires  only 
one  treatment  for  its  relief.  The  only  internal  treatment  given 
was  phosphatic  emulsion  of  cod  liver  oil,  which  I  employ  in  all 
mastoid  cases  that  show  any  tendency  to  prolonged  convalesence 
or  caries. 

Laboure  reports  a  similar  case,  in  which  vaccine  assisted  the 
convalescence  after  a  radical  operation  for  the  cure  of  an  otorrhea 
of  twenty  years'  standing.  The  operation  alone  did  not  accomplish 
the  desired  end  till  vaccines  were  employed. 

Case  4.  H.  M.,  woman,  aged  24;  good  general  condition; 
I'ilateral  suppurative  otitis  media  for  two  months;  similar  attacks 
cver>'  winter  for  several  years;  never  so  severe  pain  or  so  profuse 
discharge  as  now.  Xcry  deaf,  and  mastoid  quite  sensitive  on  pres- 
>-ure  over  antrum ;  long  polyp  removed  from  left  canal  which  it 
completely  filled,  attached  to  drum ;  250  millions  autogenous  staphy- 
lococcus aureus  given.  Discharge  ceased  in  eight  days ;  second  pre- 
c  .lutionary  dose  on  eighth  day;  no  return;  deafness  relieved  by  six 
inflations  of  tube. 

Case  5.  Exhibits  the  result  of  omitting  the  precautionary  dose: 
\'.  T.  T.,  female,  32  years  of  age,  acute  running  ear  for  two 
weeks ;  250  millions  at'.togenous  staphylococcus  albus  vaccine  given 
and  discharge  ceased  in  ten  days.  Two  weeks  later,  discharge  re- 
turned as  patient  received  but  one  dose.  A  second  dose  of  350 
millions  resulted  in  a  ciire  in  four  days.  The  deafness,  almost  abso- 
hitc  in  the  affected  ear,  was  relieved  by  the  routine  inflation. 

Some  of  the  cases  given  herein  to  strengthen  my  contentions 
li,i\i  1  (III  rt|)orted  in  another  paper,  and  some  of  the  text  1-  ot 
lucessity  a  (juotation  from  it.  The  accompanying  table  needs  no 
ix{>lanation,  but  is  given  as  the  most  concise  manner  of  summing 
np  the  results,  which,  after  all,  are  like  wisdom,  "the  principal 
thing."  While  I  have  given  somewhat  in  detail  only  the  successful 
cases,  as  the  unsuccessful  ones  require  only  a  record  of  failure,  the 
table  will  show  signal  failures  in  abundance.  In  commending  this 
therapy,  let  mc  repeat  that  I  have  no  illusions  on  the  subject,  and 
that  there  i<;  no  rnval  road  to  health  for  afflictc*!  ears,  nnr  should 
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it  be  used  without  all  the  other  means  of  treatment  commonly  em- 
ployed by  the  experienced.  Every  case  I  have  ever  handled  has 
been  given  the  most  searching  routine  treatment  known  to  us  all  as 
of  benefit,  and  I  have  not  so  stated  in  each  case,  as  it  was  deemed 
unnecessary. 
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TUBERCULOSIS  OF  THE  PAROTID  QLAND.* 

Dr.  Tnos.  E.  Carmody,  Denver. 

This  paper  discusses  a  somewhat  rare  condition,  apparently 
especially  rare  in  this  country,  as  only  four  cases  have  been  re- 
ported, while  only  eleven  cases  have  been  reported  abroad,  as 
far  as  my  knoledge  goes. 

For  our  knowledge  of  the  pathology  of  this  condition,  we  owe 
much  to  the  French,  German  and  Italian  authors,  while  as  to 
etiology,  the  most  complete  work  has  been  done  by  George  B. 
Wood,  in  this  country,  and  Nadel  and  Pouget  in  Europe. 

The  first  case  to  be  reported  was  that  of  De  Paoli,  1893.  Since 
that  time,  cases  have  been  reported  by  Vow  Stubenrach,  Legueu 
and  Marien,  Bockhorn,  Meselay,  Lecene,  Kuttner,  Parent, 
Frank  and  others.  Fiorvanti  refused  to  add  a  case  of  Danielson's 
because  the  parotid  lymph  glands  as  well  as  the  salivary  were 
involved.  This  docs  not  seem  to  be  a  proper  view  to  take,  with 
our  present  knowledge  of  tuberculosis  and  infection  in  general, 
as  we  do  not  know  how  many  apparently  healthy  individuals  are 
affected  with  tuberculosis  or  how  infection  has  taken  place. 

The  avenues  of  infection  are  probably  the  same  whether  the 
gland  is  involved  primarily  or  secondarily.  In  secondary  in- 
volvement it  may  be  said  that  the  vitality  of  the  gland  is  lowered 
through  lack  of  proper  nutrition,  and  the  saliva  changes  to  such 
an  extent  as  not  to  promote  proper  oral  digestion;  thus  giving 
a  viscious  circle. 

Lockard  quotes  V.  Harris  as  stating  that  he  found  a  lack  of 
ptyalin  in  the  saliva  of  tuberculosis  patients,  and,  obtaining  the 
glands  post-mortem,  found  them  affected  by  fibrosis.  This 
would  coincide  with  the  above  statement.  He  examined  the 
sub-maxillary  and  parotid  glands. 

Before  going  into  the  controversy  over  etiology  it  might  be 
well  to  give  a  few  extracts  of  case  reports.  Most  cases  are  pri- 
mary or  at  least  believed  to  be  so  at  the  time  of  reporting. 

The  first  case  of  De  Paoli's,  a  male,  age  33,  without  previous 
personal  or  hereditary  history,  presented  himself  with  a  swelling 
of  the  left  parotid  about  the  size  of  a  hen's  egg,  which  had  grown 
to  this  size  in  six  months.    The  patient  further  presented  a  facial 
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paralysis  on  the  attccted  side.  A  diagnosis  oi  sarcoma  was 
made,  and  the  tumor  removed.  '  Examination  proved  it  to  be 
tuberculosis.  He  does  not  venture  an  opinion  as  to  how  the  in- 
fection had"  taken  place. 

In  1894,  von  Stubenrach  reported  a  case  which  presented  some 
different  characteristics.  A  male,  aged  60,  who  had  suffered 
from  stomatitis  and  accompanying  salivation,  presented  with  a 
small  fluctuating  mass  in  the  right  parotid  region,  which  was 
very  painful.  Pathological  examination:  a  large,  psuedo-cyst, 
with  liquid  contents  similar  to  saliva,  and  with  a  wall  about  2  cm. 
thick  which  presented  internally  tuberculous  granulations,  while 
external  to  these  the  capsule  consisted  of  fibrous,  connective 
tissue,  with  the  remains  of  excretory  canals,  and  of  degenerated 
glandular  elements,  atrophied  and  altered  in  various  ways.  These 
changes  and  tubercles  which  were  mostly  situated  around  the 
excretory  ducts  led  von  Stubenrach  to  believe  that  infection 
took  place  through  Stenson's  duct. 

In  1895,  another  case  was  reported  by  De  Paoli.  The  patient 
was  a  girl  of  19,  whose  left  parotid  was  involved,  and  in  spite 
of  his  previous  experience  he  made  a  diagnosis  of  fibro-sarcoma. 
Pathological  examination  after  removal  proved  it  to  be  tubercu- 
lous. This  can  be  explained  again  by  the  fact  that  there  was 
no  personal  or  hereditary  history  of  tuberculosis. 

In  the  same  year  Leguen  and  Marien  reported  the  case  of  a 
girl  of  13  years,  in  whom  there  had  formed  during  a  long  period 
a  swelling  as  large  as  a  nut  covered  with  skin,  and  apparently 
adherent  to  the  left  parotid  gland.  A  diagnosis  of  adenitis  was 
made  but  examination  disclosed  many  tubercles  diffused  in  the 
parenchyma  of  the  gland,  and  a  central  softened  mass. 

The  case  Bockhorn  reported  in  1897,  was  that  of  a  lady,  39 
years  old,  with  no  previous  history  of  tuberculosis.  There  was 
found  a  swelling  of  soft  consistency,  which  had  formed  in  a 
period  of  three  months  in  the  left  parotid  region.  It  was  diag- 
nosed clinically,  as  a  syphilitic  gumma.  Pathologically  it  was 
recognized  as  tuberculosis  of  probable  vascular  origin  on  account 
of  the  greater  abundance  of  tubercles  in  the  region  of  the  vessels. 

In  1897,  Kiesow  reported  a  case  in  a  girl  of  13  years.  Parents 
and  sisters  well.  Swelling  in  both  cheeks,  began  three  years 
ago,  and  has  gradually  enlarged.  Not  painful.  Patient  small, 
undersized  and  stupid.  In  the  neighborhood  of  both  tempo- 
mandibular  joints,  swellings  the  size  of  a  pigeon's  egg,  giving 
the  appearance  of  mumps.  Right  sharply  circumscribed  tumor, 
while  the  left  showed  a  large  tumor,     extending    into    smaller 
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growth  above  and  into  parotid  giaiul;  not  sharply  circumscribed. 
Fairly  hard.  Lungs,  heart,  mouth  and  pharynx  normal.  No 
enlarged  lymph  glands.  Diagnosis:  bilateral  sarcoma.  Histo- 
logical examination,  early  form  of  tul)erculosis. 

In  1898,  Meselay  and  Parent  reported  the  case  of  a  man  of 
<11  years,  family  history  negative,  who  had  suffered  previously 
from  a  right  otitis  and  from  dental  caries.  He  gave  a  history 
of  having  noticed  for  three  months  a  swelling  in  the  region  of 
the  left  parotid  gland,  hard  and  irregular,  painful  for  last  month. 
The  clinical  character  of  the  swelling  and  its  evolution  seemed 
to  the  authors  to  be  that  of  a  mixed  tumor  of  the  parotid.  Par- 
tial enucleation  of  parotid  with  temporary  facial  paralysis.  The 
l>athological  examination  showed  the  characteristics  of  tuber- 
culosis, probably  of  hematogenous  origin,  because  as  in  the  case 
of  Bockhorn,  the  greater  entity  and  diffusion  of  the  tubercles, 
c  irresponded  to  the  vessels.     Recovery  with  complete  healing. 

Lecene,  in  1900,  reported  having  seen  a  young  man  of  29 
years,  whose  sister  had  died  of  pulmonary  tuberculosis.  A 
mixed  tumor  of  the  right  parotid  was  diagnosed  and  removed. 
Examination  of  the  section  showed  tubercle  of  hematogenous 
origin.  Tuberculous  ef.iiiiilatinn  tissue  and  tubercle  bacilli 
uitliout  laseation. 

Mintz,  in  1900,  reports  the  case  of  a  child  of  3  years  with  a 
lesion  in  the  left  parotid  which,  on  pathological  examination, 
proved  to  be  tuberculosis  of  the  gland.  He  found  all  stages  of 
inflammation  and  caseation. 

Kuttncr,  in  1900,  records  a  case  in  a  male  of  IS  years.  Family 
and  personal  history  ^negative.  Fluctuating  swelling  in  left 
l>arotid,  with  pus  discharging  through  hi.  i  Two  opetations 
fallowed  by  temporary  facial  paralysis  with  recovery. 

.^cheib,  in  1900,  reported  a  case  of  a  girl  of  15,  who  ii.,  i.uir 
\\  eeks  had  a  swelling  in  right  check,  painful  at  night  for  last 
;  iirtccn  days.  Cough  without  expectoration,  loss  of  appetite 
and  night  sweats,  temperature  .38.1".  Opening  of  Stcnson's  duct 
shows  a  red  protuberance,  the  size  of  a  small  pea.  Tumor  soft- 
•  iicd  in  the  middle,  and  on  opening,  pus  found  containing  tubercle 
bacilli.  Died  one  month  later  of  pulmonary  tuberculosis.  Au- 
thor !irlir\C(!  it  t"  \>r  lirniatn'jrnous  infection,  as  blood  vessels 
in  thrombosed  on  post-nnortcm 

<'\.inunatiun. 

I'aurc-Darnii.:  ..  ^  in  l:'"l  ....  ;....:  ,;  .;  ;....:..  .._  .:.  who 
1 'resented  three  swellings  which  later  broke  down  and  discharged 
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through  these  fistulous  openings.  Guinea  pigs  were  inoculated 
and  found  to  have  tuberculosis  when  killed,  but  the  author  ad- 
mits there  may  have  been  errors.  The  case  was  diagnosed  as 
cutaneous  actinomycosis.  Lungs  normal.  Operated  by  curet- 
ting. Illustration  oi  case  resembles  author's  except  that  it  is  a 
unilateral  involvement. 

All  cases  reported  by  American  authors  have  occurred  since 
1900.  The  first  was  reported  by  Frank  in  1902,  and  was  found 
in  a  male  child  of  only  22  months.  When  seen  by  Frank  it  was 
a  swollen  mass  in  the  right  parotid,  which  had  been  opened  six 
weeks  previously  and  refused  to  heal.  Examination  showed  it 
to  be  tuberculosis  of  the  parotid. 


Figure   1.     Author's   case.     Lel'l  Parotid. 

Scudder  recorded  a  case  in  1902.  Family  history  negative. 
Persona!  history,  always  well;  married  twenty-six  years;  has 
three  children.  Present  illness :  five  years  ago  a  small  swelling 
appeared  just  below  the  lobule  of  the  right  ear.  Three  years  it 
grew  slowly,  for  over  a  year  it  increased  perceptibly,  but  pain- 
lessly. She  has  had  no  subjective  symptoms.  Her  hearing  is 
good.     There  have  been  no  pressure  disturbances. 

Physical  examination:  A  large,  fleshy,  well-developed  woman. 
In  front  of  and  below  the  right  ear  is  a  broad  spherical  swelling, 
about  two  inches  in  diameter.  It  is  hard  and  rounded,  with  ir- 
regular, indurated  borders.  It  is  slightly  movable  upon  the  parts 
beneath.  It  is  not  attached  to  the  skin,  nor  is  it  tender  to  palpi- 
tation.    The  chest  is  negative. 

Operation:  Mass  removed  through  a  curved  incision.  Cap- 
sule adherent  closely  to  the  surrounding  parts.  Upper  part  of 
the  neck  carefully  dissected.     Stenson's  duct  and  facial  nerve 
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divided,  as  they  were  involved  in  the  disease.  A  few  small 
glands  were  removed  near  the  tumor.  The  wound  healed  quickly. 
She  left  the  hospital  one  week  after  operation.  A  year  and  one- 
half  following  the  operation  examination  finds  no  recurrence  at 
the  seat  of  the  original  disease.  The  cicatrix  is  soft  and  unat- 
tached to  the  parts  underneath.  There  is  a  right  facial  paralysis. 
Pathological  report:  A  fragmentary  tumor  from  the  parotid 
region.  Microscopic  examination  showed  parotid  gland  struc- 
ture in  which  were  numerous  small  foci  composed  of  epitheloid, 
small,  round  and  numerous  giant  cells,  with  cheesy  degenera- 
tions :  Tuberculosis. 

In  1903,  George  B.  Wood  reported  the  case  of  a  man,  age  not 
given,  who  presented  a  tumor-mass  one  and  one-half  inches 
across,  in  the  parotid  region,  which  proved  on  examination  to 
be  tuberculosis.  Wood  believed  that  infection  took  place  in 
this  case  through  the  tonsil  to  the  parotid  lymph  glands  and 
then  to  the  salivary  gland. 

Borchcirdt  in  1903  states  that  a  woman,  51  years  old.  pre- 
sented with  a  swelling  in  front  of  the  right  ear.  Parents  healthy, 
but  three  sisters  died  of  tuberculosis,  and  daughter  operated  for 
"glands"  one  year  ago.  Patient  always  healthy.  Heart  and 
lungs  normal.  Swelling  present  for  thirty-five  years  but  never 
painful.  Now  the  size  of  half  an  orange,  seems  to  consist  of 
several  lobes  and  of  uniform  consistency.  Histological  exami- 
nation showed  tubercles  in  salivary  and  lymphatic  glands,  but 
no  areas  of  caseation.  Considered  lymphatic  infection  either 
from  the  ear,  teeth  or  gums.  Teeth  and  opening  of  Stenson's 
duct  not  examined. 

In  1904,  Cole  reported  the  case  of  a  colored  male  who  gave  a 
history  of  lues  eight  years  previous  and  from  whom  tuberculous 
cervical  glands  had  been  removed  five  years  previously.  There 
had  al.so  been  an  attack  of  pleurisy  only  nine  weeks  before 
presentation  of  patient.  Examination:  left  parotid  region  pre- 
sents tumor  size  of  a  walnut,  while  right  presents  one  the  size 
of  hickory  nut.  As  case  had  not  been  operated  when  report  was 
made,  pathological  report  could  not  be  given,  so  there  is  a  ques- 
tion of  doubt. 

In  a  recent  letter  from  Dr.  Cole,  he  adds  the  following:  The 
patient  left  the  hospital  to  return  for  operation,  but  never  came 
back  and  nothing  further  was  heard  of  him.  The  guinea  pig 
inoculated  with  the  pus  aspirated  from  the  glands  developed 
tuberculosis.     It  is  therefore  impossible  to  state  whether  or  no 
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the  tuberculosis  primaniy  involved  the  parotid  or  simply  the 
lymphatic  tissue,  which,  as  is  known,  is  present  in  this  region. 
In  1905,  Puppel  reported  two  cases,  one,  a  girl  of  15,  very  pale 
and  ill  nourished,  who  was  operated  on  for  tumor  in  the  parotid, 
which  proved  to  be  tuberculous.  Patient  developed  general  tuber- 
culosis three  weeks  later.  The  second  was  a  young  man  of  26. 
His  mother  died  of  pulmonary  tuberculosis  some  years  before. 
Father  suffering  from  pulmonary  tuberculosis.  Sister  well.  Pa- 
tient operated  two  years  ago  for  tuberculosis  of  the  right  hand, 
and  had  swelling  of  the  right  ankle  immediately  after.  At  pres- 
ent has  fistula  and  suffering  from  night  sweats.  He  is  of  middle 
size,  pale  but  well  nourished.  Chicken  breasted.  No  cough  or 
expectoration.     Heart  normal.     Marked  swelling,  hard  but  not 


Figure 
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;ht  parotid  wliicli   bLLa.me   swollen  .six  weeks 
after  left. 


painful,  in  the  right  parotid  region.  Removed  and  glands  cu- 
retted. Wound  healed  in  two  months,  with  slight  paralysis  of 
facial  nerve.  Numerous  tubercles  in  parotid  tissue.  Histological 
diagnosis :  chronic  tuberculosis. 

Danielson's  case  reported  in  1907,  was  that  of  a  peasant  26 
years  of  age.  No  family  or  personal  history  given.  For  two 
months  he  has  noticed  a  painless  swelling  in  right  cheek,  which 
has  gradually  increased  until  it  touches  the  lobe  of  the  ear.  His- 
tologically the  gland  is  involved,  so  that  no  normal  tissue  can 
be  found. 

In  1910,  Fioravanti,  after  reviewing  a  number  of  cases,  reports 
the  case  of  a  woman,  age  34,  of  whom  he  says:  "She  has  nothing 
noteworthy  in  her  personal  or  family  history ;  has  alwaj'S  led  a 
busy  life  and  has  been  very  well.     She  often  suffered  from  tooth- 
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ache,  however,  and  recently  had  to  undergo  extraction  of  a  right 
decayed  molar.  (He  does  not  say  whether  upper  or  lower,  or 
whether  first,  second  or  third,  which  is  quite  important,  as  relat- 
ing to  the  opening  of  Stenson's  duct.)  About  a  year  ago  she 
noticed  a  swelling,  about  as  large  as  a  small  nut,  in  the  right 
parotid  region,  which  kept  on  increasing  in  size  until  it  reached 
the  dimensions  of  a  pigeon's  egg,  but  did  not  cause  any  painful 
sensations  cither  spontaneous  or  upon  pressure.  The  doctor, 
whom  the  patient  consulted,  advised  a  surgical  operation,  to 
which  she  consented.  This  consisted  in  an  incision,  from  which 
issued  a  moderate  amount  of  serous  fluid,  opalescent  and  very 
similar  to  saliva,  so  that  the  operator  suspected  it  was  a  salivary 
cyst.  Escape  of  the  fluid  did  not  cause  the  complete  disappear- 
ance of  the  tumor,  which,  though  greatly  reduced  in  dimensions, 
remained  evident  and  stationary  up  to  six  months,  when  it  began 
to  grow  again,  rapidly  reaching  the  size  of  a  hen's  egg,  and  caus- 
ing difticulty  and  pain  in  the  mastication  of  food.  It  seems 
the  patient  did  not  have  any  fever.  Frightened  by  the  recur- 
rence of  the  tumor,  by  its  rapid  growth,  and  the  disturbance 
produced  by  it,  she  decided  to  submit  to  another  operation  and 
therefore  entered  the  hospital. 

Post-operative  history  was  normal.  After  thirty  days  the  pa- 
tient was  discharged  cured,  excepting  that  there  was  a  persistent 
paresis  of  the  facial,  which  existed  before  the  operation. 

Pathological  examination:  Examination  of  the  tumor  pre- 
sents the  dimensions  of  a  hen's  egg  and  seems  incompletely 
closed  by  a  capsule  of  thick  connective  tissue  of  a  rosy  gray 
color.  Surface  not  smooth,  but  irregular  and  contorted.  A  sec- 
tion through  its  entire  substance  reveals  that  the  central  part  is 
composed  of  a  focus  of  degeneration,  with  ragged  walls  and  con- 
taining a  small  quantity  of  very  thick  pus.  In  the  interior  are 
seen  extensive  zones  of  caseous  aspect  alternating  with  fibrous 
zones  of  reddish  gray  color.  On  some  points'  in  the  peripheral 
portions,  one  can  recognize  the  glandular  structure  with  the 
characteristic  lobular  arrangement,  although  even  Ii'"-  tli>rc  are 
occasional  small  foci  of  softening  and  caseation. 

Nadcl  and  Pouget,  in  1911,  report  the  case  of  a  male  of  50  years 
of  age,  baker,  with  a  small  tumor  in  the  right  check,  a  little  in 
front  of  the  parotid.  Two  sisters  died  of  tuberculosis,  one  sister 
living  and  well  at  60.  Nothing  of  interest,  except  lobar  pneu- 
monia at  '16  and  syphilis  at  46.     Number  of  injuries,  e'spccially 
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molar  teeth,  ending  with  abscess  in  cheek  which  opened  exter- 
nally, but  yielded  to  treatment  in  fifteen  days.  Three  and  one- 
half  months  later  pain  returned  and  patient  noticed  development 
of  tumor  at  sight  of  fistula,  which  has  grown  in  two  and  one- 
half  months  to  the  size  of  a  small  nut,  adherent  to  the  parotid 
gland.  Patient  of  splendid  physique,  florid  countenance,  strength 
normal,  respiratory  apparatus  normal,  no  cough.  Heart  normal, 
urine  abundant  and  normal.  Tumor  removed,  and  an  examina- 
tion found  it  to  be  tubercular. 

They  also  report  the  case  of  a  woman,  74  years,  with  tumor 
in  right  parotid  which  had  been  present  for  two  months,  but 
for  the  last  eight  days  growth  had  been  very  rapid  and  now 
presents  a  softened  area  of  violet-rose  color,  at  height  of  lobule 
of  ear  and  anterior  border  of  masseter  and  of  the  size  of  a  hazel 
■nut.  Mother  died  of  tuberculosis  at  45.  Patient  was  sent  to 
country  at  13  because  of  weakened  condition,  although  not 
.coughing.  Had  rheumatism  at  20,  of  which  traces  still  remain. 
Examination  of  chest  negative.  Only  teeth  present  were  two 
posterior  lower  molars.  Opening  of  Stenson's  duct  normal. 
Diagnosed  as  cyst  or  suppurating  gland.  Histological  examina- 
tion showed  tumor  to  be  one  enormous  tuberculoma  involving 
salivary  gland  tissue. 

Author's  case:  Patient,  National  Jewish  Hospital  for  con- 
sumptives, H.  A.,  male,  age  24,  born  in  Russia.  Family  history 
negative.  Personal  history :  Well  until  two  years  ago  when  he 
contracted  pulmonary  tuberculosis.  One  hemorrhage  one  and 
one-half  years  ago,  but  none  since.  Condition  at  present  time 
very  good.  Weight  148  pounds,  which  is  about  normal  for 
height  of  five  feet  ten  inches.  Sputum:  muco-purulent,  few 
bacilli,  pus  cells,  staphylococci.  Diagnosis:  Chronic  catarrhal 
tuberculosis. 

Present  trouble  began  June  15.  First  examined  by  interne 
June  20:  Swelling  of  left  parotid  gland.  June  22,  temperature 
100°,  pulse  124.  Swelling  increased.  June  23,  first  seen  by 
author. 

Examination:  Teeth  normal,  except  upper  left  first  molar, 
also  right  second  molar  absent,  filling  in  distal  of  first  molar; 
mucous  membrane  of  the  mouth  normal,  except  a  slight  swelling 
and  redness  around  orifice  of  Stenson's  duct  upon  left  side ;  nose, 
pharynx  and  larynx  normal.  Very  slight  redness  of  the  left 
membrana  tympani  and  swelling  on  anterior  wall  of  cartila- 
ginous portion  of  canal.     Hard  swelling  of  the  left  parotid  gland. 
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simulating  an  attack  of  parotitis.  As  no  history  of  a  previous 
attack  could  be  elicited,  it  was  so  diagnosed  in  face  of  the  fact 
that  the  patient  admitted  at  this  time  that  he  had  received 
a  blow  from  the  list  of  another  patient  in  an  altercation  a  few 
days  previous. 

June  27,  some  softening.  June  28,  using  ethyl  chlorid  spray, 
opening  was  made  beneath  the  angle  of  the  jaw,  cutting  through 
the  skin  only,  further  separation  of  tissues  being  completed  with 
forceps,  evacuating  about  one  and  one-half  ounces.  Rubber 
drainage  tubes  introduced.  Examination  of  pus  showed  only 
diplococci  present.  Discharge  of  pus  mixed  with  salivary  secre- 
tions continued. 

July  25 :  In  dressing,  interne  opened  another  abscess  which 
apparently  was  walled  off  from  the  original  cavity  by  an  inter- 
vening gland  septum. 

.\ugust  2 :  Temperature  100°,  pulse  110.  Under  chloroform 
anesthesia  the  cavity  was  Curetted,  bringing  away  a  large 
amount  of  gland  tissue.  Microscopical  examination  of  this  tis- 
sue showed  large  numbers  of  tubercle  bacilli,  but  no  diplococci. 

August  4:  Rapid  swelling  of  the  right  parotid.  This  had 
been  anticipated  as  the  patient  had  complained  of  pain  in  this 
region  for  three  or  four  days  previous.  August  8 :  Temperature 
100°,  pulse  110.  Under  chloroform  anesthesia,  abscess  was 
opened  under  angle  of  jaw.  Pus  showed  not  only  diplococci, 
but  tubercle  bacilli  present  in  large  numbers.  Pus  and  saliva 
continued  to  discharge  from  the  wound.  Bacteriologist  at  sani- 
tarium reported  the  diplococci  found  to  be  identical  with  the 
organism  of  parotitis.  Smears  directly  from  pus  showed  diplo- 
coccus  five-tenth  to  one  and  a  half  micrones  in  diameter,  intra- 
cellular and  extra-cellular;  gram  positive,  no  capsule;  no  devel- 
opment in  ordinary  media  but  abundant  growth  on  mixed 
sterilized  saliva,  with  glycerin  agar  agar;  stopped  propagating 
at  .38  degrees  C. 

September  10:  Right  still  shows  discharge  of  pus  and  saliva, 
while  left  only  discharges  saliva  through  fistula.  November  8: 
Right  healed.  Left  .salivary  fistula,  after  which  patient  was  not 
well,  although  he  lived  for  two  years,  finally  succumbing  to  pul- 
monary tuberculosis. 

One  very  interesting  point  in  this  case  is  that  we  had  no  facial 
paralysis  on  the  left  side,  although  nearly  the  whole  parotid 
gland  .sloughed.     The  connective  tissue  septa  and  nerve  trunk 
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probably  resisted  infection.  Infection  in  the  left  or  first  gland 
affected  may  have  been  cither  hematogenous,  or  canalicular  in 
origin  with  properties  of  the  latter,  while  the  right  was  undoubt- 
edly canalicular,  i.  e.,  through  Stcnson's  duct.  The  right  side 
showed  some  dropping  of  the  eyelid,  which  recovered. 

Although  tuberculosis  of  the  parotid  gland  is  rare,  it  must 
divide  honors  with  the  sub-maxillary,  only  four  cases  of  which 
have  been  reported. 

Aieroli  in  1895,  Zoux  in  1897,  Arcoles  in.  1900,  and  Gilmer  in 
1902.  Zoux  did  not  make  a  histological  or  bacteriological  ex- 
amination, and  therefore  his  case  is  open  to  question. 

As  oral  tuberculosis  is  rare,  there  must  be  some  reason,  for  the 
oral  cavity  is  probably  exposed  to  infection  more  frequently  than 
any  other  region  of  the  body,  in  fact  almost  as  much  as  the  skin, 
which  is  infrequently  afifected. 

It  may  be  due  to  the  protection  given  by  the  stratified  squa- 
mous epithelium,  that  the  oral  cavity  and  skin  escape.  We 
know  that  epithelium  is  not  affected  by  the  tubercle  bacillus, 
but  whether  the  bacillus  is  rendered  inert,  for  the  time  being,  by 
passage  through  these  cells  and  must  lodge  in  a  lymph  gland  to 
regain  its  virulence,  is  a  question. 

From  the  standpoint  of  oral  sepsis,  or  what  w'e  might  call 
oral  transmission,  the  work  of  Gilberti  is,  to  say  the  least,  in- 
teresting. 

To  determine  how  far  tubercular  infection  can  aflfect  via  the 
oral  mucous  membrane,  he  removed  the  cer\-ical  and  inguinal 
lymph  glands  of  thirty  children  who  had  died  of  various  diseases, 
but  known  to  be  tuberculosis.  Each  of  the  glands  were  macer- 
ated separately  and  injected  into  two  sets  of  guinea  pigs,  all  of 
which  hod  been  subjected  to  the  tuberculin  test,  with  the  fol- 
lowing results:  Of  those  injected  with  the  cervical  extract, 
thirty  in  all,  eleven  died  of  tuberculosis,  seventeen  died  of  other 
causes  inside  of  one  month,  and  two  killed  after  three  months 
showed  no  signs.  Those  injected  with  inguinal  gland  extract, 
showed  the  following  results :  Two  died  of  tuberculosis,  five  of 
intermittent  troubles,  and  twenty-three  showed  no  sign  of  tuber- 
culosis. 

In  concluding  the  author  propounds  the  following  queries: 
1.  Is  there  an  anatomic  path  from  the  mucosa  of  the  mouth  to 
the  glands  and  right  heart?  2.  If  every  bacillus  passes  through 
the  lungs,  why  is  not  pulmonary  tuberculosis  more  common  in 
infancy  than  it  is  as  compared  with  other  tuberculous  localiza- 
tions? 
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There  seem  to  be  two  distinct  types  of  parotid  tubercle:  1. 
The  chronic  or  fibroid  type  which  is  encapsulated  and  may  nor. 
produce  symptoms  for  months  or  even  years.  2.  The  acute  in- 
flammatory type  which  is  diffuse  and  runs  its  course  in  a  few 
days  or  a  few  weeks. 

The  recognized  avenues  of  infection  are  hematogenous,  lym- 
phatic and  canalicular.  Lymphatic  infection  and  hematogenous 
infection  are  hard  to  differentiate  on  account  of  the  interlacing 
of  the  vessels,  a  point  mentioned  by  Nadel  and  Pouget. 

Hematogenous  infection  may  take  place  from  any  primary 
focus  or  through  wounded  oral  mucosa.  Lymphatic  most  fre- 
quently through  the  tonsil  although  infection  around  the  third 
molars,  draining  as  these  lymphatics  do  into  the  glands  at  the 
angle  of  the  jaw  following  retrograde  stream,  may  infect  the 
parotid  lymphatic  glands,  and  involve  the  salivary  gland.  This 
happens  in  case  of  epithelioma  of  the  tongue,  or  mandible,  so 
why  not  in  tuberculosis? 

Infection  through  the  lymph  streams  may  occur  from  the  ex- 
ternal auditory  canal,  in  case  of  a  tuberculous  ear,  which  oc- 
curred in  De  Paoli's  first  case,  but  considering  the  frequency  of 
aural  tuberculosis,  why  is  the  parotid  not  more  frequently  af- 
fected? The  lymphatics  from  the  external  two-thirds  of  the  eye- 
lids and  from  the  upper  part  of  the  nose  also  pass  into  the  parotid 
lymph  nodes,  but  these  parts  arc  very  rarely  affected  with  tuber- 
,iil..  !,  Furthermore  the  posterior  buccal  lymph  vessels  pass 
to  the  parotid  lymph  nodes  and  penetrate  the  muscle  in  the 
region  through  which  Stenson's  duct  perforates. 

Canalicular  seems  to  the  author  the  most  probable  avenue,  as  it 
probable  is  in  parotitis.  It  is  not  necessary  that  infection  of  the 
papilla  at  the  opening  of  duct  takes  place.  One  of  the  author's 
cases  of  tubercular  abscess  of  the  cheek  which  ulcerated  through 
the  duct  and  discharged  cascsous  masses  and  serum  into  the 
mouth  caused  no  infection  of  the  papilla. 

Pinoy's  experiments,  as  quoted  by  Puppel,  oi  iimrtioii  of  the 
gland  cx{)crimcntal!y  by  injection  of  bacilli  into  carotid  arnl  into 
parechyma  as  well  as  by  introduction  into  duct  after  paralysis 
of  the  secretory  nerve,  would  tend  to  show  that  infection  may 
take  place  in  any  of  the  three  ways. 

The  prognosis  is  usually  good  even  in  secondary  involvement, 
so  far  as  the  local  disease  is  concerned.     The  diagnosis  it  seems 


884  carmody:   tuberculosis  of  the  parotid  gland. 

is  only  made  histologically  and  bacteriologically,  as  in  no  one 
of  the  above  cases  was  a  correct  clinical  diagnosis  made. 
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Syphilis  of  the  Esophagus.  Udo  J.  WilE,  Am.  Jour,  of  Med.  Sci., 
August,  1914. 
The  writer  refers  to  the  great  susceptibility  to  syphilitic  lesions 
of  the  mouth  and  pharynx,  as  contrasted  with  the  relative  lack  of 
susceptibility  to  such  lesions  of  the  other  portions  of  the  digestive 
tract.  The  rectum  is  the  sole  exception  to  this  rule.  He  gives  a 
resume  of  the  cases  of  syphilis  of  the  esophagus  from  the  literature 
of  the  subject,  and  reports  a  case  occurring  in  his  own  practice.  He 
believes  the  condition  is  not  so  infrequent  as  the  scanty  literature 
of  the  subject  would  indicate.  Pack.\rd. 


AFFECTIONS  OF  THE  LINGUAL  TONSIL  AND  THEIR 
TREATMENT.* 

Dr.  Charles  C.  Biedert,  Philadelphia. 

The  so-called  lingual  tonsil  is  really  not  a  tonsil  at  all,  but  simply 
a  mass  or  collection  of  lymphoid  tissue  at  the  base  of  the  tongue 
and  in  front  of  the  epiglottis.  This  collection  of  lymphoid  tissue 
varies  greatly  in  size  and  shape,  oftentimes  being  nothing  more  than 
a  rather  close  aggregation  of  separate  nodes,  giving  simply  a  rough- 
ened appearance  to  the  base  of  the  tongue.  At  other  times  it  con- 
stitutes rather  large  masses  which  may  be  more  or  less  pendulous. 

The  lingual  tonsil  forms  the  lowest  portion  of  the  lymphatic  ring 
in  the  neck,  known  as  the  lymphatic  ring  of  Waldeyer,  the  other 
portions  of  the  ring  being  formed  by  the  two  faucial  tonsils  on 
either  side  and  the  pharyngeal  tonsil  above.  Owing  to  the  situation 
of  the  lingual  tonsil  and  the  difficulty  of  inspecting  it,  it  not  being 
seen  upon  the  ordinary  examination  of  the  throat,  the  general 
practitioner  is  very  likely  to  overlook  aflfections  of  this  tissue. 

For  the  careful  examination  of  the  lingual  tonsil  it  is  necessary 
to  use  the  head-light  and  the  laryngeal  mirror.  I  have  frequently 
seen  patients  complaining  of  a  sore  throat,  and  upon  the  ordinary 
inspection  of  the  throat  nothing  abnormal  could  be  found,  but  by 
u<iing  the  laryngeal  mirror  serious  disease  was  found  in  the  lingual 
tonsil,  thus  revealing  the  source  of  the  soreness. 

The  lingual  tonsil  is  subject  to  all  the  inflammations  and  diseases 
that  attack  the  other  tonsils  and  tissues  of  the  throat.  I  have  fre- 
quently seen  the  extension  of  a  follicular  tonsillitis  down  to  and 
involving  the  follicles  of  the  lingua!  tonsil.  We  find  simple  inflam- 
mation and  hypvrlrophy,  lingual  varix,  tuberculosis,  sy-philis  and 
malignant  disease  of  the  linginl  tonsil ;  mycosis  pharjngeus  also 
frequently  involves  the  lingual  tonsil  and  various  benign  tumors 
have  Ix-en  observed.  These  conditions  are  all  rather  rare.  I, 
myself,  after  rather  a  large  experience  in  the  examination  of  throats, 
have  only  seen  one  case  of  carcinoma  of  the  lingual  tonsil  and 
probably  six  or  eight  cases  of  syphilis  of  the  lingual  tonsil. 
Sy|)hilis  is  usually  the  tertiary  manifcstion  or  syphilitic  gvmima. 
Ungual  varix  is  of  fretiuent  occurrence  and  often  causes  a  great 
<leal  of  trouble,  producing  an  irritative  cough,  which  after  a  time 
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may  cause  one  of  the  vessels  to  i  uiJture,  thus  producing  an  alarming: 
hemoptysis.  This  hard  irritating  cough  of  undemonstrablc  cause 
which  Ungual  varix  produces  interferes  with  the  rest  of  the  patient^ 
as  a  consequence  of  which  he  becomes  very  much  run  down  and 
loses  flesh,  so  that  he  and  his  friends  fear  tuberculosis  of  the  lungs. 
I  have  on  more  than  one  occasion  lieen  able  to  demonstrate  the 
source  of  the  hemoptysis  as  coming  from  a  ruptured  vessel  of 
the  lingual  tonsil  and  to  assure  the  patient  that  his  lungs  were  not 
diseased,  and  have  by  the  proper  treatment  reduced  the  swelling 
of  the  lingual  tonsil  and  eradicated  the  cough,  and  effected  a  com- 
plete recovery  of  the  patient.  Tlius,  in  hemorrhage  from  the 
mouth  or  throat,  do  not  fail  to  make  a  careful  examination  of 
the  lingual  tonsil  for  the  source  of  the  bleeding. 

Probably  one  of  the  most  fref|uent  affections  of  the  lingual 
tonsil  is  simple  hypertrophy,  the  symptoms  of  which  vary.  In  some 
cases  we  will  have  a  hard,  diy,  hacking,  unproductive  cough,  especi- 
ally worse  at  night  or  when  the  patient  lies  down.  This  cough  may 
continue  for  months  or  years  and  be  the  only  symptom  com- 
plained of,  as  was  the  case  in  one  patient  who  came  under  the 
writer's  notice,  a  woman,  who  had  a  peculiar  cough  for  twenty 
years  by  which  she  was  known  to  all  her  friends.  In  this  patient 
the  cough  was  worse  whenever  she  would  get  in  a  closed  place, 
such  as  a  theater  or  in  church,  and  her  advent  into  either  of  these 
places  usually  caused  a  procession  of  cough  drops  and  cough 
lozenges  to  be  passed  to  her  from  all  directions  by  well-meaning 
and  sympathising  people,  until  she  finally  had  to  remain  away 
from  public  gatherings  of  all  kinds.  This  cough  of  twenty  years' 
standing  was  finally  cured  by  the  recognition  and  proper  treatment 
of  the  cause — a  simple  hypertrophy  of  the  lingual  tonsil. 

Cough  is  usually  the  predominant  symptom  in  hypertrophy  of 
the  lingual  tonsil,  but  in  some  cases  we  do  not  have  any  cough. 
The  patient  will  complain  of  a  sense  of  fullness  in  the  throat  or 
of  a  sensation  of  a  lump  in  the  throat,  which  they  can  neither 
swallow  nor  bring  up  (the  so-called  globus  hystericus).  Others 
complain  of  a  tickling,  prickling  or  burning  sensation  m  the  throat 
It  is  surprising  to  what  an  extent  these  symptoms  of  simple  hyper- 
trophy will  in  some  cases  of  nervous  people  be  carried,  as  in  one 
case  which  came  to  my  notice,  that  of  a  nervous  woman  who 
thought  she  had  some  serious  trouble  with  her  throat  and  got  her- 
self worked  up  to  a  highly  nervous  state,  in  which  she  imagined 
that  she  could  not  swallow  and  that  her  throat  was  gradually 
closing,  that  she  could  not  get  her  breath  and  that  she  was  gradu- 
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ally  choking  to  death.  These  symptoms  were  all  relieved  by  the 
recognition  of  tiie  cause,  and  by  instituting  the  proper  treatment 
for  it. 

Mycosis  of  the  lingual  tonsil  usually  occurs  in  association  with 
mycosis  of  the  pharny.x  and  tonsils.  It  causes  a  sensation  of 
fullness,  with  tickling  or  prickling  sensation  in  the  throat.  Upon 
examination  we  find  the  lingual  tonsil  dotted  all  over  with  whitish- 
spots,  somewhat  raised  from  the  surface  and  rather  adherent,  but 
they  can  be  picked  otT  and  if  placed  under  the  microscope  the 
diagnosis  can  be  confirmed  by  finding  the  leptothrix  buccalis,  the 
causative  fungi,  one  of  the  yeast  fungi. 

To  recapitulate,  then,  we  have  the  following  diseases  of  the 
lingual  tonsil  in  the  order  in  which  we  find  them  most  frequently : 
1 .  .\  simple  hypertrophy,  causing  slight  symptoms  of  fullness  and 
irritation  in  the  throat,  with  cough.  2.  A  more  or  less  greater 
enlargement  in  which  the  symptoms  may  be  very  pronounced. 
'■  Lingual  varix,  in  which  we  have  in  addition  to  a  hypertrophy 
of  the  tonsil,  an  enlargement  and  dilatation  of  the  blood  vessels 
coursing  over  the  tonsil.  The  vessels  in  some  cases  have  been 
known  to  rupture  and  cause  hemorrhage  simulating  hemorrhage 
from  the  lung.  1.  The  extension  of  a  follicular  tonsillitis  to  the 
follicles  of  the  lingual  tonsil,  or  in  some  cases  where  the  faucial 
tonsils  have  been  removed  we  often  find  a  follicular  lingual  tonsil- 
litis in  association  with  a  follicular  pharj-ngitis.  5.  Mycosis  of  the 
lingual  tonsil,  usually  associated  with  mycosis  of  the  pharnyx. 
fi.  Syphilis  of  the  lingual  tonsil,  usually  gumma,  although  we  do 
culosis  of  the  lingual  tonsil  is  rare,  bift  is  sometimes  met  with 
find  mucous  [latchcs  as  an  extension  from  the  phaniyx.  7.  Tulier- 
in  advanced  cases  of  tulnrrculosis  of  the  lungs.  S.  Malignant 
disease  of  the  lingual  tonsil  is  very  uncommon,  and,  lastly,  we 
may   have  any  of  the  benign   tumors  atTccting  the   lingual   tonsil. 

Diagnosis-  The  diagnosis  of  di.seased  conditions  of  the  lingual 
iMiisil  cannot  In?  made  without  the  use  of  the  head-mirror  and 
laryngoscope.  By  having  the  patient  grasp  the  tongue  and  pull  it 
well  forward  we  can  then  with  the  larjngoscope  make  a  careful 
examination  and  arrive  at  the  diagnosis. 

Treatment :  The  treatment  of  lingual  tonsil-conditions  is.  as  a 
nde,  very  simple.  T'or  the  cases  of  simple  hypertrof)hy,  I  have 
foun<l  that  the  application  of  a  glycerole  of  iodin  solution  gives 
the  best  results.  This  is  composed  of  iodin,  12  to  ]<>  grains,  and 
iodid  of  i)otassium,  ?t  to  32  grains  to  the  ounce  of  glycerin  I 
applv  this  solution  by  means  of  a  cotton  swab.     I  have  the  patient 
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pull  the  tongue  well  forward  and  am  careful  not  to  get  any  of 
the  solution  on  the  laryngeal  side  of  the  epiglottis.  The  U.  S.  P. 
offiicial  glycerole  of  tannin  would  be  my  second  choice  as  an 
application  in  these  conditions.  Usually  three  or  four  applications 
of  cither  of  these  remedies,  made  at  intervals  of  two  days,  suffice 
to  relieve  the  most  obstinate  cases.  If  it  does  not,  it  may  then 
be  necessary  to  cauterize  the  lingual  tonsil,  using  tri-chlor-acetic 
acid,  chronic  acid,  or  preferably  the  galvano-cautery.  In  using 
these  cauterized  agents  great  care  must  be  exercised  to  limit  the 
area  cauterized  to  the  lingual  tonsil.  In  rare  instances  it  may  be 
necessary  to  remove  a  piece  of  the  hypertrophied  tonsil  with  the. 
MacKenzie  lingual   tonsillotome. 

The  treatment  of  lingual  varix  is  pretty  much  the  same  as  that 
for  simple  hypertrophy.  If  we  have  one  of  the  vessels  bleeding  it 
should  be  closed  by  searing  it  with  the  electric  cautery. 

In  the  treatment  of  mycosis  of  the  lingual  tonsil,  I  have  found 
that  applications  of  silver  nitrate,  60  grains  to  the  ounce,  give  the 
best  results. 

Syphilis,  tuberculosis  and  malignant  diseases  of  the  lingual  tonsil 
are  best  treated  along  the  general  lines  laid  down  for  the  treat- 
ment of  these  diseases  in  any  other  part  of  the  body. 
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Vicarious  Menstruation.  M.  A.  Shlenker  and  A.  E.  Ficklin, 
New  Orleans  Med.  and  Surg.  Jour.,  June,  1914. 
The  authors  report  a  case  of  vicarious  menstruation  in  a  woman 
of  nervous  disposition  but  otherwise  in  normal  condition.  Men- 
struation commenced  at  sixteen  but  manifested  itself  entirely  by 
bleeding  from  the  nose.  After  three  of  these  periods,  which  ap- 
peared at  regular  monthly  intervals  and  persisted  for  three  or  four 
days,  menstruation  became  normal  although  accompanied  by  much 
abdominal  discomfort.  The  case  was  presented  as  suggesting  a 
neurotic  element  in  vicarious  menstruation.  There  were  no  geni- 
tal abnormalities.  ScheppEGRELL. 
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AN  UNCOMMON  CASE  OF  NASAL  HEMORRHAGE. 

Dr.  John  A.  Thompson,  Cincinnati. 

G.  M.  O.,  aged  63  years,  was  referred  to  me  by  his  physician, 
Dr.  S.  S.  Halderman,  November  23,  1912.  The  symptom  for  which 
he  sought  relief  was  frequent  attacks  of  nose-bleed.  At  times  the 
flow  was  so  free  that  his  death  from  exhaustion  was  feared.  These 
attacks  had  recurred  with  increasing  frequency  for  several  months. 
Examination  of  his  nose  at  his  first  visit  showed  that  the  right  mid- 
dle turbinate  was  carious.  There  was  pus  in  the  anterior  ethmoid 
cells.  Clotted  blood  was  adherent  to  the  diseased  membrane  over 
these  cells.  The  right  inferior  turbinate  was  enlarged,  blue  in  color 
and  irregular  in  shape. 

The  diseased  ethmoid  cells  from  which  the  blood  was  oozing  when 
he  came  to  the  office  were  at  once  opened  and  the  diseased  portion 
of  the  middle  turbinate  removed. 

The  packing  was  taken  out  of  the  nose  the  next  day  and  on 
the  second  day  after  the  operation  the  patient  went  home.  A  speci- 
men for  microscopic  examination  was  removed  from  the  inferior 
turbinate.  Dr.  F.  B.  Samson  later  reported  the  specimen  to  be  an 
angioma. 

December  2,  I  was  called  to  Portsmouth,  since  he  was  having  a 
worse  hemorrhage  than  any  that  had  occurred  before.  This  time  the 
angioma  was  bleeding  and  at  1  a.  m.,  under  cocain  anesthesia,  the 
whole  of  the  diseased  inferior  turbinate  was  removed.  Some  granu- 
lation tissue  from  the  middle  turbinate  region  was  snared  off  at  the 
same  time. 

January  23,  1913,  the  patient  returned  to  the  office  with  a  history 
I'i  bleeding  from  the  remaining  portion  of  the  right  middle  turbinate 
iiid  the  diseased  portion  was  removed.  The  bleeding  was  only  tem- 
I'orarily  checked  by  this  operation  and  on  March  20  the  patient  re- 
lumed with  a  history  of  frequent  epistaxis. 

There  was  an  old  specific  history  in  the  case;  so  operation  wounds 
ilid  not  heal  promptly.  Some  granulation  tissue  was  curetted  from 
the  site  of  the  last  operation  and  the  patient  sent  to  Christ  Hospital 
for  observation.  Blood  pressure  tests  were  only  a  little  higher 
than  normal  and  only  once  was  there  a  trace  of  albumin  found  in 
the  urine.    All  bleeding  stopped,  while  the  patient  was  quiet  in  the 
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April  29,  1913,  he  again  returned  to  the  office  with  a  history  of 
repeated  hemorrhages  of  increasing  severity.  The  external  wall  of 
the  nose  whence  the  bleeding  had  previously  been  coming  was  nor- 
mal scar  tissue.  This  time  the  blood  was  flowing  from  a  superficial 
ulceration  low  down  on  the  right  side  of  the  septum.  Nitrate  of 
silver,  12  per  cent  solution,  was  applied  and  the  nose  packed.  He 
returned  home  and  under  the  care  of  his  family  physician  the  bleed- 
ing was  controlled ;  so  he  had  no  more  dangerous  attacks  for  a  time 
but  was  never  entirely  free  from  mild  hemorrhages. 

October  10,  he  called  at  the  office  and  reported  himself  in  good 
condition.  December  .5,  he  again  returned  with  a  history  of  profuse 
and  frequent  nasal  hemorrhages.  The  septal  cartilage  was  found  to 
be  softened  and  it  was  believed  that  the  condition  of  the  cartilage 
prevented  a  cure  of  the  inflammation  in  the  overlying  mucosa.  All 
the  later  hemorrhages  had  been  from  the  septum  in  the  right  nostril. 

December  11,  1913,  a  submucous  resection  was  made  and  the 
softened  portion  of  the  septal  cartilage  removed.  The  incision  was 
made  through  the  healthy  mucous  membrane  in  the  left  nostril. 
Healing  was  prompt  and  there  have  been  no  more  hemorrhages. 

There  are  two  imusual  features  in  this  case.  The  right  inferior 
turbinate  body  was  all  angiomatous  tissue  and  when  it  started  to 
bleed  the  hemorrhage  could  be  controlled  only  by  the  complete  re- 
moval of  the  tumor.  The  second  unusual  feature  was  the  method 
of  cure.  If  anyone  has  ever  done  a  submucous  resection  for  the 
cure  of  hemorrhage  before,  I  have  not  seen  a  report  of  the  case. 
One  case  has  been  reported  where  frequent  nose-bleeds  were 
stopped  by  a  submucous  resection,  but  the  operation  was  not  done 
to  check  them. 
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Primary  Lupus  of  the  Larynx.  E.  Mayer,  ^fed.  Record,  June  27, 

lOlJ,  p.  11G2. 
Three  cases  of  lupus  are  presented,  two  of  them  primary.     The 
affection  is  rare  and  is  a  chronic  disease  with  but  the  slightest 
symptoms.     It  is  usually  accidentally  discovered  and  the  prognosis 
^as  to  life  is  relatively  good.  .  Ed. 
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If  we  can  clean  off  the  Becretions  from  the  surface  at  frequent  intervals 
and  keep  It  approximately  clean,  we  can  avert  the  secondary  infection 
which  causen  a  Bood  deal  of  the  trouble  and  much  of  the  dysphagia,  and 
»o  give  the  patient  much  relief  from  the  pain.  In  addition,  the  frequent 
cleaninK  o(  the  surface  favors  the  healing  of  the  ulceration. 

The  bulb  is  removed  from  the  medlcator,  the  glass  is  attached  to  the 
tube  of  a  fountain  syringe,  and  the  larynx  is  irrigated. 

It  requires  a  little  skill  on  the  part  of  the  patient  to  make  use  of  these 
irrigations,  for  if  not  done  skillhilly  they  may  cause  coughing.  The 
patient  pinches  the  rubber  tube  and  introduces  the  glass  into  his  mouth. 
When  properly  placed,  he  says,  "Ah"  and  opens  the  tube  by  releasing  the 
•pressure  with  his  flnger. 

At  first  it  is  dlfflcult,  and  only  a  small  amount  of  fluid  is  allowed  to 
enter  tJhe  mouth,  but  a  skillful  patient  soon  becomes  accustomed  to  It 
and  can  keep  the  tube  open  for  a  long  time,  and  get  half  an  ounce  of 
fluid  into  the  throat.  It  requires  a  little  skill  on  the  part  of  the  patient 
nn<l  only  those  should  use  it  who  can  acquire  its  use.  Dr.  Yankauer  said 
that  he  had  not  had  a  large  experience  in  the  use  of  these  irrigations, 
liut  he  hoped  that  those  whose  clinical  facilities  would  permit  would  give 
it  a  fair  trial;  for  if  the  larynx  can  be  kept  clean  and  ])revent  the  sec- 
ondary Infection  which  usually  follows  every  infection  of  the  throat  » 
great  deal  could  be  accomplished  in  the  treatment  of  laryngeal  tub<'rcu- 
losis. 

Dr.  IlER7.ia  suggested  the  cmploymejU  of  urea  hydrochlorid  for  the  re- 
lief of  pain  in  these  cases.  He  had  used  It  In  10  to  20  i>er  cent  strength. 
He  usually  Injects  o  to  10  minims  of  a  4  iht  cent  solution  at  the  Junction 
of  the  nerve,  the  most  painful  i>ortlon,  and  the  patient  is  comparatively 
free  from  pain  for  one  to  two  days,  and  In  this  way  the  larynx  ts  given 
a  rest. 

Dr.  Oi  ttmas  expressed  his  appreciation  of  the  way  In  which  Dr.  Freud- 
rnthal  had  treated  the  sub.ect,  but  had  missed  one  thing,  that  Is  the  Ignl- 
imneture,  which  had  been  rerommended  some  years  ago.  He  did  not  think 
itiat  enouri  Is  is  laid  on  this  niothod  of  treatment. 

Dr.  F^»  1  cloning  the  dlsrunslon,  said  that  we  often  send  p»- 

llt-nts  to  the  Adirondnrks  where  there  are  men  who  know  how  to  treat 

])lllinr>n]ir\    rntulltloim     Thi'V    :irf   nlwrfi   m*nl    f<»   I-ilu-rfv   ntw|   other  plaCeS,  bUt 
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a  gale  that  Is  blowing  at  the  rate  of  sixty  miles  an  hour  is  not  good  for 
many  patients  afflicted  with  laryngeal  tuberculoeis. 

He  had  not  seen  the  i:lnc  inhaler  used  for  stopping  a  cough,  but  would, 
try  it.  He  could  not  see  any  objection  to  the  use  of  powder.  The  older 
laryngologists  used  hardly  anything  else.  They  had  no  sprays.  It  is  used 
abroad  a  great  deal.  He  hlniBelf  has  used  zinc  oxid  and  alum,  and  it 
worked.  The  powder  must  be  absorbed,  for  the  patients  have  no  pain 
afterward. 

He  intended  to  try  Dr.  Yankauer's  device,  for  the  patients  should  be 
able  to  cleanse  their  larynges  themselves,  and  afterward  apply  some  other 
medication.  If  we  can  enable  them  to  do  this,  we  will  have  gained  a  great 
deal  for  them. 

The  injection  of  urea  hydrochlorid  suggested  by  Dr.  Herzig  was  a 
new  idea  to  him,  but  he  could  understand  how  it  would  act  quite  as  well 
as  alcohol,  and  perhaps  better. 

He  had  mentioned  the  igni-puncture  referred  to  by  Dr.  Guttman.  He 
had  not  been  able  to  read  the  paper  in  full  on  account  of  the  shortness  of 
the  time,  but  he  employs  it  in  solitary  rather  than  in  diffuse  ulcerations. 

In  reply  to  an  inquiry  from  Dr.  Cocks  as  to  what  he  thought  was  the 
best  climate  for  laryngeal  tuberculosis.  Dr.  Freudenthal  said  that  that 
was  a  very  difficult  question  to  answer,  but  that  in  general  it  was  about 
the  same  as  for  tuberculosis  of  the  lungs.  Some  persons  feel  best  at  the 
seashore.  Formerly  patients  were  not  sent  to  the  seashore,  but  persons 
with  a  dry  larynx  do  better  when  they  go  to  the  sea.  This  is  frequently 
done  in  France,  and  he  himself  often  sends  his  patients  down  to  Coney 
Island  in  winter,  and  it  does  them  good.  Our  seashore  here  is  too  hot  for 
some  patients  in  summer;  they  can  go  to  the  mountains.  Other  affections 
of  the  larynx  do  better  in  a  very  high,  dry  climate,  like  Arizona.  As  a 
general  rule  we  cannot  say  that  we  would  send  a  patient  to  this  or  that 
climate,  but  have  to  iind  out  what  is  best  in  each  individual  case. 

Watermelon  Seed   Removed  from   Left  Bronchus  of  a  Child.    Dr.  Sidxet 
Yankauek. 

The  patient  was  a  child,  3  years  old,  who  inhaled  this  watermelon  seed 
last  August.  It  remained  in  the  lung  ever  since,  nine  months.  During  this 
time,  the  child  had  a  cough,  which  was  not,  however,  continuous.  At  times 
the  symptoms  were  very  slight. 

About  two  months  ago,  the  parents  consulted  a  competent  pediatrist, 
•who  had  an  x-ray  picture  taken,  which  showed  nothing.  The  child  had  so 
few  physical  signs,  that  he  discredited  the  statement  of  the  mother 
that  the  child  had  inhaled  the  watermelon  seed. 

When  the  child  was  brought  to  me  two  weeks  ago,  she  had  a  very 
severe  general  bronchitis,  with  the  peculiar  rattling  characteristic  of 
foreign  body.  An  x-ray  picture  was  taken  at  Mount  Sinai  Hospital,  which 
showed  nothing  at  all.  As  soon  as  the  bronchoscope  was  introduced,  the 
child  became  cyanosed.  When  this  subsided  and  the  bronchoscope  was 
introduced  again,  the  foreign  body  was  seen  below  the  vocal  cords,  but 
before  the  forceps  could  be  introduced  it  had  disappeared.  The  instru- 
ment was  then  advanced  to  the  bifurcation  and  the  foreign  body  was  seen 
in  the  left  bronchus  and  removed  without  difficulty  by  the  aid  of  the 
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forceps.    The  re<'overy  was  uneventful,  and  the  child  was  sent  home  after 
a  very  short  stay  In  the  hospital. 

The  point  of  especial  interest  is  that  the  foreign  body  was  in  the  air 
passage  for  nine  months  without  producing  anything  but  a  bronchitis, 
and  during  all  that  time  the  seod  did  not  disintegrate.  It  was  removed 
intact  after  nine  months. 

DISCUSSIO.T. 

Dr.  Cocks  said  that  he  had  the  pleasure  of  seeing  Dr.  Yanlcauer  operate 
upon  this  case  and  it  was  done  most  skillfully.  One  should  always  be  on 
guard  in  these  cases,  for  in  using  the  tube  with  an  anesthetic  a  coughing 
spell  is  apt  to  ensue  and  the  foreign  body  is  likely  to  be  dislodged  and 
obstruct  the  glottis.  He  has  had  this  experience  last  winter,  and  the  child 
would  have  died  had  not  an  immediate  tracheotomy  l)een  performed.  In 
Dr.  Yankauer's  case,  as  soon  as  the  child  was  put  in  a  better  position  the 
dyspnea  promptly  subsided,  and  the  doctor  was  able  to  continue.  It  Is 
well  always  to  have  a  tracheotomy  set  ready  when  performing  broncho- 
scopy upon  children. 

Dr.  Gittman  asked  on  what  grounds  the  bronchoscopy  was  made.  As 
far  as  he  could  make  out  there  were  no  special  signs  demanding  it,  noth- 
ing but  a  bronchitis.    What  was  the  indication  for  the  bronchoscopy? 

Dr.  Yankalek  said  that  in  the  first  place  there  was  a  distinct  history 
that  the  child  had  inhaled  the  watermelon  seed,  and  had  had  a  cough  since 
that  time.  That  alone  would  have  l>een  sufficient  Justification.  In  the 
se<'ond  place,  there  was  a  marked  bronciitis  with  the  characteristic  rat- 
tling rales  which  are  only  produced  by  a  foreign  body. 

As  to  what  Dr.  Cocks  had  said  about  the  anesthesia  which  might  pro- 
duce a  cough  and  dislodge  the  foreign  body,  he  had  seen  a  cjise  not  long 
ago  where  a  child  had  inhaled  a  bra.ss  carpet  tack,  similar  to  the  one  pre- 
sented before  the  Section  a  few  months  before.  The  surgeon  was  al>out 
to  Insert  the  bronchoscope  and  had  started  the  anesthesia,  but  after  a  few 
whiffs  of  tti<'  fth'  r  thf  iMIil  roughed  out  the  tack. 


Intra-noiial  Operation  (or  Frontal  Sinus  Suppuration.  I'.  W  \i 
SON-WiU.iAMS,  Jour,  of  l.aryngol.,  May,  lUll. 
Unless  there  are  symptoms  of  intra-cranial  complications,  bone 
necrosis,  osteomyelitis,  or  complicated  ocular  conditions  the  in- 
tra-nasal  operation  is  always  preferable  to  an  external  one.  The 
Injjals  or  Halle  operation  is  too  dangerous,  in  the  opinion  of  the 
author,  and  Williams  "  ^  his  own  technic.  Skiagrams  should 
be  made  previous  to  <  ;  Ed. 


PHILADELPHIA  LARYNQOLOGICAL  SOCIETY. 

Hpecial  Meeting,  June  25, 1914. 

Dr.  Geobge  M.  Coatcs,  Chairman. 

Two  Very  Interesting  Cases  of  Foreign  Bodies  in  the  Bronchi  Removed 
by  the  Bronchoscope.    iJit.  Siium.v.   (liy  invitation.) 

A  great  many  of  our  so-called  foreign  bodies  are  false  alarms.  They 
develop  all  the  neurasthenic  signs  of  the  regular  case.  The  first  case  is 
one  In  which  the  patient  had  a  ijersistent  cough  of  long  standing,  cough 
and  expectoration  being  cliaracteristic  of  inoipient  tuberculosis.  It  had 
been  treated  by  numerous  physicians,  all  without  relief  or  proper  diag- 
nosis made. 

The  most  peculiar  characteristic  was  the  smell  of  rubber  perceptible  at 
time  of  coughing.  A  radioscope  picture  located  a  foreign  body  in  the 
right  main  bronchus.  A  history  was  now  elicited  of  a  tooth  extracted' 
some  time  previously  and  the  breaking  off  of  a  piece  of  the  rubber  plate 
of  a  false  set.  Patient  was  admitted  to  hospital  and  etherized;  broncho- 
scope passed  and  the  rubber  found,  but  before  extraction  could  be  done  it 
was  lost  and  could  not  be  located  again.  The  patient  then  recovered  from 
the  anesthesia  and  coughed  It  up. 

A  good  plan,  and  one  which  must  always  be  kept  in  mind,  is  when  to 
stop  with  the  broncho.scopic  examination.  This  case  illustrated  that  pa- 
tients do  not  alw^ays  know  wliat  is  the  matter,  and  all  coughs  of  long 
standing  should  have  an  x-ray  taken. 

The  second  case  was  that  of  a  pin  embedded  in  the  second  bifurcation  of 
the  left  bronchus  of  a  child,  and  was  illustrated  with  plates.  There  is 
great  difficulty  In  locating  a  pin  in  the  bronchus,  it  being  sometimes  Im- 
possible. Never  do  an  external  operation  until  the  bronchoscopic  exam- 
ination has  been  most  thorough. 

The  third  case  is  that  of  a  young  lady,  22  years  old,  who  had  several 
teeth  extracted  under  gas.  The  dentist,  working  fast  In  extracting  teeth 
while  the  patient  was  under  nitrous  oxid  dropped  a  tooth  off  of  the  forceps 
and  it  was  inhaled  into  the  bronchi.  Tlie  bronchoscope  was  passed  and 
the  tooth  extracted.  We  frequently  have  to  go  after  foreign  bodies  several 
times. 

A  Case  of  Bl-lateral  Recurrent  Laryngeal  Paralysis.  Da.  Axtosie  P. 
Voisr.AwsKY.  (By  invitation.) 
E.  W.,  colored,  female:  age,  17;  single.  Admitted  to  St.  Luke's  Hospital, 
New  York  City,  March  7,  1914.  The  patient's  chief  complaint  was  difficulty 
in  breathing.  Her  present  illness  began  fifteen  months  ago  when  she  was 
operated  upon  for  goiter.  After  Uie  wound  had  healed  and  she  left  the 
hospital  she  noticed  difficulty  in  breathing,  and  for  some  time  the  attacks 
of  difficulty  in  breath'ng  lasted  an  hour  or  more.  When  talking  she  was 
obliged  to  stop  and  t.-xke  a  forced  Inspiration  before  continuing.  Personal 
or  past  history  is  unimportant. 

894 
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The  physical  examination  shows  a  girl,  fairly  well  nourished,  who  does 
not  appear  acutely  or  severely  ill.  Some  difficulty  in  breathing  and  talk- 
ing, inspiratory  efforts  labored.  Articulation  of  words  good.  When 
asleep  has  a  noisy  respiratory  stridor.  Eyes,  ears,  mouth  and  neclc  are 
normal ;  lunjts— resonance  good.  Inspiration  prolonged  and  accompanied  at 
times  by  an  inspiratory  moan.  Abdomen  and  extremities  negative.  Laryn- 
geal examination — vo<'R1  cords  appear  reddened,  and  separate  slightly  on 
inspiration,  but  the  rest  of  breathing  Is  in  close  apposition.  There  Is 
no  voluntary  motion  of  the  muscles  supplied  by  the  recurrent  laryngeal. 
Blood,  urine,  blood-pressure,  W'assermann  and  x-ray  all  negative.  Pulse 
66,  respiration  44. 

Three  days  after  admission  we  were  comi>elled  to  Isolate  the  patient,  as 
her  crowing  while  askep  kept  the  rest  of  the  patients  awake.  We  re- 
sorted to  intubation  at  bedtime;  this  relieved  the  dispnea  and  stopped  the 
crowing.  Electricity,  lioth  galvanic  and  foradlc,  were  administered,  but 
without  effect.  On  .March  21,  she  was  brought  to  the  operating  room,  the 
larynx  cocainized  and  a  Jackson  pharyngoscope  introduced  and  with  a 
cordes  punch  the  left  vocal  cord  excised.  For  several  daya  subsequently 
she  was  intubated  and  after  the  wound  healed  discharged  from  the  hos- 
pital. Tlie  breathing  w.is  much  easier,  there  was  improvement  in  talking 
and  the  crowing  was  replaced  with  an  ordinary  snore.  At  the  present 
time,  there  is  a  white  band  of  scar  tissue  where  the  left  cord  excised, 
and.  strange  to  say,  the  right  cord  and  the  band  approximate. 

New  Teat  for  Labyrinthine  Disease.  Ur.  Emf.bson,  of  Boston.  (By  Invi- 
Ution.) 
The  best  classiScation  of  speclflc  disease  of  the  labyrinth  with  which 
the  writer  is  acquainted  is  that  given  by  Kerrlson  in  his  late  text-book. 
Here  iht  clinical  manifestations  of  syphilis  of  the  labyrinth  are  divided 
Into  four  classes.  Plr^t,  Is  a  congenital  type,  seen  in  its  most  charac- 
teristic and  easily  recognized  form  In  children  exhibiting  other  stigmata 
of  the  disease.  The  aural  lesion  is  usually  bilateral,  though  one  ear  may 
be,  and  usually  is,  more  8«'rlou8ly  impaired  than  the  other.  Examina- 
tion of  the  ears  may  reveal  physically  normal  drtim  membranes,  or  the 
physical  signs  of  middle-ear  suppuration  may  render  the  syphilitic  char- 
acter of  the  labyrinthine  affection  less  easy  to  recognize.  The  deafness  Is 
of  distinctly  labyrinth  type  and  usually  of  advanced  grade.  Examination 
of  the  child  shows  In  a  certain  percentage  of  cases  the  characteristic 
notched  fondltlon  of  the  teeth  (iiulchinson's).  According  to  Fraser,  this 
defect  occurs  In  00  per  tent  of  cases.  Interstitial  keratitis  is  a  defect  oc- 
casionally found,  as  also  are  destructive  lesions  (defects)  of  the  soft  and 
hard  palate.  With  or  without  these  defects,  the  child  not  Infrequently 
presents  a  stimted,  prematurely  old  appearance  which  Is  more  or  less  char- 
acteristic of  these  little  unfortunates.  The  above  abnormalilies  mark  the 
most  pronounced  and,  therefore,  conitplcuous  form  of  congenital  syphilis. 
There  are  many  cases,  however,  in  which  the  child  does  not  exhibit  such 
obvious  stigmata.  In  which  case  a  thorough  physical  examination,  a  canv 
ful  analysis  of  the  family  history,  and  resort  to  the  Wassermann  test  may 
be  necesaary  to  establish  a  correct  diagnosis.  The  prognosis,  as  far  as 
the  auditory  function  Is  concerned,  la  hopeleaa. 
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The  second  variety  of  syphilitic  labyrinthitis  is  that  which  occasionally 
complicates  the  acquired  form  of  the  disease  in  adults.  It  develops  most 
frequently  in  the  late  secondary  or  In  the  tertiary  stage,  rarely  in  the 
primary  stage  of  the  disease.  It  is  characterized  clinically  by  very  sudden 
and  usually  very  extreme  deafness  in  one  or  both  ears.  That  the  ves- 
tibular apparatus  is  also  involved  in  a  very  large  percentage  of  cases  is 
shown  by  the  frequent  evidences  of  disturbed  equilibrium,  e.  g.,  nystag- 
mus, vertigo,  static  ataxia,  etc.  When  the  lesion  is  unilateral  and  com- 
pletely imnuls  the  function  of  the  affected  vestibular  mechanism,  the  onset 
is  necessarily  characterized  by  all  the  usual  phenomena  of  vestibular  irri- 
tation or  excitation.  When  both  labyrinths  are  simultaneously  paralyzed, 
the  patient  exhibits  the  type  of  vertigo  and  ataxia  characteristic  of  ves- 
tibular paralysis.  The  writer  has  recorded  the  history  of  such  a  case  in 
which  the  patient  wa?  absolutely  deaf  in  both  ears  and  both  vestibular 
mechanisms  were  absolutely  non-irritable  by  either  rotation  or  the  caloric 
test. 

The  clinical  features  of  these  cases  usually  leave  in  doubt  the  question 
as  to  whether  the  membranous  labyrinth  or  the  eighth  nerve  is  the  struc- 
ture primarily  attacked.  Involvment  of  other  cranial  nerves  and  simul- 
taneous and  equal  disturbances  of  both  cochlear  and  vestibular  functions 
would  point  to  the  nerve  as  the  structure  primarily  attacked;  while  the 
escape  of  other  cranial  nerves  plus  unequal  disturbances  of  the  two 
branches  of  the  eighth  nerve  would  point  rather  strongly  to  a  direct  in- 
vasion of  the  labyrinth. 

Aside  from  the  very  characteristic  onset  of  the  attack  in  a  person  whose 
drum  membrane  may  show  no  morbid  changes,  there  are  usually  other 
evidences  of  the  disease  in  cutlcular  eruptions,  mucous  patches,  etc.,  which, 
in  conjunction  with  the  history  of  an  initial  lesion,  may  leave  no  doubt  as 
to  the  syphilitic  origin  of  the  labyrinthine  disorder. 

Though  necessarily  causing  great  anxiety,  the  prognosis  is  more  favor- 
able than  any  other  form  of  syphilitic  labyrinthitis. 

Another  clinical  variety  of  the  disease,  the  pathologic  basis  of  which  is 
not  always  so  easily  determined,  is  found  in  adults  who  have  suffered 
from  chronic  constitutional  syphilis  over  a  period  of  years.  The  drum 
membranes  may  or  may  not  show  evidences  of  tympanic  disease,  which, 
if  present,  may  represent  an  intercurrent  and  pathological  independent 
lesion.  Such  a  patient  frequently  gives  a  history  of  occasional  attacks 
of  vertigo  of  more  or  less  pronounced  type,  or  such  attacks,  having  be- 
longed to  an  earlier  stage  of  the  disease,  may  have  ceased  to  annoy  him. 
The  diagnosis  depends  chiefly  upon  tlie  labyrinthine  character  of  the  deaf- 
ness, i.  e.,  diminished  bone-conduction,  negative  Rinn^,  loss  of  hearing 
for  the  highest  musical  tone,  plus  constitutional  evidences  of  the  disease. 
Very  frequently  the  pharynx  and  nasal  cavities  show  the  cicatrices  and 
perforations  representing  the  typical  lesions  of  an  earlier  stage. 

Naturally  the  history  of  such  a  patient  may  be  expected  to  furnish 
data  of  considerable  diagnostic  significance.  To  other  manifestations  of 
the  disease,  the  Wassermann  test  contributes  the  strongest  corroborative 
evidence. 

The  lesion  from  which  it  is  in  some  cases  most  difBcult  to  differentiate 
chronic  syphilitic  labyrinthitis  is  that  form  of  otosclerosis  which  involves 
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not  only  the  labyrinthine  capsule  but  also  the  membranous  cochlea.  Be- 
tween these  two  conditions  a  positive  dlRerentiation  is  not  in  all  cases  pos- 
sible. The  history  of  a  very  sudden  development  of  the  deafness,  coming 
on  In  the  late  secondary  or  in  the  tertiary  stage  of  acquired  syphilis, 
would  go  far  toward  establishing  the  syphilitic  character  of  the  laby- 
rinthine lesion. 

The  treatment  in  these  caaes  Is  the  treatment  of  chronic  syphilis.  The 
prognosis,  so  far  as  any  marked  Improvement  of  hearing  is  concerned, 
is  unfavorable. 

The  fourth  clinical  type  may  be  dealt  with  briefly.  It  is  found  in  pa- 
tients who  are  victims  of  constitutional  syphilis  of  long  standing,  and 
whose  ears  exhibit  the  physical  characteristics  of  a  middle-ear  suppura- 
tion (usually  of  offenpive  type)  and  the  functional  reactions  of  laby- 
rinthine disease.  The  fyphilitic  nature  of  the  labyrinthine  lesion  is  usual- 
ly an  hypothesis  not  susceptible  of  definite  proof.  It  is,  however,  an  hypoth- 
esis of  very  practical  importance,  for  the  reason  that  improvement,  either 
functional  or  of  the  concomitant  suppurative  lesion  of  the  middle  ear, 
is  not  likely  to  result  from  any  plan  of  local  treatment  not  reinforced  by 
active  measures  to  eradicate  the  constitutional  disease. 

Treatment:  There  is  no  manifestation  of  syphilis  which  calls  more 
urgently  for  vigorous  efforts  to  eradicate  the  systematic  poison  than 
syphilitic  labyrinthitis.  The  question  of  treatment  resolves  itself  into  a 
comparison  of  the  few  drugs  of  known  value  and  the  best  methods  of  ad- 
ministering them.  The  more  important  phases  of  this  subject  are  dis- 
cussed in  the  chapter  devoted  to  the  use  of  salvarsan  in  aural  therapy. 

This  classification  coincides  with  the  previous  experience  of  the  writer. 
The  use  of  the  Wassermann,  Nogouchl  and  provocative  tests,  however, 
have  shown  us  that  many  more  chronic  morbid  processes  involving  bone 
And  nerve  tissue,  have  syphilis  as  the  underlying  cause,  than  we  have  sup- 
posed. While  In  the  pest  we  have  in  some  cases  of  labyrinthitis  suspected 
that  specific  disease  was  the  underlying  cause,  yet  these  cases  were,  for 
the  most  part,  accompanit-d  by  pronounced  and  sudden  denfnc8.«.  A  care- 
ful history  usually  elicited  the  fact  that  vertigo,  nystagmus,  rheumatism, 
or  characteristic  headaches — either  one  or  all,  had  at  some  time  existed. 
This  suspicion  of  venereal  Infection  was  often  further  confirmed  by  physi- 
cal  examination. 

It  Is  to  the  laboratory  that  we  are  indebted  for  the  means  to  determine 
dcflnltel.^  that  many  rases  of  specific  labyrinthitis  may  develop  slowly 
without  the  stormy  clinical  phenomena  usually  associated  with  our  previ- 
ous conrrptlon  of  Involvement  of  the  Inner  ear  from  lues  and  presumably 
vestibular  Irritation.  It  Is  the  purpose  of  this  short  paper  to  submit  a 
liearing  lest  which  the  writer  has  found  useful  ns  a  diagnostic  guide  to 
•pccific  labyrinthitis.  At  the  time  of  the  study  of  ten  cases  of  labyrinthitis 
(of  which  only  one  wlU  be  given  as  typical)  the  writer  had  never  seen  the 
following  statements  advanced  as  of  significance  In  (IciirmtnlnK  this 
specific  origin. 

Given  !r  bilateral  affection  with  marked  lowering  of  the  UDp.r  notis.  a 
positive  Klnn«  and  normal  low  limits  for  the  Dench  fork,  and  the  cause 
Is  usually  syphilis.  Klght  cases  out  of  ten  so  studied  showed  the  Wasser- 
tninn  te»'   ,.i«i,..,  ,i,.,,i.: trlpU-  I'o-dtiv..      T!w  ni.n.  r  Hmtts,  as  shown 
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by  the  whispered  voice,  were  reduced  to  1.25,  or  1.36,  by  the  low  voice. 
These  cases  would  conflrm  In  this  clinical  manifestation  to  Kerrlson's 
third  classification.  He,  however,  depends  for  his  diagnosis  uijon  the 
diminished  bone-conduction,  negative  Rlnnfi,  loss  of  hearing  for  the  hlgh^ 
est  musical  tone,  plus  constitutional  evidences  of  that  disease.  In  the 
writer's  case  the  air  r.ud  bone-conductions  were  both  lowered,  but  their 
normal  ration  remained  the  same.  The  Rlnn6  was  positive  In  every  case. 
On  looking  up  the  literature,  the  writer  ran  across  a  note  In  which  Urban 
makes  the  same  statement.  This,  with  a  line  In  Polltzer  quoting  Rohrer 
to  the  same  effect,  was  all  the  reference  obtainable.  Polltzer  lays  stress, 
however,  upon  a  previous  history  of  vertigo,  nystagmus,  headaches,  or 
rheumatism,  which  was  not  obtainable  In  these  cases,  the  history  being 
ono  of  slowly  progressive  loss  of  hearing  with  only  the  bearing  test  to 
suggest  !',  specific  origin. 

A  typical  case  Is  the  following:  James  M.,  31  years,  widower,  two  chil- 
dren, venereal  disease  nineteen  years.  Under  treatment  two  years  on  two 
different  occasions.  The  specific  history  was  denied  at  the  time,  but  ob- 
tained later.  History  of  deafness  with  tinnitus  twelve  months.  No  his- 
tory of  headaches  or  rheumatism.  On  examination,  the  septum  showed 
marked  deviation  to  the  right.  Large  posterior  ends  of  the  turbinates 
both  inferior  and  middle.  There  was  also  an  active  eplpharyngitls.  The 
tympanic  membranes  were  indrawn  and  thickened  and  the  luster  dimin- 
ished. The  hearing  test  was  as  follows:  Right  ear  1/3.5  V.;  left  ear  2/25 
V.  Right  ear,  air  conduction  25",  bone  condition  15";  left  ear  air  con- 
duction, 40",  bone  conduction  15".  Weber  to  the  right.  Right  ear,  D.  64; 
left  ear  D.  64. 

There  was  sufficient  cause  in  the  nose  and  throat  to  account  for  the 
trouble  in  the  middle  ear,  but  here  the  loss  was  markedly  In  the  highest 
musical  tone.  The  duration  was  only  a  year;  the  affection  bilateral;  the 
Rlnne  positive  and  the  lowest  notes  unchanged.  A  Wassermann  was  triple 
positive. 

Vaccines  In  Nose,  Throat  and  Sinus  Infections.  Dk.  G.  H.  Shkrm.^x  (by 
invitation). 

The  therapeutic  application  of  bacterial  vaccines  in  nose,  throat  and 
sinus  Infections  involves  the  same  fundamental  principles  which  obtain  In 
vaccine  therapy  as  applied  to  localized  infections  in  other  parts  of  the 
body.  It  is  now  well  known  that  acquired  resistance  to  infecting  organ- 
isms is  the  most  Important  factor  in  avoiding  and  overcoming  disease, 
and  from  our  present  knowledge  concerning  infections  it  is  also  apparent 
that  these  immunizing  activities  are  essentially  developed  by  the  tissue 
actively  involved  in  the  process  of  Infection. 

When  we  have  localized  infection  usually  but  a  comparatively  small 
portion  of  the  body  is  involved.  This  is  particularly  the  case  in  nose, 
throat  and  sinus  infections.  Xot  much  tissue  befng  involved  in  these 
cases,  sufficient  Immunizing  substances  to  bring  about  adequate  constitu- 
tional resistance — thus  properly  backing  up  the  involved  tissue  cells  In 
their  fight  to  overcome  the  infection — is  slowly  developed.  The  natural 
result  is  that  in  many  cases  these  infections  become  chronic. 

Let  us  consider  the  nasal  raucous  membrane  one  thirty-second  of  an 
inch  thick.    This  would  require  thirty-two  square  inches  to  make  one  Inch 
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Of  tissue.  Let  us  say  with  the  submucous  tissues  we  have  a  surface  one- 
sixteenth  of  an  inch  thick,  then  it  would  require  sixteen  square  inches  to 
make  a  cubic  inch  of  tissue.  Compared  to  the  body  weight  this  is  but  a 
small  fraction.  All  the  rest  of  the  body  is  practically  inactive  in  the 
Immunizing  process. 

In  the  treatment  of  these  localized  infections  with  bacterial  varcines  we 
aim  to  call  some  of  these  inactive  healthy  tissues  into  active  Immuno-pro 
ducers  and  thus  build  up  a  systematic  resistance  to  aid  the  infected  tis- 
sues in  overcoming  the  infection.  By  injecting  a  sufficient  number  of 
killed  organisms  under  the  skin  a  much  larger  amount  of  tissue  becomes 
actively  engaged  in  producing  antibodies  than  what  takes  place  in  the 
nasal  mucous  membrane.  Furthermore,  clinical  experience  shows  that  a 
more  marked  immunizing  response  is  obtained  from  the  Injection  of  killed 
bacteria  than  from  an  active  infection.  This  may  be  accounted  for  on  the 
ground  that  living  germs  have  a  very  deviating  destructive  Influence  on 
tissue  cells  by  the  digestive  enzymes  they  produce  and  also  by  a  probable 
toxic  autolysis.  When  dead  bacteria  are  Injected  into  the  body,  no  diges- 
tive enzymes  are  created  that  have  a  destructive  action  on  surrounding 
tissues,  nor  does  there  occur  an  autolysis  with  production  of  toxic  ma- 
terials that  would  Inhabit  immunization.  Therefore  the  entire  cell  energy 
can  devote  itself  to  the  production  of  immunizing  substances  and  conse- 
quently there  results  a  larger  measure  of  immunity  than  the  progressive 
Infection  is  capable  of  producing. 

Ne<'es8arlly  to  successfully  treat  Infections  with  bacterial  vaccines  the 
same  variety  of  organisms  must  be  contained  In  the  vaccines  that  are 
present  In  the  Infection.  In  nose,  throat  and  sinus  infections  mixed  in- 
fections almost  invariably  exist  of  which  pneumoroccus,  streptococcus, 
staphylococcus  and  the  micrococcus  catarrhalls  are  the  most  common. 
Where  single  organism  Infections  exist  complicating  infection  will  soon  de- 
velop. For  this  reason  a  combined  vaccine  containing  the  principal  in- 
fecting organisms  Is  preferably  employed. 

The  best  results  are  obtained  In  the  early  acute  stages.  By  using  the 
vaccines  early,  enough  immunizing  resistance  may  be  developed  In  time 
to  prevent  the  excessive  Inflammatory  deposits  which  Interfere  with 
drainage  and  consequently  rapid  recovery  will  take  place.  In  advanced 
rases  where  surgical  and  other  measures  are  necessary,  bacterial  vaccines 
are  vnltiahle  adjunct  remedies  In  aiding  to  overcome  the  Infection  and 
establish  a  permanent  cure. 

The  Blow  development  of  a  systemic  resistance  to  acute  Infections  o. 
the  upper  respiratory  tract  Is  often  responsible  for  serious  troubles  fol- 
lowing these  so-called  "colds."  From  these  acute,  locallze<l  infections 
I'neiimococci  or  streptococci  often  gain  entrance  to  the  blood  current. 
This  may  lead  to  serious  pneumonia,  broncho-pneumonia,  endocarditis.  In- 
flammatory rheumatism,  nephritis  or  other  loralized  Infections. 

Infecting  organisms  while  circulating  In  the  blood  do  not  silmulute  a 
material  pro<lurtinn  of  realstlng  antibodies.  These  antibodies  are  only 
actively  pr  nfef'tlnn  has  localized  In  somi-  tissue  and  a  lo- 

calized Iti'  has  l>een  established.     For  this  reason  It  is 

very  important  to  treat  these  acute  localized  Infections  with  bacterial  vac- 
cines  t)ecaiise   by    this   means   tissue   nctlvllv    for   the   jir"'!"'"""    ••'    Mill- 
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bodies  Is  stimulated  and  a  systemic  resistance  to  the  Invading  organism 
established  while  the  intection  is  still  a  minor  local  affair.  From  these 
considerations  the  importance  of  giving  bacterial  vaccines  In  infections  of 
the  upper  respiratory  tract  is  quite  obvious. 

Dr.  Moshek  explained  and  gave  a  demonstration  on  numerous  dry  spec- 
imens of  his  new  operator  for  the  exenteration  of  the  ethmoid  capsule. 
Dr.  Mosher  has  designed  a  long,  sharp-peaked  curette  for  this  operation: 

Technic:  After  the  parts  have  been  thoroughly  cocainized  the  curette 
is  Inserted  between  the  ethmoid  capsule  and  septum  as  high  up  as  possible 
and  about  one-half  Inch  from  the  anterior  insertion  of  the  middle  turbi- 
nate. The  sharp  peak  of  the  curette  is  forced  Into  the  ethmoid  capsule 
going  through  the  entire  thickness.  All  the  tissue,  that  is  the  anterior  por- 
tion of  the  middle  turbinate,  is  removed  with  the  curette  as  are  also  all 
of  the  ethmoid  cells  lying  between  the  middle  turbinate  and  the  lateral 
wall  of  the  nose.  The  middle  turbinate  acts  as  a  guide  and  protects  the 
cribritorm  plate  of  the  ethmoid  during  the  curettment.  ■  The  remaining 
pendulous  turbinate  is  removed  last  by  bltlng-forceps;  thus  completing 
the  operation. 


Treatment  and  Prophylaxis  of  Peri-tonsillar  Abscess.  Levinger, 

Muench.  Med.  Wchnschr.,  June  9,  1914. 
Incisions  for  peri-tonsillar  abscesses  often  prove  insufficient  and 
sometimes  close  and  cause  retention.  If  the  case  is  seen  early  be- 
fore the  jaw  becomes  very  rigid  the  author  opens  the  abscess  by 
dissecting  the  upper  pole  of  the  tonsil  and  removing  it  with  its 
capsule.    This  obtains  thorough  drainage  and  prevents  retention. 

Ed. 


Diseases  of  the  Maxillary  Sinus.  G.  W.  Mackenzie,  Jour,  of 
Ophth.  Otol.  and  Laryngol,  May,  1914,  p.  199. 
In  maxillary  sinusitis,  osteomyelitis,  caries,  necrosis  foreign 
body  in  the  antrum  or  dentigerous  cysts  the  diagnosis  is  often 
doubtful,  since  the  affection  may  be  of  either  endonasal  or  dental 
origin,  and  the  rhinologist  and  dentist  should  work  hand  in  hand. 

Ed. 
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PRE-TURBINAL  OPERATION  ON  THE  MAXILLARY   SINUS.* 

Dr.  Ross  Hall  SkillErn,  Philadelphia. 

In  1908,  at  the  meeting  of  the  American  Medical  Association  in 
Chicago,  Canfield  described  a  new  method  of  operating  intra-nasally 
on  the  maxillary  sinus.  This  was  termed,  "the  submucous  resection 
of  the  lateral  nasal  wall  in  chronic  empyema  of  the  antrum." 

This  method  was  based  upon  an  entirely  new  principle,  that  is, 
making  an  extensive  resection  of  the  lateral  wall  of  the  nose  sub- 
mucously  through  a  comparatively  small  incision  in  front  of  the  an- 
terior attachment  of  the  inferior  turbinate,  (Figure  1).  The  bony 
structure  of  the  inferior  turbinate  was  then  rcmovetl  with  a  cor- 
responding amount  of  the  osseus  wall  forming  the  inferior  nasal 
]>assage.  A  portion  of  the  crista  pyriformis  corresponding  to  the 
inner  part  of  the  anterior  antral  wall  was  then  resected,  and  a  flap 
formed  from  the  nuicosa  of  the  inferior  nasal  passage  was  turned 
and  packed  with  vaseline  gauze  onto  the  antral  floor;  thus  complet- 
ing the  operation,  (Figures  2  and  3).  By  this  method  not  only 
could  the  interior  of  the  maxillary  sinus  be  inspected  but  a  large, 
permanent  opening  into  the  nose  was  created,  extending  practically 
the  entire  length  of  the  inferior  turbinate. 

The  after-treatment  consisted  in  removing  the  gauze  on  the  fourth 
or  fifth  day  and  touching  subsequent  granulation-tissue  with  pure 
nitrate  of  .silver.  Complete  healing  occurred  in  from  ten  days  to 
three  months.  The  author  claimed  the  following  advantages  for  his 
mctho<l:  1.  It  may  l>e  used  as  a  substitute  for  the  Caldwcll-Luc, 
.\s  it  is  quite  as  radical  without  having  the  incision  through  the 

•It.  >i    >'    Dir  ninrtponth   nnniml   mrrlInK   of   tho   American   Academy   of 

(  ,..t  f ),  .  I  r    .   1 ,,  ■  ■.     f»ti.l    Olo- Lnrvnifolnuv,    I!o,«l<tn.    <">Otob«'r    '20.    1914. 
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mouth.  2.  A  direct  view  into  the  antrum  is  obtained.  3.  The  after- 
treatment  is  simplified  and  often  unnecessarj'. 

During  the  discussion  which  followed,  a  number  of  exceptions 
to  the  method  were  taken.  Thus  J.  W.  Murphy  thought  that  re- 
moval of  so  much  of  the  wall  was  a  rather  heroic  procedure. 

Jansen  of  Berlin,  condemned  the  use  of  the  flap,  as  instead  of 
furthering  the  growth  of  the  e[)ithelium  on  the  floor  of  the  sinus  it 
actually  prevented  it  and  lengthened  the  time  of  healing.  Freer 
regarded  the  operation  as  needlessly  formidable  and  elaborate  for 
all  but  the  extremely  rare  case  in  which  the  severity  is  marked. 


Figure    1. 


Other  speakers  condemned  the  removal  of  the  lower  turbinate  bone, 
as  the  subsequent  shrinkage  would  cause  widening  of  the  nasal 
lumen ;  thus  favoring  atrophic  rhinitis. 

After  careful  consideration  of  the  different  phases  of  this  method 
one  must  draw  the  following  conclusions :  1.  It  is  too  extensive  and 
involves  the  loss  of  tissue  which  is  important  for  the  nose  to  prop- 
erly perform  its  physiological  function,  (bony  structure  of  inferior 
turbinate).  2.  The  submucous  resection  is  difficult,  tedious  and  un- 
necessary. 3.  The  same  results  can  be  obtained  by  a  similar  oper- 
ation of  less  magnitude. 
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Sturmann,  in  1910,  brought  out  a  similar  operation  but  without 
the  submucous  resection.  His  idea  was  to  make  the  procedure  an 
intra-nasal  Denkxr  operation,  that  is  the  incision  being  made  in  the 
nose  instead  of  in  the  mouth. 

The  method  was  as  follows:  The  inferior  nasal  passage  and 
canine  fossa  on  the  affected  side  were  painted  with  a  20  per  cent 
solution  of  cocain.  A  solution  of  cocain  adrenalin  was  then  injected 
under  the  periosteum  on  both  the  facial  and  nasal  side  of  the  crista 
pyriformis. 


Figure  2. 

After  anesthesia  was  complete  an  incision  was  made  in  front  of 
the  inferior  turbinate  and  the  crista  pyriformis  exposed.  Submu- 
cous resection  was  made  on  the  nasal  side,  sub-jM^riosteal  resection 
on  the  facial.  The  crista  pyriformis  was  then  removed  with  tone- 
forceps,  drills,  etc.,  and  as  much  of  the  facial  and  nasal  tony  walls 
as  was  necessary  in  order  to  directly  inspect  all  parts  of  the  sinus 
cavity  including  the  roof.  The  sinus  was  cleansed  with  tampons 
saturated  in  H,Oj,  and  a  mucous  membrane  tiap  made  from  the 
lateral  nasal  wall  directly  behind  the  incision  and  turned  backward 
into  the  sinus  and  along  its  floor.  This  flap  was  held  in  position 
with  a  tight  tampon  of  iodoform  gauze  which  was  allowed  to  re- 
main five  days.     Tampons  were  then  changed  every  two  days  for 


904 


SKII.LERN  :    OPERATION  ON  MAXILLARY  SINUS. 


two  weeks,  then  omitted.    Complete  healing  occurred  in  from  four 
to  seven  weeks. 

These  operations,  while  presenting  a  great  advancement  in  sur- 
gical technic  nevertheless  left  something  to  be  desired,  the  first 
(Canfield's)  being  too  difficult  and  extensive,  the  second  (Stur- 
mann's)  being  over-radical  by  removing  too  much  of  the  bony 
structure  as  well  as  several  minor  defects  (retention  of  flap,  etc.). 
This  form  of  operation,  however,  always  appealed  strongly  to  me, 
and  during  the  application  of  these  methods  the  following  technic 


Figure  3. 

seemed  to  take  its  place  through  a  series  of  gradual  evolutions  until 
it  has  now  become  in  our  department  the  standard  intra-nasal 
operation  on  the  maxillary  sinus,  whenever  an  intra-nasal  pro- 
cedure is  indicated.  It  has  always  been  done  under  local  anes- 
thesia, although  general  may  just  as  readily  be  employed. 

1.  The  nasal  cavities  on  both  sides  are  cleansed  by  douches  of 
warm  normal  saline  solution. 

2.  The  entrance  to  the  nose,  including  that  portion  immediately 
in  front  of  the  anterior  attachment  of  the  inferior  turbinate  both 
above  and  below,  is  anesthetized  by  painting  with  a  solution  of 
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cocain,  20  per  cent,  to  which  1-5  its  volume  of  adrenalin  chlorid 
has  been  added. 

3.  When  the  anesthetization  is  complete  a  solution  containing 
novocain  1  per  cent,  adrenalin  chlorid  1-10,000,  peptone  pure  10 
per  cent,  normal  salt  solution  89  per  cent  is  injected  beneath  the 
mucosa  on  the  nasal  side  of  the  pyriform  aperture  and  sub-perios- 
teally  on  the  facial  side  of  the  same  structure,  so  that  all  that  region 
around  the  anterior  attachment  of  the  inferior  turbinate  as  well  as 
the  inner  portion  of  the  canine  fossa  wall  will  be  desensitized.     It 


i 


^*^^*: 


Flrure  4. 

will  not  l>c  necessary  to  use  much  over  5-6  cc,   (80-100  gtts.). 
(Figure  4.) 

4.  After  waiting  alx)ut  ten  minutes  a  perpendicular  incision  is 
made  slightly  in  front  and  above  the  anterior  end  of  the  inferior 
turbinate  extending  well  into  the  floor  of  the  nose.  This  incision 
should  sever  all  tissues  down  to  the  bone.  A  second  incision  is 
made  directly  back  of  this,  meeting  the  first  one  above  and  below 
so  as  to  excise  a  spindle-shaped  piece  of  mucous  membrane,  (Figure 
5). 
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5.  After  controlling  hemorrhage  with  adrenalin  tampons,  a 
small  elevator  is  used  to  raise  the  periosteum  from  the  crista  pyri- 
formis  both  externally  toward  the  canine  fossa  and  internally  to- 
ward the  inferior  turbinate  until  a  sufficient  portion  of  the  bone  is 
exposed,  (Figure  6). 

C.  The  antrum  is  now  attacked  with  a  chisel  having  a  concave 
surface,  by  applying  it  to  the  crista  pyriformis  first  above,  then 
below,  removing  the  loosened  bone  with  a  pair  of  strong  forceps. 
While  the  antrum  may  be  opened  by  continuing  this  method  it  is 
better  to  substitute  an  electric  trephine,  as  a  smooth,  round  oiJcning 


Figure  5. 


is  thus  obtained  and  insures  against  spicules  of  bone  being  driven 
into  the  sinus. 

7.  Enlarge  the  opening  to  any  desired  size,  by  means  of  the 
ordinary  curved,  frontal  sinus  rasps. 

8.  Flush  out  the  sinus  and  after  drying  pack  a  thin  strip  of  gauze 
saturated  in  the  cocain  adrenalin  solution  and  allow  it  to  remain  five 
minutes.  This  not  only  anesthetizes  the  mucosa,  but  also  by  its 
hemostatic  action  clears  the  cavity  of  blood  and  permits  a  much 
more  satisfactory-  inspection  of  the  interior,  (Figure  7). 
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0.^  Introduce  an  ordinary  hard  mbber  ear  speculum  into  the 
opening  and  thoroughly  inspect  the  antrum  for  polypoid  degener- 
ated mucosa,  areas  of  granulation  tissue,  necrotic  spaces,  etc.  This 
procedure  is  readily  accomplished  if  sufficient  bone  has  been  re- 
moved. The  naso-pharyngoscope  is  used  for  inspection  of  the 
roof,  lacrimal  region  and  ostium. 

.  10.  Introduce  a  curette  and  remove  all  portions  of  diseased  and 
degenerated  mucosa,  not  overlooking  the  floor,  posterior-inferior 
and  antcro-sujierior  angles :  the  latter  can^  only  be  reached  by  a 
right  angle  curette. 

11.  .Again  inspect  the  interior  of  the  sinus,  using  cotton  or  gauze 
pledgets  dipped  in  pure  adrenalin  chlorid  when  necessary  for 
cleansing  purposes.     If  all  polypoid  tissue  seems  to  have  been  re- 


KlKUrc   S.  FlK'irc  7. 

moved  and  the  cavity  clean,  again  irrigate  and  after  allowing  the 
fluid  to  run  out,  pack  loosely  with  iodoform  tape. 

After-treatment :  The  gauze  is  removed  in  forty -eight  to  seventy- 
two  hours,  depending  up<jn  the  amount  of  secretion.  If  it  remain 
mo<lcrately  dry  it  can  be  permitted  to  remain  even  as  long  as  one 
wTek.  .\fter  its  removal  the  cavity  should  be  cleansed  by  irrigation 
and  lightly  repacked  with  iiwloform  gauze.  The  treatments  are  con- 
tinued every  .second  day  for  ten  (lays  to  two  weeks  when  the  pack- 
ing can  be  permanently  discontinued.  It  is  remarkable  how  quick- 
ly the  discharge  Icssvns  after  the  ()acking  is  abandoned. 

The  trcatnicnt-s  (irrigation  an<l  insutTlation)  arc  continued  at  in- 
creasing intervals  for  about  four  weeks,  when  in  ordinary  cases  the 
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patient  is  discharged  cured.  Certain  cases,  however,  in  which  the 
permanent  pathological  changes  in  the  mucosa  had  necessitated*  the 
removal  of  large  areas  of  the  lining-membrane  and  in  which  one  of 
the  forms  of  the  external  radical  operations  was  indicated,  require 
longer  and  more  energetic  after-treatment  to  promote  granulation 
and  cicatrization  of  the  already  enfeebled  tissues.  In  these  cases  the* 
discharge  continues  with  little  change  after  the  packing  has  been 
discontinued.  After  thorough  cleansing  and  drying  one  ounce  of  a 
2^5  per  cent  solution  of  nitrate  of  silver  is  slowly  injected  and  al- 
lowed to  remain  five  minutes,  the  patient  bending  the  head  toward 
the  shoulder  of  the  affected  side.  This  is  continued  every  second 
day,  the  silver  .solution  being  used  in  increasing  strength,  (to  75  per 
cent),  if  the  weaker  solutions  do  not  appear  to  be  sufficiently  stim- 
ulating. It  is  surprising  how  little  discomfort  these  injections  cause, 
practically  no  more  than  the  like  quantity  of  sterile  water. 

Precise  information  regarding  the  healing  and  general  condition 
of  the  sinus  interior  can  always  be  obtained  by  means  of  the  naso- 
pharyngoscope  and  I  know  of  no  condition  in  which  the  use  of  this 
little  instrument  gives  more  satisfaction  than  after  this  operation. 
Small  areas,  such  as  necrotic  spots  and  suppurating  foci,  which  re- 
fuse to  heal  are  easily  located  and  directly  treated  with  pure  silver 
nitrate.  Then  re-inspected  to  ascertain  whether  all  parts  have  been 
touched.    In  this  manner  final  and  definite  healing  is  brought  about. 

During  the  after-treatment  it  is  always  necessary  to  keep  the  arti- 
ficial opening  of  the  sinus  in  mind,  as  it  shows  a  marked  tendency  to 
close  with  astonishing  rapidity.  This  can  be  prevented  by  occasion- 
ally curetting  the  edges  and  applying  a  caustic.  While  the  gauze 
packing  is  in  place  this  will  not  occur,  and  indeed,  this  is  one  of  the 
reasons  for  the  several  re-packings.  After  healing  has  been  estab- 
lished this  opening  will  gradually  close  until  that  side  of  the  nose  is 
to  all  intents  and  purposes  quite  as  normal  in  appearance  as  the 
opposite  side. 

The  advantages  over  other  intra-nasal  procedures  are:  1.  The 
sinus  can  always  be  inspected  either  directly  or  through  the  naso- 
pharyngoscope  and  the  progress  of  healing  noted.  2.  The  drainage 
is  at  the  lowest  and  most  accessible  point  reached  through  the  nose. 
3.  Local  applications  directly  under  vision  can  be  made  to  diseased 
areas  which  have  proved  resisting  to  treatment,  -i.  The  inferior  tur- 
binate is  not  only  preserved  in  its  entity  but  remains  uninjured. 
5.  The  operation  is  practically  painless  if  the  anesthetization  is 
properly  carried  out.  C.  The  period  of  healing  is  considerably 
shortened  and  the  number  of  after-treatments  greatly  decreased. 

2033  Chestnut  Street. 


EXTRACTS  AND  THOUGHTS  FROM  A  SINUS  CLASSIC. 

Dr.  J.  J.  Hurley,  Boston. 

Ten  years'  attendance  at  medical  meetings  where  tlie  nasal  sinuses 
were  under  discussion  have  emphasized  for  the  writer  the  fact 
that  there  are  truly  "many  men  of  many  minds."  Further,  it  is  not 
at  all  uncommon  to  find  a  man  who  advocates  one  thing  at  a  gath- 
ering this  year,  and  takes  an  entirely  different  stand  a  year  hence. 

This  diversity  of  opinion  cannot  make  for  good.  Truth  is  one. 
Given  two  contradictory  statements,  it  is  possible  to  say  that  they 
are  l)Oth  wrong,  or,  that  one  is  right  and  the  other  wrong.  But 
under  no  conceivable  circumstances  can  they  both  be  right.  Opinion 
is  a  personal  privilege,  the  inalienable  right  of  everyone.  Only 
absolutism  would  seek  to  abolish  it.  But  opinion  to  be  of  value 
must  be  in  consonance  with  fact.  The  moment  it  conflicts  with 
fact  it  becomes  fallacy. 

The  variety  of  opinion  filling  the  records  of  national  and  local 
societies,  as  well  as  the  current  American  literature,  on  matters 
pertaining  to  the  nasal  sinuses,  furnishes  the  writer  the  opportunity 
to  recall  to  the  attention  of  the  medical  profession  a  sinus  school 
which  is  undoubtedly  one  in  opinion,  and  which  its  disciples,  to 
the  number  of  some  four  thousand  scattered  to  all  parts  of  the 
glohjc,  believe  to  bi  one  in  fact.  From  this  point  on,  for  the  sake  of 
simplicity,  the  writer  will  use  the  editorial  "we"  as  representing 
this  school,  freely  acknowledging  his  inability  to  do  more  than  give 
a  most  superficial  survey  of  thirty  years'  labor. 

In  the  year  1887,  to  be  exact,  there  was  founded  in  Vienna,  a 
rf)urse  on  the  anatomy  of  the  nasal  sinuses  by  Docent  Marcus 
1  lajfk.  This  was  gradually  extended  to  include  the  pathology  and 
treatment  of  diseased  conditions.  These  courses  became  so  famous 
that  as  time  went  on  there  came  a  demand  for  their  production  in 
l)ook  form.  In  answer  to  this  demand,  Hajek  produced  his  classic 
under  the  title  "Pathologic  und  Therapie  der  entziindlichen  Er- 
krankungen  der  Nelienhohlen  der  Xase,"  placing  the  nasal  sinuses 
for  the  first  time  on  a  solid,  anatomical,  pathological  and  clinical 
foundation. 

In  all  this  time  he  has  not  had  to  retrench  on  one  single  basic 
principle  then  laid  down.    We  challenge  criticism  of  this  statement. 

His  honk  is  universally  accepted  on  the  continent  of  Europe  as  a 
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Can  the  same  be  said  of  America  r  We  are  afraid  not.  We 
feel  that  many  rhinologists  know  the  book  by  name,  but  have  not 
drunk  deeper  of  the  Pierian  Spring.  And  right  here  we  feel  lies 
the  real  cause  for  the  diverse  opinion  noted  in  our  opening. 

Far  be  it  from  us  to  stifle  personal  research  or  originality,  but 
we  strongly  advise  the  man  who  feels  that  he  has  discovered  some- 
thing new  in  relation  to  the  nasal  sinuses,  to  read  Hajek's  book 
with  its  contained  bibliographical  references,  giving  opinions  from 
all  the  leading  sinus  men  of  the  world,  and  if  he  does  not  find  his 
own  idea  approved  or  rejected,  then  he  may  feel  that  he  has  in- 
deed unearthed  something. 

Jn  this  article  we  make  no  attempt  to  cover  the  whole  ground; 
we  confine  ourselves  entirely  to  the  region  which  we  believe  not 
to  be  thoroughly  understood  by  a  considerable  portion  of  active 
rhinologists.  If  we  succeed  in  interesting  these  latter,  we  feel  sure 
they  will  follow  up  their  interest  by  acquainting  themselves  with 
the  whole  of  Hajek's  work. 

We  present  this  paper  in  three  divisions :  1.  The  anatomy  of  the 
lateral  nasal  wall.  2.  The  development  of  the  ethmoid  labyrinth. 
3.    The  significance  and  diagnosis  of  pus  in  the  middle  meatus. 

The  anatomy  of  thf.  lateral  nasal  wall:  The  foundation  of 
the  lateral  nasal  wall  is  laid  upon  the  inner  surface  of  the  superior 
maxilla.  In  the  skeleton  the  circumference  of  the  large  opening  in 
the  superior  maxilla,  known  as  the  hiatus  maxillaris,  furnishes  the 
articulation  to  a  great  extent  for  those  bones  which  go  to  make  up 
the  wall.  We  will  be  more  easily  brought  to  an  understanding  of 
the  apparently  complicated  structure  of  this  wall  if  we  answer  the 
following  question :  In  what  manner  is  the  large  opening  in  a  skele- 
tonized superior  maxilla  closed  by  the  addition  of  other  bones,  so 
that  in  life  only  a  small  opening,  the  ostium  maxillare,  is  the  point 
of  communication  between  antrum  and  nasal  passage? 

The  superior  maxilla  ios  maxillare)— its  inner  surface:  The 
body  of  the  superior  maxilla,  on  its  inner  surface,  presents  a  large 
opening  which  leads  into  the  antrum  of  Highmore.  The  circum- 
ference of  this  opening  is  made  up  of  certain  nasal  surfaces.  An- 
terior from  the  body  of  the  superior  maxilla  and  extending  upward 
is  tlie  processus  nasalis  or  frontalis.  Between  this  process  and  the 
nasal  surface  of  the  superior  maxilla  lies  a  deep  groove,  the  sulcus 
naso-lacrimalis,  which  we  will  see  furnishes  the  foundation  for  the 
ductus  naso-lacrimalis.  The  upper  wall  of  the  opening  is  made  by 
the  processus  orbitalis  of  the  superior  maxilla,  the  lower  by  the 
processus  alveolaris,  and  horizontally  and  posteriorly  it  is  formed 
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by  the  processus  palatinus.  These  processes,  then,  complete  the 
circumference. 

On  the  inner  surface  of  the  superior  maxilla  run  two  horizontal 
ridges:  an  upper  (inconstant),  the  crista  ethmoidalis,  the  lower, 
the  crista  turbinalis,  for  articulation  with  the  inferior  turbinate. 

As  we  have  set  ourselves  the  task  of  answering  a  certain  ques- 
tion with  a  view  to  understanding  the  ensemble  of  the  lateral  nasal 
wall,  we  shall  not  go  into  a  detailed  description  of  the  superior 
maxilla,  as  this  can  readily  be  found  in  Hajek's  book  under  a  spe- 
cial chapter. 

The  palate  bone  ios  palat'mum)  consists  of  tico  parts:  1.  The 
horizontal  plate,  which  artirnlate><  with  the  processus  palatinus  of 
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Flifurc  1   ri'pri'Kenti  the  wthmold  bone  before  rcnorption.     A.  Crista  GaUI. 
li.   Lamina  crlbrlformis.     C.    Lateral   masaea   of  the   ethmoid.     D.    Lamina 

pi'iiM  rutii  til.t  r  I.-*   .-th  Tn>>t<l;ill.<4.      K.      Na.snt   cavltlea. 

till-  Miinimi  rn.iMii.i,  .Hid  {2)  ilie  perpendicular  plate  which  ar- 
ticulates with  the  inner  surface  of  the  superior  maxilla,  resting  upon 
the  posterior  rim  of  the  hiatus  maxillare,  and  overlapping  it  con- 
siderably. The  inner  surface  of  this  perpendicular  plate  also  has 
two  ridges :  the  upi)er  for  articulation  with  the  middle  turbinate, 
tlie  lower  for  the  inferior  turbinate.  This  perpendicular  plate  ex- 
tends tipward  into  two  processes:  the  anterior  or  orbital,  and  the 
posterior  or  sphenoidal.  A  small  opening  l)ctwcen  these  two  pro- 
cesses, known  as  the  incisura  spheno-orbitalis,  becomes,  by  ar- 
ticulation of  the  sphenoidal  bone,  the  foramen  spheno-palatinum. 
This  foramen  leads  into  the  fossa  pterygo-maxillaris,  and  through 
it  run  the  posterior  nasal  vessels  and  nerves.  We  already  see  how 
the  palate  bone  l)cgins  to  close  the  hole. 

The    inferior   turbinate    (os    turbinate)  :    a    li(.,'htlv    rolled   bone 
fastened  to  the  su(>crior  maxilla  and  the  palate  Ihjmc  l>y  its  upper 
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edge,  its  lower  edge  being  free  in  the  nasal  passage.  The  anterior 
crescentic  border  articulates  with  the  crista  turbinalis  of  the  frontal 
process  of  the  superior  maxilla,  while  the  posterior  does  likewise 
with  the  corresponding  crista  on  the  palate  bone.  The  upper  edge 
of  the  inferior  turbinate  has  a  number  of  processes  of  which  the 
largest,  the  processus  maxillare,  situated  about  its  middle,  bends 
.  outwafd  and  downward,  articulating  with  the  lower  rim  of  the 
hiatus  maxillare,  helping  to  close  it  inferiorly.  Its  other  two  pro- 
cesses reach  upward.  The  anterior,  processus  lacrimalis,  a  thin, 
four-cornered  bone,  bridges  over  the  lower  part  of  the  sulcus  naso- 
lacrimalis,  and  converts  this  sulcus  into  the  canalis  naso-lacrimalis, 
explaining  why  this  canal  empties  into  the  inferior  meatus.  The 
canal  is  completed  by  the  imposition  of  the  lacrimal  bone  (os  lacri- 
male).  Less  constant  is  a  posterior  process,  the  processus  eth- 
moidalis  reaching  to  the  ethmoid  bone.  We  have  now  partially 
closed  the  hole  with  the  palate  and  inferior  turbinate  bone.  The 
rest  of  it  is  closed  with  parts  of  the  ethmoid  bone,  but  before  we 
indicate  how,  it  seems  better  to  first  consider  the  ethmoid  bone  in 
toto. 

The  ethmoid  bone  (os  ethmoidale)  :  To  better  understand  the 
structure  of  this  complicated  bone,  imagine  the  following:  A 
horizontal  sieve-like  bone  through  which  the  branches  of  the  ol- 
factory nerve  come  from  the  anterior  fossa  of  the  brain  to  the 
nose.  This  is  the  lamina  cribrosa.  Directly  in  the  middle  of  this 
horizontal  plate  is  a  vertical  plate  reaching  into  the  anterior  fossa, 
where  it  is  known  as  the  crista  galli,  reaching  below  into  the  nose, 
where  it  is  the  lamina  perpendicularis  of  the  ethmoid.  From  the 
original  horizontal  plate  imagine  a  capsule  of  bone  hanging  on 
either  side  of  the  perpendicular  plate,  and  we  have  a  fair  schematic 
skeleton  of  the  ethmoid  bone. 

To  definitely  fix  the  position  of  the  ethmoid  bone  in  relation  to 
the  nose,  draw  an  imaginary  horizontal  line  from  side  to  side,  so 
that  it  will  touch  the  inferior  border  of  both  middle  turbinates. 
Everything  above  this  line  in  the  nasal  cavity  belongs  to  the  eth- 
moid. 

The  walls  of  the  ethmoid  capsule  are:  (1)  The  lamina  papyra- 
cea,  a  thin,  even  plate  of  bone  which  borders  externally  on  the 
orbital  cavity,  above  on  the  pars  orbitalis  of  the  frontal  bone, 
and  below  on  and  overlapping  the  orbital  process  of  the  superior 
maxilla. 

(2)  The  median  or  turbinal  wall,  and  its  inner  boundary',  con- 
sists of  folds  which  are  nothing  else  than  the'turbinate  bones.    The 
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lower  and  larger  being  tlie  concha  ethmoidalis  inferior  (middle 
turbinate),  and  the  concha  ethmoidalis  superior  (superior  turbin- 
ate). In  certain  cases  we  have  a  third — the  concha  ethmoidalis  su- 
prema.  Zuckcrkandl  has  seen  a  fourth.  If  we  look  at  the  skull  in 
sagittal  section,  we  see  that  from  bottom  to  top  each  fold  or  tur- 
binate is  shorter,  so  that  in  an  anterior  frontal  section  we  would 
only  have  the  lower  one  showing.  Between  each  turbinate  and 
corresponding  to  it  in  length  is  a  groove,  the  fissurae  ethmoidalis 
or  meati.  Between  the  median  wall  and  the  lamina  papyracea  lies 
a  space,  divided  by  many  septa,  known  as  the  ethmoid  labyrinth. 
This  we  leave  for  later  consideration. 

(3)  The  floor  of  the  ethmoid  capsule  is  made  up  of  a  plate  of 
bone  convexing  downward,  and  reaching  into  the  middle  meatus, 
known  as  the  bulla  ethmoidalis.    This  bulla  is  the  lowest  cell-wall 
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Figure    2    rt'prfscni!!    Ihe    ethmoid    capsule    undcrgoini?    resorption.      A. 

riKta    GmIII.      il.    Uimina    crlbrlfnrmlii.        C.    lateral    mannes.      D.    Lamina 

pfTpendlcuUrls   cthmoldali*.     E.     Nasal'  cavities.      F.      First    lamella    or 
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of  c'tiimuiii  cai>.-iiic,  ami  ai  liii-  .same  time  i-  ii      ;  "t  and  highest 
lateral  part  of  the  middle  meatus. 

I  I  1  I  lu  roof  of  ethmoid  capsule  in  its  median  portion  is  made 
up  of  tlic  lamina  cribrosa,  and  in  its  lateral  part  by  the  pars  or- 
bitalis  of  the  frontal  l)one.  This  happens  in  the  following  way: 
while  it  is  tnie  that  in  a  frontal  anterior  section,  the  ethmoid  bone 
appears  to  be  entirely  closed  in,  this  closure  is  only  because  of  its 
articulation  with  other  bones.  A  disarticulated  ethmoid  capsule  is 
ai  tually  open  above  and  In-hind.  The  cause  of  this  is  that  the  lat- 
eral edge  of  the  lamina  cribrosa  does  not  reach  out  far  enough  to 
meet  the  uppi'r  edge  of  the  lamina  pai)yracea.  This  results  in  a 
number  of  open  ethmoid  cells  presenting  upward.   Let  us  call  them 
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half-cells.  A  favorite  question  in  examinations  is,  what  closes  the 
half-ceils?  The  answer  is:  corresponding  cells  on  the  orbital  sur- 
face of  the  frontal  bone  known  as  the  foveolae  ethmoidales.  An 
analagous  open  cell  on  the  posterior  surface  is  often  closed  in  by 
the  body  of  the  sphenoid  bone. 

Just  one  more  anatomical  structure  is  to  be  considered  before  we 
place  the  ethmoid  in  its  niche  in  the  lateral  nasal  wall,  namely,  the 
processus  uncinatus.  This  is  a  small  thin  process  arising  from  the 
anterior  end  of  the  middle  turbinate  at  its  .point  of  articulation  with 
the  superior  maxilla. 

It  runs  from  above  anteriorly,  backward  and  downward,  parallel 
and  anterior  to  the  bulla  ethmoidalis.  Its  posterior  and  free  end  is 
made  up  of  processes  whose  number  is  variable.  As  a  rule,  how- 
ever, there  are  three  processes.  One  of  these  articulates  with  the 
processus  ethmoidalis  of  the  inferior  turbinate,  another  with  the 
perpendicular  plate  of  the  palate  bone,  a  third  reaches  upward  to 
the  hiatus  maxillare,  but  may  not  reach  it.  With  these  anatomical 
facts  in  mind  let  us  now  place  the  ethmoid  bone  in  its  position  on 
the  lateral  nasal  wall. 

The  lower  edge  of  the  lamina  papyracea  articulates  with  the 
orbital  plate  of  the  superior  maxilla  in  such  a  manner  that  the 
bulla  ethmoidalis  slightly  closes  in  the  uppermost  part  of  the 
hiatus  maxillare. 

The  middle  turbinate  articulates  with  two  bones :  anteriorly  with 
the  crista  ethmoidalis  of  the  superior  maxilla,  making  an  elevation 
known  as  the  agger  nasi ;  posteriorly  with  the  crista  ethmoidalis  of 
the  perpendicular  plate  of  palate  bone. 

Between  the  bulla  ethmoidalis  and  the  processus  uncinatus  re- 
mains a  slit  which  communicates  with  the  antrum  of  Highmore. 
On  account  of  its  shape,  it  is  known  as  the  hiatus  semilunaris.  Be- 
side this  opening  there  remains  the  small  openings  between  the 
aforementioned  processes  of  the  processus  uncinatus.  These  open- 
ings are  all  that  remain  of  the  large  one  with  which  we  started 
(hiatus  maxillare").  They  are  further  narrowed  down  by  the  nasal 
and  antral  mucous  membranes. 

As  a  rule  what  actually  happens  is  that  the  hiatus  semilunaris 
remains  open  only  in  its  most  posterior  part — being  closed  anter- 
iorly by  bone  bridges  and  membrane  duplications.  The  same  is 
true  of  the  processes  of  the  processus  uncinatus.  As  a  rule  it  can 
be  said  that  the  only  communication  between  nose  and  antrum  is  in 
the  posterior  part  of  the  hiatus  and  this  is  known  as  the  ostium 
maxillare.     But  it  is  well  to  remember  that  the  spaces  between  the 
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processes  of  the  processus  uncinatus  may  remain  open  (according 
to  Ziirkerkandl  one  in  ten  cases)  and  then  we  have  an  extra  open- 
ing knoWn  as  the  ostium  accessorium. 

It  is  clear  from  this  description  that  in  the  posterior  part  of  the 
middle  meatus  we  have  a  place  which  is  not  solid  bone,  and  be- 
cause of  this  it  has  been  called  the  nasal  fontanelle  and  the  pars 
membranacea.  This,  then,  is  our  conception  of  the  lateral  nasal 
wail,  and  here  we  end  the  first  division  of  our  paper. 

The  development  or  the  ethmoid  labyrinth:  In  taking  up 
this  subject  we  wish  to  emphasize  our  belief  in  the  absolute  neces- 
sity of  dissecting-room  knowledge  for  the  comprehension  of  this 
cf>mp!icated  structure.  But  we  wish  to  be  equally  emphatic,  that 
the  dissecting-room  should  serve  only  as  a  continuation  school ;  it 
is  not  the  place  to  begin. 


Flitiire  3  rppro»ent»  Figure  2  fy<n  In  saKBltal  soctlon:  (a)  First  lameUa 
or  itairo.  (b)  Second,  (c)  Third,  (d)  Fourth,  (e)  Fifth.  Always  open 
•hovf. 


Tlic  kcv  to  an  u'ldcrstanding  of  the  ethmoid  laliyrinth  is  found, 
not  in  the  cadaver,  but  in  the  development,  through  resorption 
processes,  from  the  lateral  masses  of  the  ethmoid  bone,  of  a  series 
of  "Grundlamollcn  and  interturbinalcn  Oangen.  (Scydcl,  Killian, 
Hajek,  Zuckcrkandl).  This  resorption  is  not  a  haphazard  affair — 
r)n  the  contrary  it  proceeds  with  almost  mathematical  precision. 
I'luf  options,  it  is  true,  but  all  sound  rules  have 

these. 

In  this  paper,  then,  we  shall  consider  the  labyrinth  from  the 
5tand[»oint  of  development,  asking  the  reader  to  supplement  his 
study  on  the  cadaver  and  in  vivo. 

Sinus  anatomists  arc  agreed  that  the  proces.ses  on  the  medial 
wall  of  the  ethmoid  Injne,  which  reach  into  the  nasal  cavity  and 
which  are  known  as  turbinates,  arc  nothing  more  or  less  than  ex- 
tensions mediallv  of  lamellae  which  cross-sect  the  whole  ethmoid 
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capsule  (lateral  mass)  extending  outward  to  the  lamina  papyracea 
and  upward  to  the  lamina  cribriformis,  and  respectively  to  the 
foveolae  ethmoidales  of  the  frontal  bone.  We  will  try  to  repre- 
sent this  by  the  following  drawings,  specifying  that  the  lamellae 
are  what  remain  after  the  ethmoid  capsule  has  undergone  resorp- 
tion. 

It  is  clear,  then,  that  a  fully  developed  labyrinth  consists  of  four 
or  five  stages  or  lamellae.  The  first  and  lowest,  incomplete,  makes 
the  processus  uncinatus. 

The  second,  complete,  makes  the  bulla  ethmoidalis  and  in  typical 
cases  reaches  on  the  one  hand  the  lamina  cribrosa  on  the  other  the 
lamina  papyracea.  If  the  first  stage  is  compared  with  the  second  it 
is  evident  that  the  former  is  only  developed  in  its  lower  part  and 
does  not  cross-sect  the  labyrinth  as  does  the  second. 

The  second  stage,  known  as  the  bulla  lamella,  forms  the  boun- 
dary between  the  nasal  part  of  the  frontal  sinus  and  the  ethmoid 
labyrinth.  If  it  tends  to  lie  somewhat  posteriorly  the  frontal  sinus 
is  enlarged  at  the  expense  of  the  labyrinth.  If  anteriorly,  the  re- 
verse is  true,  namely,  the  frontal  sinus  suflfers  and  the  labyrinth  is 
enlarged.  If  it  lies  excessively  anterior  it  may  lead  to  an  ethmoid 
cell  being  pushed  toward  the  frontal  sinus.  Such  a  cell  has  been 
given  a  name  (bulla  frontalis,  Zuckerkandl)  to  distinguish  it  from 
the  bulla  ethmoidalis. 

The  third  stage  forms  the  middle  turbinate  and  is  complete 
through  the  labyrinth  up  and  outward.  Between  the  third  and 
second  stage  lies  the  anterior  ethmoid  labyrinth,  its  size  depending 
on  the  distance  between  these  two  stages.  In  typical  cases  all 
cells  lying  anterior  to  the  third  stage  empty  into  the  middle  meatus. 

The  fourth  and  fifth  stages  make  the  superior  and  supreme  tur- 
binates. All  cells  posterior  to  the  third  stage  form  the  posterior 
labyrinth  and  empty  into  the  fissura  olfacturia.  The  spaces  be- 
tween the  stages  or  lamellae  are  known  as  interturbinate  "Gauge" 
(passages). 

This  short  sketch  explains  the  general  architecture  of  the  laby- 
rinth. Anomalies  are  caused  by  any  particular  lamella  being  out 
of  position,  either  forward  or  backward,  and  also  by  defects  in  the 
lamellae. 

The  ethmoid  cells :  These  are  caused  by  the  development  in  the 
interturbinal  passages,  of  septa,  complete  or  incomplete,  making 
sometimes  real  cells  and  at  others  only  partial  ones. 

It  can  be  readily  seen  that  the  hiatus  semilunaris  represents  the 
interturbinal  passage  between  the  first  and  second  stages,  and  is 
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not  fully  developed.  Dut  in  common  with  the  other  passages,  it 
tries  to  develop  cells  by  septal  formation,  and  these  latter  are  apt 
to  be  incomplete  and  when  present  are  known  as  infundibular  cells. 
Of  them,  more  later. 

The  number  of  cells  presents  the  greatest  variety.  We  are  not 
speaking  of  diseased  labyrinths  when  we  say  that  the  anterior  and 
l>o3terior  labyrinth  can  consist  of  one  large  cell.  Because  by 
anomaly  this  can  be  an  anatomical  fact.  On  the  other  hand,  the 
number  of  cells  may  be  limited  only  by  space.  The  whole  ques- 
tion depends  on  the  position  of  the  lamellae  and  in  the  development 
of  septa.  In  one  case  the  anterior  cells  predominate,  in  another 
the  posterior. 


FlKure  4  reprciipnts  (a)  the  lamellae  and  Interturblnal  bony  sopta  which 
■prinitr  up  to  make  the  ethmoid  cells,  (b)  The  development  of  the  lateral 
maM  completed,  ahowlnfr  how,  by  extension  nasally,  the  various  lamella* 
become.  1.  The  proreKsus  unclnatus.  2.  The  bulla  ethmoldalls.  3.  The 
middle  turbinate.     4.     The  superior  turbinate.     5.     The  supreme  turbinate. 


For  all  clinical  purposes  we  speak  of  the  ethmoid  cells  of  the 
middle  meatus  as  anterior,  and  the  cells  of  the  fissura  olfacturia  as 
the  posterior  cells.  This  serves  all  practical  purposes.  But  it  must 
not  be  forgotten  that  an  anterior  ethmoid  cell  can  extend  back- 
•  ard  to  the  bcnly  of  the  sphenoid,  and  that  a  posterior  is  some- 
times fouiul  as  far  forward  as  the  anterior  insertion  of  the  middle 
turbinate  or  in  it. 

The  topography  of  the  EniMotD  laiiyrinth  :  It  is  important 
that  this  be  undcrstoo<I,  because  our  effectiveness  in  the  diagnosis 
and  therapeutic  interference  of  ethmoid  labyrinthitis  stands  in 
direct  proportion  to  our  knowledge  of  anatomical  conditions 

Let  us  first  take  up  the  anterior  ethmoid  labyrinth.  It  borders 
outward  on  the  lamina  papyracca.  and  upward  on  tiic  lamina  cri- 
bro-i.i.  and  rcpiitivrly  on  the  fovcolae  cthmoidalcs  of  the  frontal 
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bone.  These  boundaries  are  easily  understood.  The  nasal  limits 
are  not  .so  easy.  We  will  consider  them  under  four  headings.  1. 
The  anterior  boundary  towards  the  frontal  sinus.  2.  The  relation 
between  the  anterior  ethmoid  and  the  hiatus  semilunaris.  3.  The 
e.xtension  of  the  anterior  ethmoid  cells  into  the  middle  turbinate. 
4.  The  infundibular  cells. 

/  The  anterior  boundary  of  the  ethmoid  toward  the  frontal 
sinus:  We  have  already  stated  that  the  second  or  bulla  lamella 
forms  the  boundary  between  the  frontal  sinus  and  the  anterior  eth- 
moid. Therefore,  anterior  to  this  lamella  lies  the  hiatus  semilunaris 
and  the  ductus  naso-frontalis.  Posterior  to  it  lies  the  ethmoid  laby- 
rinth. This  is  the  rule.  Xow  comes  the  exception,  represented  by 
anomalies  or  defects  in  the  bulla  lamella. 

The  lamella  can  be  placed  out  of  position  either  backward  or  for- 
ward. In  the  first  case  the  hiatus  semilunaris  (infundibulum)  is 
no  longer  a  slit-shaped  passage,  but  becomes  a  sort  of  vestibule  to 
the  frontal  sinus,  and  bears  a  striking  similarity  to  an  ethmoid  cell. 

Earlier  in  this  paper  we  have  shown  what  happens  when  the 
lamella  lies  forward  and  very  far  forward.  Namely,  the  frontal 
sinus  is  diminished  in  size  before  the  advance  march  of  the  laby- 
rinth, and  ihere  may  be  formed  the  cell  known  as  the  bulla  fron- 
talis. We  consider  this  varied  position  of  the  bulla  lamella  as  an 
anomaly. 

We  have  shown  that  normally  a  bulla  lamella  cross-sects  the  en- 
tire labyrinth,  externally  to  the  lamina  papyracea,  alxjve  to  the 
lamina  cribrosa.  But  there  may  be  a  defect  in  this  defense,  partial 
or  complete.  Depending  on  its  extent  this  defect  may  put  any  or  all 
-of  the  cells  lying  between  the  second  or  bulla  lamella,  and  the  third 
or  middle  turbinate  lamella,  in  direct  communication  with  the  in- 
fundibulum, making  in  some  cases  a  single  large  cell  of  the  whole 
anterior  labyrinth. 

2.  The  relation  of  the  anterior  labyrinth  to  the  ductus  naso- 
frontalis:  In  typical  cases  the  medial  wall  of  the  hiatus  semi- 
lunaris is  covered  by,  and  only  by,  the  solid  anterior  end  of  the 
middle  turbinate.  But  in  many  cases  the  anterior  labyrinth  pushes 
itself  ahead  of  the  bulla  lamella  and  forms  the  medial  wall  of  the 
hiatus.  In  this  manner  it  can  come  to  pass,  that  the  ductus  naso- 
frontalis  lies  in  the  middle  of  anterior  ethmoid  cells.  Also,  these 
cells  in  combination  with  the  frontal  process  of  the  superior  maxilla 
and  the  lacrimal  bone  can  form  a  cell  known  as  the  cellula  lacrimalis, 
which  lies  on  the  orbital  side  and  directly  posterior  to  the  sulcus 
naso-lacrimalis. 
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The  cells  covering  the  medial  wall  of  the  hiatus  are  generally 
complete  but  they  may  be  defective,  once  more  causing  a  single 
larjje  opening  into  the  hiatus. 

\  tension  of  the  anterior  ethmoid  cells  into  the  middle  tur- 
binate :  In  certain  cases  the  labyrinth  hardly  reaches  the  anterior 
end  of  the  middle  turbinate,  but  in  others  it  attacks  it  so  severely, 
that  many  ethmoid  cells  are  found  in  its  substance,  so  that  the  mid- 
dle turbinate  instead  of  being  a  solid  bone  takes  on  the  character 
of  a  puff  ball. 

4.  The  infundibular  cells:  We  have  already  shown  that  the 
hiatus  semilunaris  represents  an  interturbinal  passage  and  as  such 
is  liable  to  cell  formation.     There  are  a  number  of  possibilities: 

(a)  The  infundibulum  instead  of  following  the  usual  rule  of 
leading  into  the  frontal  sinus  can  end  in  an  ethmoid  cell.  In  this 
case,  the  frontal  sinus  has  a  separate  opening.  This  blind  cell  can 
remain  small  or,  iK-ing  larger,  pushes  forward  on  the  frontal  sinus, 
making  a  cell  called  the  bulla  frontalis. 

I !'  I  The  infundibulum  can  have  two  openings:  one  leading  into 
the  frontal  sinus,  the  other  into  an  ethmoid  cell,  far  forward,  which 
may  have  varied  positions  in  relation  to  the  frontal  sinus.  It  may 
be  medial,  lateral  or  behind  the  frontal  sinus. 

I'he  formation  of  the  agger  nasi  cell.  The  cells  arising 
from  the  infundibulum  may  develop  in  such  a  manner  as  to  actually 
excavate  the  prrx-essus  uncinatus  and  the  agger  nasi,  the  elevation 
caused  by  the  anterior  attachment  of  the  middle  turbinate  to  the 
crista  ethmoidalis  of  the  frontal  process  of  the  superior  maxilla 
(Aushohlung  der  Agger  nasi).  In  this  ca.se  the  processus  un- 
cinatus and  agger  nasi  can  bulge  prominently  into  the  nasal  cavity, 
(d)  Besides  these,  there  may  be  a  few  ethmoid  cells  opening 
into  any  part  of  the  infundibulum. 

One  last  possibility :  it  has  been  shown  that  the  foveolae  ethmoid- 
ales  close  the  labyrinth  above.  Exceptionally  they  may  not,  as  the 
lamina  cribrosa  may  extend  laterally  far  enough  to  do  this.  In 
this  case  there  are  no  foveolae  on  the  under-surface  of  the  frontal 
bone,  but  they  are  develojted  l>elow  a«id  l>ehind  the  frontal  sinus, 
and  in  these  cases  we  may  have  an  actual  extension  of  the  ethmoid 
labyrinth  into  the  frontal  sinus. 

Thk  ostia  of  tiik  anterior  labyrinth:  In  general,  every  cell 
empties  into  the  nasal  passage  by  an  ostium  of  its  own  or  through 
a  cell  which  is  in  possession  of  such.    The  number  of  ostia  depends 
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The  cells  can  empty  into  the  middle  meatus  in  three  places:  1. 
The  most  constant  location  is  the  angle  between  the  bulla  eth- 
moidalis  and  the  middle  turbinate,  where  there  may  be  one  or  sev- 
eral openings.  2.  Infundibular  cells  may  open  backward  and  later- 
ally into  the  anterior  part  of  the  infundibulum — a  fact  to  be  re- 
membered when  probing  the  frontal  sinus.  3.  The  cells  can  empty 
into  the  posterior  part  of  the  infundibulum  just  above  the  ostium 
maxillare,  explaining  under  certain  circumstances  how  pus  can 
flow  from  ethmoid  to  antrum,  making  the  latter  a  reservoir. 

Thk  po.sTKRiOR  ETHMOID  LABYRINTH:  For  practical  purposes  all 
cells  lying  behind  the  lamella  of  the  middle  turbinate  are  posterior 
ethmoid  cells  and  empty  into  the  fissura  olfacturia.  This  posterior 
labyrinth  is  developed  from  the  remaining  lamellae,  which  are 
subject  to  considerable  variety. 

For  the  rhinologist  the  posterior  ethmoid  cell  is  the  important 
thing.  This  cell  is  bounded  in  front  by  the  lamella  of  the  middle 
turbinate  and  behind  by  the  posterior  ethmoid  wall,  which  is  noth- 
ing but  the  lamella  of  the  supreme  turbinate  (Zuckerkandl). 

This  last  lamella  does  not  always  close  the  labyrinth.  If  it  lies 
somewhat  anterior,  it  may  divide  the  posterior  ethmoid  cell  into 
two  halves,  of  which  the  posterior  is  open,  in  a  disarticulated  eth- 
moid bone.  This  open  cell  is  closed  by  the  anterior  wall  of  the 
sphenoid  bone,  and  hence  is  known  as  the  sphenoidal  ethmoid  cell. 

If,  now,  the  lamella  of  the  superior  turbinate  instead  of  being  ver- 
tical, lies  horizontal,  the  cell  is  again  divided  into  an  upper  and 
low-er  chamber.  This  upper  chamljer  or  cell  can  push  back  into  the 
sphenoid  body  making  two  cavities  in  it,  of  which  the  lower  is  the 
sphenoidal  sinus,  the  upper  an  ethmoid  cell.  In  this  case  it  is 
actually  an  ethmoid  cell,  whose  roof  is  formed  by  the  wing  of  the 
sphenoid,  and  not  the  sphenoid  sinus  itself,  which  lies  next  to  the 
brain.  The  posterior  ostia  are  usually  three  in  number  and  empty 
into  the  fissura  olfacturia.  A  secretion  in  them  would  therefore 
pour  anteriorly  over  the  middle  turbinate  or  posteriorly  into  the 
choanae. 

Here  we  finish  our  history  of  the  development  of  the  ethmoid 
labyrinth.  It  only  remains  for  us  to  point  out  the  lesson  we  learn 
from  it. 

Out  of  the  mass  of  detail  we  draw  this  conclusion :  The  ethmoid 
labyrinth  is  made  up  of  two  distinct  entities — the  anterior  laby- 
rinth and  the  posterior  labyrinth,  each  in  turn  made  up  of  com- 
ponent parts  called  cells.  We  should  expect  to  find  that  any  patho- 
logical or  clinical  conditions  would  have  to  follow  these  facts. 
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From  experience  we  know  that  they  do.  Hence  we  insist  on  this 
previous  knowledge  for  intelligent  work. 

In  closing  this  chapter,  we  give  two  examples  of  what  we  mean — 
1.  We  have  shown  that  under  certain  conditions,  the  infundibular 
cells  can  entirely  cover  the  ductus  naso-frontalis.  It  is  self-evident 
therefore,  that  to  uncover  the  latter,  these  cells  must  first  be  re- 
moved. 

That  we  have  been  doing  just  this  for  a  quarter  of  a  century  we 
would  like  to  show.  On  page  249  of  our  book,  we  give  a  picture 
of  our  instrumentarium,  which,  among  other  things,  shows  the  fa- 
mous Hajek  hook,  especially  designed  for  this  purpose,  and  the 
somewhat  older  bowl  curette.  Again,  on  page  251,  in  the  chapter 
dealing  with  operations  of  the  ethmoid,  we  find  the  following: 
'■p.edcnkt  man  fcrner,  das  der  Ductus  naso-frontalis  auch  medial- 
waerts  zuwcilen  von  Siebbeinzellen  gedeckt  ist,  so  ist  es  von  vom- 
herein  klar,  dass  bei  Freilegung  des  Ductus  naso-frontalis  diese 
merliale  Wand  aus  dem  Wege  geraeumt  werden  muss.  Man  kann 
nach  Entferuung  des  vordercn  Muschelendes  mit  der  Schlinge  mit- 
tels  eines  Hakens  mehrere  Millimeter  nach  auftwaerts  an  der 
medialcn  Wand  des  Ductus  naso-frontalis  liegende  enternde  Infun- 
dibular-zcllen  (bulla  frontalis,  agger  nasi,  etc.)  erocffnen."  Xow 
this  surgical  interference  is  not  the  product  of  accident  or  revela- 
tion, but  proceeds  directly  from  our  knowledge  of  anatomical  con- 
ditions. 

2.  In  like  manner  we  know  that  the  infundibulum  is  covered 
medially  by  the  middle  turbinate.  We  know  also  that  there  are 
many  openings  into  the  infundibulum,  all  or  one  of  which  may  be- 
come diseased.  For  instance,  an  agger  nasi  cell,  originating  from 
the  ethmoid,  but  for  all  pathological  and  clinical  purposes  a  dis- 
tinct entity,  placed  anterior  to  the  hiatus  and  draining  backward 
into  it.  may  be  diseased,  and  the  rest  of  the  ethmoid  be  perfectly 
healthy.  But  we  can  know  nothing  of  the  infundibulum  while  the 
middle  turbinate  is  in  position.  What  right,  then,  have  we  to  pro- 
ceed to  "surgical  interference  imdcr  these  conditions?  The  spec- 
tator in  the  auditorium  can  have  no  idea  of  the  stage-settings  until 
the  curtain  parts,  and  likewise  the  rhinologist  must  get  rid  of  his 
curtain,  the  turbinate,  in  the  infundibular  theater. 

Finally,  we  care  not  how  radical  we  arc,  provided  we  can  give  a 
reason  for  it,  but  wc  insist  that  the  labyrinth  is  a  whole,  divided  into 
halve*,  each  sulxlivided  into  parts.  We  know  that  the  pathology 
follows  these  anatomical  lines.  Treatment,  to  be  rational,  must  be 
in  sequence.  To  know  that  there  is  pus  in  the  nose  is  important, 
hut  the  knowledge  is  valueless  unless  we  also  know  its  source.     If 
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we  tell  the  lire  department  that  there  is  a  tire  on  First  street,  and 
this  street  happens  to  be  ten  miles  long,  we  have  given  it  little  in- 
formation of  value.  To  better  understand  the  labyrinth  and  its 
treatment  let  us  draw  a  simile.  The  labyrinth  can  be  likened  to  a 
two-family  house,  each  half  containing  a  certain  number  of  rooms, 
situated  in  a  thickly  settled  district.  Sujipuration  can  be  repre- 
sented by  fire. 

Case  I :  Fire  in  this  house.  Apparatus  arrives.  The  first  look 
tells  the  chief  that  this  building  is,  or  is  about  to  be,  a  total  loss. 
To  him,  it  ceases  to  be  a  dwelling,  and  becomes  a  menace  to  sur- 
rounding property.  His  duty  is  to  the  abutters.  Treatment  must 
be  radical.  This  will  consist  in  preventing  the  spread  of  the  flames, 
controlling  them,  dynamiting  the  walls,  and  eventually  razing  the 
building  to  the  ground.  This  is  a  destructive  operation  justified 
by  the  end. 

Case  3:  Similar  house.  Another  fire.  Apparatus  arriving, 
chief  sees  smoke  emitting,  presupposing  fire,  but  otherwise  no  ex- 
ternal clue  to  its  location.  Chief  prying  oflf  the  door  (middle  tur- 
binate) enters,  investigating.  Discovers  small  blaze  on  the  ground 
floor,  first  room  to  the  left  (bulla).  Here  the  problem  is  differ- 
ent. His  duty  is  not  the  public,  but  to  the  individual  property  own- 
er to  whom  he  owes  it  to  extinguish  the  blaze,  with  the  minimum 
amount  of  damage  to  the  rest  of  the  building.  He  must  confine  his 
efforts  as  far  as  possible  to  that  one  room.  He  has  no  legal  or 
moral  right  to  invade  the  rest  of  the  house,  indiscriminately  swing- 
ing his  axe.  This  is  a  conservative  operation,  and  the  only  one 
justifiable  in  this  case. 

This  simile  finds  its  analogy  in  diseases  of  the  labyrinth.  It  is 
well  known  that  an  ethmoid  can  be  diseased  m  toto,  but  also  that 
disease  can  be  confined  to  a  single  cell,  or  a  number  of  cells.  As  a 
matter  of  fact,  the  majority  of  cases  are  only  partially  affected.  To 
claim  that  these  latter  should  be  entirely  exenterated  would  be  as 
unsurgical  and  illogical,  as  it  would  be  for  a  dentist  to  extract  all 
the  teeth,  because  a  few  were  carious.  Yet  we  see  men,  who  do 
not  believe  they  have  done  any  ethmoid  unless  the  sides  and  roof 
are  as  smooth  as  a  billiard  ball.  The  whole  question  of  good  treat- 
ment turns  on  g(X)d  diagnosis.  In  one  case  radical  surgery-  will  be 
required,  in  another  conservative  surgery.  First,  last,  and  always, 
it  should  be  rational  surgery. 

The  significance  and  diagnosis  of  pus  in  the  middle  me.xtus: 
After  all  that  has  been  written  concerning  the  nasal  sinuses,  one 
might  safely  assume  that  this  question  was  long  since  settled.    No 
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a>.suiui'L../i,  ^Miild  l.c  fitriher  from  the  truth.  Tlie  best  evidence  of 
this  is,  that  we  differ  radically  from  a  considerable  portion  of 
rliinologists  whose  names  have  become  identified  with  sinus  work  in 
\merica.  So  differing,  nothing  can  be  more  certain  than  that  we 
cannot  both  be  right.  Our  purpose  in  this  paper  is  to  explain  our 
own  position,  not  so  much  with  the  idea  of  defending  it.  as  to  use 
it  to  iHjint  out  our  objections  to  others.  Our  ideas  are  set  forth 
fully  in  Ilajfk's  Ixiok.  We  shall  oiilv  use  what  seem  necessary  to 
us. 

We  make  the  broad,  general  statement  to  cover  all  nasal  sinus 
work,  that  the  only  certain  means  of  making  a  diagnosis  of  sup- 
purating sinusitis  is  the  finding  of  pus,  or  evidence  of  pus  (polyp, 
granulation,  hypertrophy,  etc.).  The  x-ray  is  an  excellent  means  of 
determining  the  probable  dimensions  and  anatomic  characteristics 
of  the  sinuses. 

With  the  finding  of  pus  in  the  nose,  the  x-ray  and  transillum- 
inating  apparatus  may  give  excellent  corroborative  evidence.  \\'ith 
a  negative  finding  in  the  nose,  they  mean  nothing.  Alone  and  un- 
aided, they  are  worse  than  useless,  as  they  can  and  do  lead  to  error. 

We  have  fref|uent!y  delivered  pus  from  sinuses  pronounced 
negative  by  high  x-ray  authorities,  and  have  proved  cases  negative, 
which  they  thought  positive. 

Given  a  case  of  i)us  in  the  middle  meatus,  we  insist  on  following 
a  regular  routine,  because  only  in  this  way  can  results  be  checked  up. 

We  first  satisfy  ourselves  that  the  pus  is  in  the  middle  meatus. 
( )ur  next  step  is  to  thoroughly  clean  the  meatus,  because  it  must 
not  be  forgotten  that  the  pus  may  be  a  manifestation  of  local  in- 
fection, which  has  no  connection  with  the  sinuses.  Having  satis- 
fied ourselves  on  this  point,  and  coming  to  the  conclusion  that  we 
are  dealing  with  a  sinusitis,  we  reason  that  only  sinuses  of  the 
tir^t   >frifs    (antrum,   frontal  aii<l  t-thmoid  t    cmiitv   into  the  niiildle 

Our  problem  then  l)ecomes  one  of  elimination  or  inclusion.  We 
l)roceed  by  fir.«t  attacking  the  antrum,  for  the  two  following  reasons: 
1.  Because  experience  teaches  that  the  antrum  is  more  frequently 
diseased  than  any  sinus  of  the  first  series.  2.  Because  when  all 
other  methcKls  of  diagnosis  fail  or  arc  open  to  question,  the  antrum 
puncture  always  will  establish  the  presence  of  pus  in  an  antrum. 

Conscciurntly,  having  previously  cleaned  the  meatus,  we  puncture 
.ind  wash  out  the  antrum,  feeling  sure  that  any  pus  delivered  must 
Kime  from  there  anti  nowhere  else.  It  is  inconceivable  that  pus 
( r>uld  flow  into  the  meatus  from  other  sinuses  in  the  short  time 
elajising  Inrtwcen  cleaiising  and  puncture. 


924  IIURLKV;      lUOLi.HTS   FROM   A   SINUS  CLASSIC. 

This  is  our  way.  But  this  immediately  brings  us  into  conflict 
with  those  who  persist  in  looking  at  the  antrum  as  a  reservoir,  and 
who  say :  "the  antrum  is  a  reservoir  for  the  other  sinuses.  Clean 
up  your  ethmoid  and  frontal,  and  your  antrum  will  take  care  of 
itself."  This  wc  believe  to  be  absolute  fallacy,  because  we  not  only 
insist  that  the  antrum  is  the  most  frequently  diseased  of  the  sinuses 
of  the  first  series,  but  we  also  say  that  it  is  diseased  in  se.  To 
avoid  misunderstanding  we  will  here  say  that  Hajek  was  the  first 
to  point  out  that  under  certain  circumstances  the  antrum  could  act 
as  a  reservoir  to  the  other  sinuses.  But  the  exception  must  not  be 
made  the  rule. 

Let  us  take  up  the  reservoir-theory  of  these  rhinologists.  We  be- 
lieve that  the  mere  pronouncement  of  this  theory  spells  its  defeat, 
because,  believing  as  they  do,  these  men  do  not  systematically  wash 
out  the  antrum  and  hence  are  left  without  defense.  We  do,  and 
feel  we  have  the  facts  with  us.  We  do  not  think  there  is  necessity 
to  argue  further  on  this  question.  But.  lest  perchance  it  be  argued 
that  this  is  only  a  negative  body  blow,  we  will  try  to  make  it  a 
little  more  positive. 

When  we  ask  these  rhinologists  for  their  reasons  for  believing 
as  they  do,  they  invariably  answer  that  "it  is  all  a  question  of 
gravity — the  antrum  is  placed  below  the  ethmoid  and  frontal,  and 
consequently  receives  the  pus  from  above." 

This  is  a  specious  argument  until  one  stops  to  consider  that  two 
very  important  factors,  namely,  the  anatomy  and  the  pathology,  do 
not  lend  it  their  support. 

Taking  up  the  anatomy  of  the  ostia  we  find  that  the  ductus  naso- 
frontalis  empties  into  the  anterior  part  of  the  infundibulum,  where- 
as the  ostium  maxillare  is  found  in  its  most  posterior  part — in  other 
words,  around  a  comer. 

Still  more  striking  is  the  case  of  the  ethmoid.     Here,  as  a  rule, 
and  we  must  always  consider  the  rule  not  the  exception,  the  ostia 
do  not  empty  into  the  infundibulum  at  all,  but  into  the  middle 
meatus  between  the  bulla  and  the  middle  turbinate.     From  the' 
anatomy  of  the  parts  we  cannot  see  this  reservoir  theon.'. 

Considering  the  pathology  of  sinusitis,  in  conjunction  with  the 
anatomy,  we  believe  the  theorj'  gets  a  complete  "knockout."  We 
believe  all  are  agreed  that  the  great  majority  of  sinus  cases  are 
caused  by  germ  infection  with  subsequent  inflammation.  Under 
these  circumstances,  what  right  have  we  to  assume,  that  the  in- 
vading hosts  will  pass  by  such  a  rich  prize  as  the  antrum,  situated 
as  it  is  in  the  outer  circle  of  defenses,  to  run  uphill  to  tackle  the 
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more  fortified  secondary  line — the  ethmoid  and  frontal?  But  let 
us  assume  that  they  do,  and  also  that  the  ostia  are  so  placed  that 
they  are  in  a  straight  line,  one  above  the  other,  thus  favoring  drain- 
age into  the  lowest  sinus. 

Consider  inflammation  with  its  four  cardinal  symptoms :  redness, 
heat,  swelling,  pain.  Let  us  take  the  frontal  sinus  as  an  example, 
and  wliat  we  say  of  it  can  be  applied  to  the  ethmoid.  What  causes 
a  frontal  sinusitis?  Inflammation  with  its  cardinal  symptoms.  But 
one  of  these  is  swelling.  As  a  result,  the  naso-frontal  duct  be- 
comes swollen.  If  it  did  not,  we  should  have  no  frontal  sinusitis. 
.As  a  consequence,  the  invaders  become  landlocked,  so  to  speak, 
and  the  sinus  suffers  from  their  ravages.  Thus  it  can  readily  be 
seen,  that  even  were  the  anatomy  favorable  to  the  reservoir  theory, 
the  very  thing  which  causes  a  frontal  sinusitis,  militates  against  its 
acting  as  a  pitcher  injuring  fluid  below.  When  we  add  to  this  the 
fact  that  the  inflammation  which  closes  the  frontal  sinus  very  prob- 
ably closes  the  ostium  maxillare,  we  see  how  the  antrum  protests 
ngnin^t  frinc;  made  a  reservoir  and  defends  itself  by  closing  the 
fliKir. 

For  these  reasons  we  object  to  this  theory.  We  concede  that 
occasionally,  as  mentioned  in  the  anatomy,  the  ostia  may  be  so 
placed  in  relation  to  the  ostium  maxillare  that  the  antrum  can  act 
as  a  reservoir,  but  then  only  when  all  signs  of  acute  inflammation 
are  absent  from  the  lower  infundibulum  and  a  chronic  sinusitis 
persists  above. 

Finally,  we  object  to  the  theory  because  we  have,  not  a  few  times, 
washed  out  of  the  antrum  one  to  two  ounces  of  pus,  in  cases  which 
had  had  a  beautiful  ethmoid  operation  and  were  discharged  "cured." 

We  have  devoted  this  space  to  the  antrum  because  our  daily  ex- 
l>crrence  shows  us  that  the  number  of  men  diflTering  from  us  is  not 
inconsiderable. 

To  return  to  our  own  position — we  always  wa.sh  out  the  antrum ; 
thus  ruling  it  positive  or  negative,  and  are  certain  of  one  thing  i  c, 
that  when  we  get  through  with  it,  it  is  empty.    Transeat. 

But  the  pus  may  also  Iw  coming  from  the  other  two  sinuses.  We 
make  our  next  point  of  attack  the  frontal  sinus,  stating  emphatically 
'hat  it  is  more  easy  of  access  than  the  ethmoid,  and  therefore  makes 
the  diagnosis  ea.sier.  We  prot-ecd  to  probe  and  wash  out  the  frontal 
Mnu«i.  first  having  cleansed  the  middle  meatus  anew.  .As  a  prelim- 
in.ir\  \vf  resect  the  anterior  end  of  the  middle  turbinate  for  the  fol- 
Inwiiig  reasons:  1.  \o  intelligent  knowledge  of  the  infundibulum 
( an  be  had  with  it  in  situ.    2.  With  it  out  nf  the  way  the  probing 
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can  be  done  as  a  routine  procedure.  (The  fact  that  there  nia\  Ik 
a  few  exceptions,  does  not  make  us  hesitate  to  say  this.)  3.  It  is 
the  first  step  in  the  surgical  treatment  of  sinusitis,  so  that  we  lose 
nothing  by  doing  it.  Frequently  good  judgment  requires  that  we 
do  notiiing  more  from  a  surgical  standpoint.  Having  done  this,  we 
never  have  any  trouble  washing  out  a  frontal  sinus.  Thus  we  rule 
this  sinus  positive  or  negative. 

By  making  this  statement,  we  expose  ourselves  to  attack  from 
two  quarters:  First,  we  are  opposed  by  the  man  who  holds  the 
turbinates  sacred,  and  who  bobs  up  perennially  at  medical  meetings 
with  his  plea  to  spare  the  turbinates,  on  the  ground  that  by  excis- 
ing tliem  one  gets  an  atrophic  rhinitis.  To  this  man  we  answer,  that 
even  were  he  able  to  prove  his  point,  it  would  make  no  difference 
to  us  in  the  face  of  a  greater  necessity.  If  he  can  prove,  that  a 
cutting  operation  in  the  nose,  directly  or  indirectly,  furnishes  the 
etiology  of  atrophic  rhinitis,  he  has  solved  a  problem  for  the  medi- 
cal profession.  Why  seek  farther?  On  the  other  hand,  wc  think 
of  a  half-dozen  reasons  which  render  his  position  questionable.  We 
give  him  the  first  that  comes  to  us.  We  cite  one  of  the  first  rules 
of  surgical  histo-pathology.  "A  wound  in  the  nose  caused  by  a 
cutting  instrument  is  always  healed  by  the  regeneration  of  normal 
nasal  cylindrical  epithelium."  But  this  epithelium  and  atrophic 
rhinitis  are  incompatibilities.    Ergo. 

In  this  same  category  and  for  similar  reasons  we  place  that 
rhinologist  who  sends  his  patient  to  the  dentist  to  have  his  arch 
widened,  hoping  thereby  to  gain  nasal  breathing.  At  the  end  of 
nine  months  the  dentist  shows  this  patient  that  by  actual  rule  he  has 
gained  one-sixteenth  or  one-eighth  of  an  inch.  To  this  rhinologist 
we  say :  "Get  your  patient's  teeth  fixed  if  he  needs  it.  But  this 
man  comes  to  you  for  air,  to-day,  now — and  what  do  you  give  him? 
A  nine  months'  endowment  policy  on  one-sixteenth  of  an  inch! 
Mow  does  he  know  he  is  going  to  live  long  enough  to  collect?  If 
he  needs  air,  and  the  first  glance  shows  you  cannot  gain  anything 
on  the  septum,  sacrifice  a  part  of  the  turbinate,  sacrifice  every- 
thing, to  gain  your  end.  You  would  do  a  tracheotomy  if  a  piece 
of  meat  were  in  his  larynx,  why  should  you  not  be  guided  by  the 
same  principle  in  the  nose?" 

We  are  now  prepared  to  repel  the  other  attack.  We  have  stated 
that  we  proceed  to  probe  and  wash  out  the  frontal  sinus.  We  mean 
just  that.  Immediately  there  is  a  storm  of  protest  from  the  men 
who  say  that  the  frontal  sinus  cannot  be  probed  in  more  than  half 
the  cases.     This,  we  say,  is  fallacy  pure  and  simple.     \\'here  it 


huriky:    thoughts  from  a  sinus  classic.  927 

origiiialfd  \\c  il(j  not  know,  Init  wc  <lo  know  that  it  is  widespread 
and  will  continue  to  grow  if  allowed  to  pass  unchallenged,  ^\'e  know 
that  many  rhinologists  disagree  with  us,  and  we  think  we  under- 
stand this.  On  the  other  hand,  we  cannot  recall  a  single  sinus 
anatomist  who  does  not  agree  with  us.  What,  then,  are  the  facts? 
In  the  first  place,  these  men  have  tried  to  make  a  whole  truth  out 
of  a  half-truth. 

Jurasz,  who  first  gave  birth  to  the  idea  of  probing  the  frontal 
sinus,  says  "that  unfortunately,  very  often,  it  is  not  successful." 

Hajek  immediately  <|ualifies  this  by  saying,  that  it  is  not  pos- 
sible in  something  over  half  the  cases.  We  have  always  been  in- 
clined to  feel  that  the  fallacy  started  right  here.  Our  friends  saw 
this  statement  and  got  no  farther.  Now,  of  course,  both  Hajek  and 
Jurasz.  as  well  as  Hansberg,  Choleva,  Hartmann.  Herzfeld,  Wink- 
ler and  others  who  have  written  special  articles  on  the  probing  of 
the  frontal  sinus  made  these  statements  in  regard  to  noses  in  which 
they  attem[)ted  to  probe  by  the  so-called  anatomical  route,  that  is, 
with  ever)thing  in  situ.  Given  one  hundred  cases,  about  forty- 
seven  could  be  probed  without  previous  preparation  of  any  kind. 
We  .see,  then,  that  even  now  we  are  only  about  three  points  behind 
what  our  friends  allow  as  a  limit  of  possibility.  Not  such  a  bad 
l-atting  average,  when  one  considers  that  this  takes  in  every  old 
kind  of  a  nose!    But  let  us  keep  on. 

We  know  that  the  great  difticulty  to  a  proper  passage  of  the 
iiaso-frontal  ducts  is  the  obstruction  caused  by  the  middle  turbinate, 
and  also  by  polyps  and  granulations  in  the  anterior  part  of  the  in- 
fun<libulum.  A  high  deviation  of  the  nasal  septum  can  also  cause 
trouble.  Let  us  assume  that  all  these  difliculties  have  been  re- 
moved, and  then  let  us  see  how  the  case  stands.  On  page  162  of 
Hajek's  book  we  find  that  these  things  Iwing  removed,  the  frontal 
sinus  can  be  probed,  "in  jedcn  Zweifel  ausschlicssenden  Wcise 
crmoglicht  werden."  in  other  words,  beyond  the  possibility  of  a 
Iniilt  I  iterally  translated  this  means  one  hundred  per  cent,  and 
the  statement  is  made  with  full  knowledge  of  the  a])i)arent  pitfalls 
ofTercd  by  the  infundibular  cells.  We  do  not  claim  one  hundred 
per  cent  for  the  reason  that  we  recognize,  that  just  as  there  are  on 
the  face  of  the  earth  people  whose  hearts  are  on  the  right  side  of  the 
iKMly.  so  there  must  l)e  others,  whose  infundibula  are  so  anomalous 
#as  to  fall  out-side  the  scope  of  any  rule.  The  objection  presented  by 
these  few  is  to  us  wholly  academic,  and  we  have  already  shown  how 
we  should  handle  them^-by  uncovering  the  naso- frontal  duct.  We 
wish  to  make  it  emphatic  that  infundibular  cells  are  no  contraindi- 
.  !•■  ■;  »  '  the  successful  probing  of  the  sinus. 
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Another  point  is,  that  it  is  all  very  well  to  talk  glibly  about  in- 
fundibular cells,  but  it  must  be  remembered  that  they  are  the  ex- 
ception, not  the  rule,  and  that  in  the  vast  majority  of  cases  the 
infundibuhim  leads  directly  into  the  frontal  sinus.  This  is  our 
case.  Now  let  us  consider,  that  when  a  single  individual  says,  that 
something  can  be  done,  and  the  whole  world  is  arrayed  against 
him,  the  chances  are  that  he  is  wrong.  But  when  any  considerable 
number  of  men  are  willing  to  testify  that  something  can  be  done, 
the  wise  man,  who  is  inclined  to  differ,  "holds  his  horses." 

A  perfectly  fair  question  is,  how  do  you  reconcile  the  ease  in 
which  you  speak  of  probing  the  frontal  sinus  with  the  idea  of  the 
opposition  ?  We  admit  that  we  have  asked  ourselves  the  same  ques- 
tion many  times,  and  have  answered  it  by  coming  to  the  following 
conclusions :  1.  The  average  man,  who  says  it  cannot  be  done,  has 
taken  some  one's  word  for  it.  2.  For  the  last  quartcT  of  a  century 
the  directions  for  probing  the  sinus,  both  in  the  rule  and  in  the  ex- 
ception, have  been  given  in  Hajek's  book.  How  many  of  our  dis- 
senters are  acquainted  with  them  ?  3.  The  average  nasal  probe  and 
cannula  made  by  American  surgical  houses  bears  the  same  relation, 
in  size  and  pliability,  to  the  hiatus  semilunaris,  that  a  broncho- 
scope might  to  the  urethra.  4.  These  difficulties  out  of  the  way, 
the  whole  argument  reminds  us  of  the  novice  attempting  to  pass  a 
Eustachian  catheter;  he  bends  himself,  he  bends  the  patient,  but 
never  under  any  circumstances  does  it  occur  to  him  to  bend  the 
tube!  He  is  perfectly  willing  to  admit  that  John  Jones  and  John 
Smith  may  require  different  sizes  in  hats  and  shoes,  but  he  insists 
that  they  take  the  same  catheter  whether  they  want  to  or  not. 

Having  washed  out  the  frontal  sinus  we  now  know  that  the  only 
place  pus  can  come  from  is  the  anterior  ethmoid.  This  we  now  in- 
spect, locating  its  ostia,  probing  them,  with  the  idea  of  finding  pus. 

Here  we  finish  this  article,  feeling  that  we  have  accomplished 
that  which  we  set  out  to  do,  namely,  to  explain  our  position  on  its 
three  divisions. 

We  do  not  claim  to  have  presented  anything  new — on  the  con- 
trary, we  protest  that  it  is  all  very  old.  ^^"e  do  not  seek  to  force 
you,  Mr.  Reader,  to  believe  us.  We  refer  you  to  Hajek's  book 
with  its  contained  references,  embracing  the  opinions  of  the  best 
sinus  men  of  all  times.  Are  you  ready  to  reject  this  testimony,  to 
accept  the  doctrine  of  those,  whose  ideas  of  nasal  anatomy  and* 
surgery  are,  at  best,  things  of  yesterday? 

oil  Commonwealth  Avenue. 


THE  RELATION  OF  THE    TONSIL   TO    THYROID    DISEASE.* 

Ur.  liuRT  R.  Shurly,  Detroit. 

Tlie  interest  of  the  laryngologist  in  the  manifestations  of  thyroid 
disease  and  the  various  disturbances  of  the  ductless  glands  may  be 
active  from  many  lines  of  scientific  investigation. 

The  literature  of  the  subject  is  particularly  voluminous  in  the 
fields  of  physiology,  pathology  and  medical  research,  yet  compara- 
tively few  reports  have  appeared  from  our  own  special  realm  of 
study. 

It  is  true  that  in  most  communities  the  internist,  the  surgeon,  the 
neurologist,  and  the  ophthalmologist  diagno.se  and  treat  these  pa- 
tients without  special  or  expert  examination  of  the  upper  respiratory 
tract.  The  fault  is  no  doubt  ours,  that  we  fail  to  find  symptoms 
and  lesions  of  sufficient  interest  to  prove  our  value  in  the  case. 

It  is  a  well-known  fact  that  the  State  of  Michigan,  for  some 
mysterious  reason,  is  a  geographic  belt  that  includes  an  increased 
percentage  of  cases  exhibiting  disturbances  of  thyroid  secretion. 

The  phenomena  of  symptomatology  are  so  varied  and  extensive 
that  the  majority  of  specialties  may  classify  these  cases  within  their 
selected  sphere,  but  in  my  experience  the  laryngologist  is  consulted 
frequently  to  explain  and  relieve  the  early  neuroses  and  various 
symptoms  of  thyroid  disturbance  that  are  referred  to  the  throat. 
The  on.setting  stage  of  atypical  hypo-  or  hyper-thyroidism  is  usually 
nverlookcd  or  passed  into  that  graveyard  of  diagnoses,  ncuresthenia, 
indigestion,  "a  run  down  condition,"  or  catarrh. 

.Mthough  our  wealth  of  experimental  research  has  brought  out 
comparatively  few  physiologic  and  pathologic  facts,  yet  many  of 
these  are  sufficiently  definite  to  establish  scientific  diagnosis  and 
therapy  of  genuine  value. 

It  is  reasonably  certain  that  the  thyroid  f)Ours  into  the  lymph  and 
blood  streams  a  secretion  of  the  greatest  importance  to  organs  and 
tissues  of  the  upper  respiratory  tract.  It  is  particularly  the  function 
of  the  thyroid  to  form  a  secretion  whose  physiologic  activity  is  de- 
[icndent  on  an  iodized  protein  which  is  proportionate  approximately 
ti)  its  iodin  content.  To  utilize  it  is  not  to  destroy  it  but  it  is  re- 
!.cd  by  the  thyroifLin  a  process  of  auto-activity. 

'  !»Ote<l  >t  tho  thlrty-nlxth  annual  iii<<tlne  of  the  Atnvrlcan  L.ar\  nir»- 
Tlcal  Aaaoclatlon.  Atlantic  City.  May 
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In  the  state  of  insufficient  iodin  feeding  the  simple  goiter  is  pro- 
duced as  a  compensatory  hypertrophy.  We  are  familiar  with  the 
increased  consumption  of  oxygen  in  thyroid  or  adrenal  feeding  and 
the  effects  upon  tiie  heat  centers  and  metabolism.  The  average 
amount  of  iodin  in  the  normal  thyroid  is  estimated  at  3  mg  per 
gram  of  gland  substance.  It  is  manifestly  obvious  that  the  phys- 
iology of  the  thyroid  and  other  ductless  glands  is  profoundly  af- 
fected by  toxic  disturbances  in  general  and  particularly  by  those 
that  enter  by  the  lymphoid  ring. 

It  is  especially  our  function  as  laryngologi.sts  to  realize  the  direct 
and  definite  physiologic  and  pathologic  relation  of  the  tonsils  to  the 
thyroid  and  to  establish  a  routine  investigation  of  the  effects  of 
tonsillitis,  quinsy  and  other  infections  of  lymphoid  tissue  upon  the 
upper  respiratory  tract.  My  attention  was  called  to  this  subject  by 
the  beneficial  results  of  a  .series  of  tonsillectomies  for  the  relief  of 
recurrent  tonsillitis  and  quinsy  attended  by  incipient  typical  and 
atypical  Graves'  disease.  The  prompt,  permanent  and  prophylactic 
value  of  enucleation  in  this  class  of  cases  adds  another  definite 
indication  to  surgical  procedure  which  is  given  no  attention  in  the. 
literature.  As  acute  aii<l  chronic  tonsillitis  and  peritonsillar  abscess 
are  recognized  as  important  etiologic  factors  in  incipient  exoph- 
thalmic goiter,  tonsillectomy  may  be  classified  then  as  a  prophylac- 
tic measure  in  our  new  and  fashionable  department  of  preventive 
larv'ngology. 

While  it  is  the  purpose  of  this  paper  to  limit  a  discussion  to  the 
thyroid  gland  and  its  relations  to  the  upper  respirator}-  tract  a  fas- 
cinating and  scientific  field  of  research  is  developing  in  contribu- 
tions to  the  inter-relation  of  the  tonsils  with  the  adrenals,  pituitary 
body,  thymus  and  ductless  gland  system  in  general. 

The  diagnostic  signs  of  differentiation  according  to  the  degree  of 
hyper-  or  hypo-thyroidism  established  have  been  definitely  classified 
by  Beebe  and  Rogers  as  follows : 

Hyperthyroidism  :  More  common  in  young  women  from  18  to 
30  years.  Onset  may  be  slow  and  gradual  or  sudden  and  acute. 
Tachycardia,  128-180 ;  pounding  beat  felt  over  a  wide  area ;  often  a 
loud  systolic  murmur  over  apex,  base  and  along  the  great  vessels. 
Irregular  form,  and  very  susceptible  to  the  eflfects  of  exercise. 
Blood  pressure  variable,  generally  low,  pulse  soft  and  full,  marked 
dyspnea  on  slight  exertion.  Marked  edema  of  legs.  Xcn'ous  system. 
Fine  tremor  afifecting  nearly  all  the  muscles,  twitching  and  occasion- 
ally spasms.  Patients  are  abnormally  irritable  and  excitable,  ap- 
prehensive, mentally  verv'  active  and  physically  restless.    Muscular 
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weakness  prominent.  Eye  siflns.  Exophthalmos  generally  present, 
although  it  is  not  invariable.  Occasionally  unilateral,  corresponding 
to  the  side  having  the  enlarged  thyroid  lobe.  \'arious  symptoms 
arise  in  consequence  of  the  exophthalmos.  No  pupillary  changes. 
Gland.  Enlargement  varies  from  nothing  to  very  large  goiter.  The 
blood  vessels  over  the  gland  arc  generally  much  enlarged  and  pul- 
sate markedly.  Right  lobe  generally  the  larger.  Xutrition,  severely 
disturbed  ;  in  most  cases  there  is  a  loss  in  weight  which  may  progress 
to  extreme  emaciation.  .Ap[)etite  variable :  vomiting  anil  diarrhea 
frequent  complications.  Patients  drink  a  great  deal  of  water.  Skin. 
Profuse  perspiration,  erAthema,  urticaria,  dermographia :  pigmenta- 
tion, which  may  occasionally  be  so  marked  as  to  suggest  .Addison's 
disease.  Hair  falls  out.  but  is  not  coarse  and  dry.  Patients  prefer 
thin  clothing  and  cold  rooms.  They  are  more  comfortable  during 
cold  weather.  Temperature  may  be  only  slightly  elevated,  9!>^-100°. 
In  severe  acute  cases  it  runs  often  to  102"-10J".  Urinary  findings. 
In  most  cases  normal  in  volume;  glycosuria  not  unusual;  polyuria 
often  observed  in  later  stages.  Nitrogen  proportions  show  a  \try 
much  decreased  creatinin  excretion,  while  creatin  is  present  in  large 
amounts.  Nitrogen  is  marked  during  the  period  of  emaciation. 
Kli'Dil.  Hemoglobin  low.  Leucopenia  in  severe  cases,  with  a 
marked  relative  lymphocytosis.  Menses  very  irregular  or  complete- 
ly suppressed. 

HvpoTiiYRoroisM  more  common  in  advancing  years  from  35  to  50. 
Onset  slow  and  gradual,  in  many  cases  engrafted  on  an  old  Graves' 
disease.  Heart,  rarely  above  1<*0,  may  be  irregular  with  heaving 
imfiulse.  Pulse  generally  shows  high  tensic>n  and  the  blood  pres- 
~!:m  ;~  .dove  normal.  .\'en>ous  system.  Patient  may  have  some 
tremor  and  muscular  weakness  is  likely  to  be  very  i)r()nounced,  but 
there  is  not  the  same  restlessness  and  jactitation.  Patients  arc  oc- 
casionally irritable,  but  they  arc  generally  dull  and  apathetic  :  mm 
tallv  slow :  memf)ry  defective.  Pains  in  joints  fre(|uent,  ;md  re- 
ferred to  as  rheumatism ;  there  is  a  marked  tendency  toward  sudden 
giving  way  of  the  legs  when  walking.  Eye  signs.  Exophthalmos  is 
unusual,  although  it  may  have  In-en  present  at  one  time.  Gland. 
Oixen  no  enlargement  can  l)e  made  out ;  when  there  is  a  goiter  it 
has  an  elastic,  rubber-like  consistance,  occasionally  cystic  and  nod- 
ular, but  very  distinctly  different  from  the  active  pulsating  gland  of 
Graves'  disease.  .\'ulrilion,  generally  not  seriously  disturbed  ;  pa- 
tients hold  their  weight  an<l  in  most  cases  gain  slowly ;  constipation 
rather  than  diarrhea,  and  flatulency  a  troublesome  habit.  Patients 
do  not  drink  much  water.    Skin,  dry.  may  be  scaly;  patients  <lo  not 
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perspire  on  exertion;  hair  and  nails  dry,  brittle,  and  scalp  scaly. 
Pigmentation  not  common.  Patients  prefer  thick,  warm  clothing 
and  are  cold  most  of  the  time.  .Much  more  comfortable  during  hot 
weather.  Temperature,  subnormal,  may  reach  as  low  as  95°.  Urin- 
ary findings.  Albuminuria  is  not  unusual.  Nitrogen  proportions 
do  not  show  so  marked  a  di.stiirbancc  in  creatinin  and  creatin  ratios. 
In  large  number  of  cases  urine  practically  normal.  Blood.  Hemo- 
globin low,  white  blood  count  normal.  Menses  generally  regular  but 
scanty. 

While  the  degree  of  hyperfunction  is  in  no  relation  necessarily 
to  the  size  of  the  thyroid  it  is  interesting  to  note  that  the  family 
tendency  as  brought  out  in  the  hereditary  story  of  thyroid,  cardiac 
or  nervous  disease  is  frequently  of  important  influence. 

The  history  of  infection,  .shock,  fright,  overwork,  great  fatigue, 
mental  strain,  worry,  or  accident,  will  often  mark  the  onset  of  an 
atypical  or  severe  e.xopthalmic  goiter. 

As  laryngologists,  we  are  ever  alert  to  the  influence  of  systemic 
disease  upon  the  structures  within  our  chosen  fields  of  observation, 
yet  we  are  prone  in  the  hurry  of  routine  office  work  to  thrust  aside 
deeper  investigation.  The  unstable  vaso-motor  nervous  system, 
gout,  rheumatism,  neurasthenia  and  auto-intoxication,  especially 
render  the  subject  liable  to  annoying  symptoms  in  the  nose,  throat 
or  ears. 

Some  of  these  cases  may  be  classified  and  identified  as  thyro- 
parathyroid  insufliciency  and  appropriate  treatment  given  with  re- 
lief. We  recognize  marked  cases  of  cretinism,  infantalism  and  ex- 
ophthalmic goiter  or  senility  for  example  without  difficulty,  but 
the  considerable  number  of  atypical  forms  of  disease  of  the  duct- 
less glands  with  perverted  secretions  and  attending  pathologic 
change  and  discomfort  pass  frequently  without  further  investiga- 
tion. 

The  effects  of  thyroid  toxemia  and  deficiency  upon  the  nervous, 
muscular  and  cardio-vascular  system  are  so  serious  that  we  may 
find  special  and  early  symptoms  in  the  upper  respiratory  tract. 

When  the  routine  examination  of  the  nose,  throat  and  ears  in- 
cludes the  cervical,  post-cervical  glands,  thyroid,  and  thymus,  it 
may  be  possible  to  abort  an  incipient  case  of  Graves'  disease  or  of 
pulmonary  tuberculosis.  These  conditions  are  frequently  associated 
with  low  resistance  to  infection. 

Our  observation  may  include  the  size  of  the  hypertrophy,  con- 
sistence, shape,  one  or  both  lobes,  diameter  of  the  neck,  pulsation, 
or  bruit.    We  may  verify  our  suspicions  before  referring  the  case 
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to  the  internist  for  diagnosis.  The  pulse  will  be  observed  as  to 
rate,  (|iiality,  arterial  tension  and  effect  of  exercise.  The  ner\ous 
symptoms  especially  are  those  of  tremor,  twitching,  jactitation,  in- 
somnia, dreams  or  disturbed  mental  condition.  VVe  may  also  find 
dry  or  moist  skin,  dry,  dead  or  falling  hair,  brittle  nails,  pigmenta- 
tion, eruptions,  dermographia,  dyspnea,  fatigue,  nausea,  temper- 
ature. 

Again  we  may  return  to  the  symptoms  and  signs  in  detail  as  ob- 
served in  our  special  fiehl. 

In  moderate  or  severe  thyroid  insufficiency  we  may  find  a  dry 
mouth  and  throat  increased  with  excessive  dyspnea  on  exertion ; 
voice,  husky  or  thick ;  muscles  of  throat  tire  more  easily ;  defects 
or  changes  in  speech.  The  mucous  membrane  of  the  lips,  mouth, 
tongue,  pharynx  or  larj-nx  may  be  swollen  and  dry.  The  laryngeal 
muscles  may  show  insufficiency. 

Matthews  has  reported  289  cases  of  laryngeal  paralysis  in  one 
thousand  cases  of  goiter,  seventeen  of  which  were  bilateral.  In  my 
experience,  a  number  of  cases  have  exhibited  slight  motor  insuffi- 
ciency according  to  the  size  of  the  goiter  and  the  varying  degrees  of 
pressure.  It  would  seem  to  me  that  as  many  of  these  cases  have 
passing  insufficiency  it  is  scarcely  tenable  to  term  this  condition 
laryngeal  paralysis.  It  is  quite  remarkable  that  a  change  in  voice  is 
not  necessarily  in  proportion  to  the  degree  of  insufficiency. 

Perversion  of  taste  may  occur.  Howard  observed  six  with  ab- 
normal taste  in  a  series  of  thirty-two  cases.  Hume  and  Prudden 
report  as  high  as  one-third  abnormal  after  a  careful  testing  of  the 
sense  of  taste.    These  occur  usually  in  hypo-thyroidism. 

In  Graves'  disea.se,  taste,  smell  and  hearing  are  rarely  affected. 
In  severe  deficiency  of  thyroid  secretion,  hemorrhages  from  the 
nose,  throat  or  gums  are  commoru  The  amount  of  dyspnea  may 
simulate  cardiac  or  pulmonary  disease  of  .severe  type.  This  modi- 
fication f)f  the  oxygen  supply  due  to  the  adrenal  insufficiency  may 
bring  about  a  marked  effect  u{x>n  the  hair,  nails  and  skin. 

Dyspnea  in  hypcr-thyroidism  occurs  after  damage  to  the  heart 
muscle  has  occurred.  In  myxedema,  we  occasionally  observe  an  in- 
filtration of  the  na.sal  mucous  membrane  followed  by  thickening 
and  occasional  ol>struction  by  a  gelatinous,  waxy  or  yellowish  secre- 
tion. This  may  be  attended  by  symptoms  of  a  cramped  and  swollen 
feeling  in  the  throat.  Pharynx  and  lar)nx  may  assume  a  bluish 
tinge  or  earlier  a  pale,  yellowish  color.  Angio-neurotic  phenomena 
fHcur  with  relaxed  or  clongatetl  conditions  of  the  uvula.  The  intcr- 
arytenoid  fold  may  be  transparent. 
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The  dry  and  husky  throat  of  Graves'  disease  may  be  attended  by 
symptoms  of  cough,  temp€rature,  ynilateral  bruit,  loss  of  weight, 
pre-cordial  pain,  apprehension,  and  anemia  which  may  lead  to  a  sus- 
picion of  mistaken  diagnosis  o^  pulmonary  tuberculosis,  and  call  in 
proper  diflfcrentiation.  In  Graves'  disease,  hyperemia  of  the  pharyn- 
geal, bronchial  and  pulmonary  mucosa  is  common. 

The  thyroid  gland  under  hyper-function  is  often  hard,  and  in 
this  condition  gives  rise  to  greater  pressure,  which  is  frequently 
the  exciting  cause  of  tracheal  cough.  This  may  be  modified  by 
change  of  position  and  improve  with  a  softer  consistency  of  the 
gland.  Some  of  these  cases  exhibited  periodicity  in  their  intervals 
of  exacerbation  and  quiescence.  ..  . 

The  abnormal  psychic  condition  of  the  individual  upon  his  dis- 
covery of  an  enlarged  thyroid  gland  immediately  assumes  a  serious 
phase  of  apptehension  unless  he  is.  managed  with  great  care  and 
foresight.  •     ■"  ■    ,  ■     • 

As  apprehension  is  one  of  the  predominating  symptoms  it  is 
often  possible,  without  very  great  care,  to  alarm  these  individuals 
and  produce  a  serious  hj^wchondriacal  condition:  »    r     , 

In  considering  the  therapy  of  thyroid  disease  in  general,  it-is 
understood  that  the  great  majority  of  drugs  are  entirely  -useless 
except  when  occasionally  indicated  for  the  control  of-  special 
symptoms.  An  enormous  number  of  therapeutic  measures  have  re- 
ceived the  endorsemntof  many  sf>lendid  physicians.  It-is,  <h<re- 
fore,  a  question  of  serious  consideration  to  kiiow  what  we  c^n-.  do 
for  these  patients  that  offers  soroetliing  of  value..       ..-   -•  - :  ,j-.,i 

The  therapeutic  measuresr  which  wevadopt-at' the  present  .tinje 
are  those  selected  by  elimination  after  a  study  oi  these  individuals 
for  many  yeansr-  Rest  and  often  ar  change  of  (environment  arp 
absolutely  essential  to  -  the  >  ultimate^TtcontrGl  .M  .  thyroid  disease. 
Psychic  controland  managem^t  together-with  sedative  therapeu- 
tic suggestion  isr  of  urltold  value.  The  question^  success  irt  th^ 
treatment  and  Tccover)'-  of  inci{)ient  exophthalmic,  goiter-  will  fre- 
quently depend  .upon  these  two  essentials. 

In  myxedema'  and- particularly  in  the  atypical -fofms,  great  rejief 
and  permanent  improvement  is  usually  attained  by^  a  careful  plan 
of  administration  of  thyroid  extract  and  iodin  in  carefully  selected 
dosage  of  carefully  selected  preparations.  The  action  of  thethyroid 
protein  is  specific  and  within  the -realja  of -prompt  obser\-^taon. 
The  secretions  of  the  myxedematous,  throat  and  -nassaj  passages 
become  greatly  improved,  and;  the  combinajtion  of  the  thyroid  pro- 
teids  of  Rogers,  the  proteids  of  pancreas  or  adrenals  and  iodin  wiJl 
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frequently  bring  about  striking  improvement.  1 'roper  use  of  the 
galvanic  cauterj' — the  anode  electrode  applied  along  the  cervical, 
sympathetic  and  the  cathode  applied  to  the  neck,  with  a  one  miliam- 
pere  current' gradually  increased— is  often  attended  by  an  im- 
provement in  the  consistency  and  size  of  the  thyroid. 

Operative  interference,  either  ligation,  or  enucleation,  should  not 
be  postponed  in  cases  where  medical  treatment  does  not  show  im- 
provement after  a  reasonable,  time.  The  results  depend  greatly  up- 
on the  skill  of  the. .surgeon,,  as  a  number  of  serious  results  may 
testify.  The  use  of  hypodermic  iodin  or  the  green  citrate  of  iroa 
is  often  of  great  service  in  remlering  the  vaso-motor  system  more 
stable.  Many  cases  of  the  myxedematous  type  improve  greatly 
under  the  administration  of  pure  iodin.  The  study  of  the  individual 
cases  alone  can  definitely  determine  this  problem. 

The  internal  secretions  and.  their  relations  to  pathogenesis,  phy- 
siology, and  therapeutics  deserve  our.most^rious  study,  .  The  role 
which  they  assume  a^  oxygen  carriers  and  active  principles  of  stiraii'-. 
lation  to  the  blood  cells-  of  the  body  deserv*  our  interest.  Thqip 
rolt  as  .immunizing  and. sensatiziag  .functions  is  worthy  of  increa.s-- 
ed  scientific  interest.  Their  infliiencc  as  governors  over  the  vaso- 
rao.tor  centers  and  regulators  x){  liarmony  in  the  functions  of.  the 
lyniphoitj  tissue  of  the  throat  is  indeed  significant. 

We  are  unable  as  specialists  tp,  unravel  many.  ,o(  these  great 
mysteries  pf  bio-cjicmibtni',  \\>  must-call  upon  our  laboratory -coN 
leagues  with  tJic  spirit  of  research  aij^^untiripg  devqtign-tp  scientific 
investigation  to.  solve  these- pcpbleoyi.. for  us.  Individually  we  can 
oflFcr  only  *jur  clinical.  n\ite. .  Yq\  it  w.ould  seem  that  the  laryngol- 
ogist  and  otologist  has  sufTicicnt  intefcst  in  the  ncwjcr  fields  of  or-t 
gano-therapy^jid  patholog>-  of  the  ductless  glands  to  demonstrate 
tiiat  the  thyroid  and  the  .tonsillar,  ring  are  involved  in  stich  a  deUr 
catc  and  complex  intcf-tdationship  that- our  special  ojnnion  in  this 
field  of  researcJi  may,  wc..hope,..spon  provc.suQicicut  Uxf^iW  the.  atj 
tcntion  of  t))e  internist,  t\^,  neurologist,  jin^  the  general  surgeon 
to  the  fact  that  an  examination  of  t)ic  nos^,  throat,. e^rs  and  larynx 
IS  at  lea.st  in  all  modesty  worth  the  ctlort. 

32  West  Adams. Avenge. 


SUSPENSION  LARYNGOSCOPY  IN  CHILDREN.* 

Dr.  Robert  Levy,  Denver. 

Since  the  discovery  of  the  laryngoscope  by  Garcia  no  more  in- 
teresting chapter  in  the  history  of  larjngology  has  been  written 
than  the  most  recent  one  by  Killian''^  in  which  he  describes  the  dis- 
covery of  suspension  laryngoscopy.  The  original  conception  of  a 
method  by  which  a  more  definite,  comprehensive  and  a  closer  view 
of  the  interior  of  the  larynx  might  be  obtained  was  an  epoch-mak- 
ing thought  and  when  after  many  trials  on  the  cadaver  extending 
over  a  period  of  two  years,  and  many  alterations  in  instruments  he 
was  finally  rewarded  with  a  picture  of  the  larynx  and  surrounding 
parts,  the  like  of  which  had  never  been  obtained. before,  one  can 
imagine  his  sense  of  pleasure.  In  addition  to  this,  when  the 
operator  realized  that  the  patient  comfortably  submitted  to  pro- 
longed examinations,  that  he  did  not  need  the  aid  of  assistants,  and 
that  both  of  his  hands  were  free  for  any  desired  manipulation,  his 
sensation  must  have  been  akin  to  exaltation. 

Since  Killian's  original  communication  suspension  laryngo- 
scopy has  been  elaborated,  its  limitations  and  advantages  having 
been  carefully  proved  and  commented  upon.  It  has  generally  been 
conceded  that  in  adults  its  limitations  are  greater  than  in  children 
and  in  a  personal  communication  from  a  former  student  now  in 
Berlin,  suspension  does  not  seem  to  be  used  as  much  as  it  was.  In 
children,  however,  all  observers  early  recognized  its  value  even  be- 
fore it  had  been  tried  out  in  many  cases. 

The  difficulties  attending  the  use  of  the  laryngoscope  in  young 
children  have  often  been  so  great  that  frequently  no  satisfactory 
examination  could  be  obtained.  These  difficulties  became  increased 
when  an  attempt  was  made  to  perform  any  intra-lar>ngeal  opera- 
tion, so  that  in  very  young  children,  especially,  it  was  practically 
impossible  to  perform  any  manipulation  per  vias  naturales. 

Direct  laryngoscopy  and  tracheoscopy  offered  a  solution  to  this 
difficult  problem  that  was  enthusiastically  adopted  by  the  profession. 
There  are,  however,  many  advantages  in  the  suspension  method 
over  that  of  the  ordinary  direct  endoscopy.  By  the  latter  method 
one  obtains  but  a  limited  view  while  by  suspension  the  entire  field 
and  surrounding  parts  are  clearly  before  one.  In  operations  both 
hands  are  free  so  that  one  may  with  ease  perform  an  operation  in 

•Read  at  the  twentieth  annual  meeting  of  the  American  l.aryngrological, 
Rhinolo^ical  and  Otological  Society.  Atlantic  City,  June  20,  1914. 
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this  region,  keeping  the  parts  free  from  blood  and  secretion  with- 
out difticuhy.  During  suspension,  the  danger  from  asphyxia  may 
be  said  to  be  nil  while  we  all  know  that  in  tlie  direct  method, 
especially  if  the  trachea  is  entered,  this  complication  is  one  which 
must  be  reckoned  with.  Besides  the  advantages  enumerated  it  is 
remarkable  how  clear  a  view  may  be  obtained  of  the  anterior  com- 
missure of  the  larynx  and  of  the  trachea.  This  statement  applies 
particularly  to  children.  In  adults  the  most  difficult  region  to  bring 
into  view  has  been  the  anterior  commissure  and  although  numerous 
modifications  of  Killian's  original  apparatus  have  been  presented,  it 
is  believed  that  this  difficulty  represents  an  important  limitation  to 
the  method. 

The  after-effects  of  the  suspension  method  of  e.xamination  are 
of  no  more  serious  moment  than  those  of  the  most  simply  laryngeal 
manipulation,  while  in  the  ordinary  direct  method,  annoying,  not  to 
say  serious,  swelling  and  edema  have  resulted  in  children. 

The  tcchnic  of  this  procedure  in  children  differs  but  slightly 
from  that  in  adults.  It  may  be  said  to  be  somewhat  easier,  although 
in  no  event  can  this  procedure  be  considered  a  difficult  one.  It  is 
not  necessary  to  draw  the  tongue  forward,  nor,  in  fact,  to  pay 
attention  to  the  tongue.  It  is  not  necessary  that  the  head  hang  far 
over  the  table;  in  fact,  if  a  pillow  lie  placed  under  the  shoulders  the 
head  may  even  rest  upon  the  table.  In  many  instances,  especially 
when  examining  or  operating  in  the  esophagus,  the  spatula  need 
not  be  brought  over  the  ejiiglottis,  but  resting  well  at  the  base  of 
the  tongue  it  will  bring  the  parts  into  perfect  view.  Somewhat 
more  difficulty  has  been  encountered  in  tracheotomized  cases  than 
in  non-tracheotomized  ones.  The  secretions  and  blood  flow  by 
gravity  away  from  the  field  of  operation  but  sponging  may  be  easily 
carried  out  and  if  necessary  the  parts  may  be  kept  dean  by  gentle 
suction,  using  a  small  electric  suction  pumi". 

The  question  of  anesthesia  in  children  i:^  an  nniMdum  one. 
.As  a  rule  local  anesthesia  is  not  entirely  satisfactory.  The  child's 
^•o-opcration  can  not  always  lie  obtained  even  though  one  succeeds 
in  anesthetizing  the  parts.  Often,  in  order  to  obtain  sufficient  anes- 
thesia to  i)enuit  any  extendcti  investigation,  cocain  must  be  used 
in  considerable  quantity  which  is  conceded  to  be  attended  with  de- 
rided danger  in  children.  I  have  attempted  a  number  of  examina- 
tions in  young  children  without  any  anesthesia  whatever.  In  one 
instance,  a  baby  alwut  a  year  old  was  satisfactorily  examined  and 
a  papilloma  successfully  removed  from  the  larynx.  It  was  after- 
wnrds  shown,  howrvcr.  that  other  )inpillomatous  growths  had  been 
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overlooked.  On  the  whole,  general  anesthesia,  preferably  chloro- 
form, has  given  me  the  best  results.  The  Junker  apparatus  and  tube 
add  very  much  to  the  comfort  and  facility  with  which  the  anesthesia 
may  be  continued.  Most  of  us  will  concede  that  chloroform  is 
somewhat  more  dangerous  than  ether  but  the  excessive  secretion 
produced  by  the  latter  is  a  disadvantage,  although  not  sufficiently 
great  to  condemn  its  use  by  those  who  are  unalterably  opposed  to 
cliloroform. 

The  specific  uses  to  which  suspension  laryngoscopy  has  been  ap- 
plied have  been  numerous,  despite  the  fact  that  it  has  been  in  use 
so  short  a  time.  It  has  been  used  (1)  in  the  examination  of  cases 
for  diagnosis;  (2)  for  operations  through  the  natural  passages;  (3) 
for  the  removal  of  foreign  bodies. 

In  making  an  examination  of  the  upper  air  passages  the  hypo- 
pharynx  has  frequently  been  overlooked.  This  method  brings  it 
into  view  better  than  any  other  means  at  our  command.  All  por- 
tions of  the  larynx  and  some  of  the  trachea  are  clearly  seen,  being 
brought  closer  to  the  observer's  eye  than  by  other  methods.  The 
field  brought  into  view  is  not  limited  and  the  relations  of  surround- 
ing parts  are  definitely  established.  The  esophageal  opening  is  eas- 
ily outlined,  enabling  one  to  manipulate  the  upper  part  of  this  tube 
with  ease.  Operations  in  the  pharynx,  hypo-pharynx,  larynx, 
trachea,  upper  part,  and  beginning  of  the  esophagus  may  be  carried 
out  with  ease  and  deliberation.  Foreign  bodies,  especially  impacted 
ones  and  those  requiring  some  manipulation  for  their  delivery,  are 
more  readily  removed  because  of  the  advantage  given  by  the  free 
use  of  both  hands.  The  following  is  a  brief  summary  of  the  re- 
corded uses  to  which  suspension  in  children  has  been  put: 

Albrecht'  reports  the  following:  Eight  cases  of  papilloma  in 
children  from  4  to  9  years  of  age  in  all  of  which  these  growths  were 
successfully  and  completely  removed.  Two  cases  of  tuberculosis  of 
the  larynx  of  which  the  first  was  a  child,  13  years  of  age.  There 
was  dyspnea  due  to  infiltration  of  the  ventricular  bands  with  edema 
and  granulations  of  the  vocal  bands.  Relief  was  obtained  by  the 
removal  of  the  infiltration  and  granulations.  The  second  was  a 
child,  9  years  of  age,  with  stridor  from  infiltrated  ventricular  bands 
with  ulceration ;  relief  by  removal  of  the  infiltration.  Three  tonsil- 
lectomies in  children  aged  4,  7  and  8  years,  respectively. 

Henrich'"  reports  the  case  of  a  child  3J/S  years  of  age.  with 
papillomata  of  both  arytenoids,  in  the  subglottic  region,  in  the  hypo- 
pharynx  and  in  the  esophageal  entrance,  successfully  operated  upon. 

DaviV  speaks  of  the  examination  of  an  infant,  4  months  old, 
suffering  from  larj'ngeal  stridor.     The  cause  was  not  determined. 
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In  a  child.  ;J  years  of  age,  said  to  be  suflfering  from  laryngeal  or 
tracheal  olistruction,  suspension  was  unsuccessful.  Bronchoscopy 
succeeded  hut  failed  to  reveal  the  cause  of  the  dyspnea.  Davis'  also 
removed  a  safety-pin  from  the  larynx  of  a  child,  11  months  old, 
and  a  coin  from  a  child,  4  years  old,  that  had  lodged  in  the  eso- 
phagus. 

Seifert'  reports  the  case  of  a  child,  3  years  of  age.  from  whose 
esophagus  a  coin  was  delivered.  A  child,  2  years  of  age,  suflFermg 
from  pai>illoma  was  saved  from  tracheotomy  by  direct  curettement. 
In  a  child,  5  years  of  age,  he  removed  a  bone  from  the  larynx. 
Seifert  recommends  this  method  for  the  removal  of  vocal  nodules 
in  children,  for  the  excision  of  a  portion  of  tumors  for  histological 
examinations,  for  the  removal  of  sub-glottic  granulations  and  for 
the  diagnosis  of  laryngeal  diphtheria. 

I-'reudenthal"  reports  two  most  interesting  cases  of  post-pharyiigeal 
abscess  in  children,  1(>  and  IS)  month.s  old.  successfully  operated 
upon.  He  also  speaks  of  its  uses  in  tonsillectomy,  having  performed 
this  operation  under  suspension  in  twenty  children. 

Iglaucr'"  re|)orts  the  case  of  a  child,  :i  years  old,  successfully 
operated  upon  for  papillomata  of  the  larynx ;  also  that  of  a  child. 
5  years  of  age,  from  whose  larynx  he  removed  a  broken  safety-pin 
that  had  been  there  five  months.  Three  cases  of  enucleation  of  the 
tonsils  were  undertaken  by  him.  He  states  that  he  could  see  no 
s[)ccial  advantage  in  this  procedure  over  the  ordinary  method. 

I  desire  to  report  briefly  the  following  cases.  Case  i.  W.  L.. 
aged  12.  Moderate  tul»<?rculosis  of  the  pharynx,  extensive  tuber- 
culosis of  the  larynx  with  ulcerations  and  edema.  This  little  patient 
NufTered  from  slight  dyspnea  which  gradually  became  worse  until 
tracheotomy  was  necessary.  Following  the  tracheotomy  the 
jiatient's  condition  rapidly  improved  with  ultimate  healing  of  all 
ulcerations  hut  marked  cicatricial  formation.  This  was  before  the 
days  of  suspension  laryngoscopy.  Four  years  after  the  tracheotomy, 
under  suspension  various  attempts  were  made  to  remove  the  cica- 
tricial tissue  and  dilate  the  stenosed  larynx.  The  result  was  only 
partially  successful  and  the  patient  is  now  being  treated  by  eradual 
dilation  with  Schrocttcr's  tubes. 

Case  2\  A.  C,  aged  2  year*  and  seven  months.  At  the  age  of 
n  months  the  child  drank  .some  corrosive  liquid,  since  which  time 
^he  has  Ihjcu  able  to  swallow  only  liquids.  For  the  past  nine  days 
sIk  has  been  able  to  take  liquids  only  by  spoonfuls.  Parents  sus- 
pect foreign  l)o<|y.  X-ray  examination  with  bismuth  in  ice  cream 
shown!  a  small  line  in  the  n()per  extrcmiiv  of  tin-  rsfjpli.iijtm  hnf  it 
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was  not  recognized  as  indicating  a  foreign  body.  Bismuth  was 
found  in  the  stomach.  Diagnosis,  stricture.  Under  suspension  the 
esophageal  entrance  was  readily  explored.  Esophagoscope  failed  to 
enter.  Small  bougie  after  some  manipulation  passed  into  the  stom- 
ach. I^arger  bougie,  three  millimeters  in  diameter,  also  successfully 
passed.  Following  the  manipulation,  the  anesthesia  having  been  dis- 
continued, retching  and  vomiting  took  place,  expelling  a  plum  seed. 

Cose  .?:  This  case  occurred  in  the  practice  of  Dr.  Lockard  of 
Denver  through  whose  courtesy  I  am  permitted  to  report  it  here. 
A  girl,  aged  20  months,  drank  strong  solution  of  lye  about  six 
weeks  prior  to  coming  under  observation.  For  forty-eight  hours 
previous  to  the  first  examination  she  was  unable  to  swallow  any- 
thing. Under  general  anesthesia  suspension  laryngoscopy  brought 
the  mouth  of  the  esophagus  into  plain  view.  It  was  impossible  to 
introduce  the  smallest  Jackson  esophagoscope.  A  small  probe  fol- 
lowed by  an  olive  bougie,  three  millimeters  in  diameter,  was  finally 
passed,  locating  the  stricture  at  seven  and  eight  inches,  respectively, 
from  the  teeth.  Four  hours  later  she  was  able  to  swallow  liquids. 
As  it  was  impossible  to  pass  an  esophagoscope  the  suspension  larj'n- 
goscope  was  an  indispensable  instrument,  enabling  one  to  find  and 
safely  pass  the  very  small  opening. 

Case  ./:  M.  C,  aged  2^  years.  Hoarseness  for  five  months. 
On  direct  laryngoscopy  under  chloroform  anesthesia,  multiple  papil- 
lomata  were  found  springing  from  the  vocal  bands  and  from  the 
base  of  the  epiglottis.  An  attempt  to  remove  these  was  made,  result- 
ing in  sudden  asphyxia  which  demanded  immediate  tracheotomy 
and  artificial  respiration.  Three  months  later  papillomata  were  re- 
moved under  suspension  by  means  of  Corde's  straight-cutting  for- 
ceps or  double  curette.  Five  subsequent  operations  have  been  per- 
formed. At  various  times  in  spite  of  the  tracheotomy  tube  alarm- 
ing dyspnea  has  occurred.  Suspension  laryngoscopy  revealed  at 
these  times  sub-glottic  and  tracheal  papillomata  which  were  success- 
fully removed.  Recurrence  has  taken  place  from  time  to  time  and 
although  the  voice  has  been  partially  restored,  the  child  still  wears 
the  tracheotomy  tube. 

Case  5:  D.  P.,  aged  8  months;  hoarseness  since  age  of  5 
months.  At  birth  child  gagged  and  was  blue  for  one-half  hour. 
Has  always  cried  but  little.  At  present  aphonia  is  nearly  complete. 
Under  suspension  and  general  anesthesia  multiple  papillomata  were 
removed  from  the  anterior  commissure.  Voice  restored.  Four  sub- 
sequent operations  under  general  anesthesia  and  one  with  no  anes- 
thesia whatever  have  kept  the  larynx  fairly  free.    Prior  to  the  last 
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operation  slight  stridor  in  breathing  was  noticeable.  Following  this 
operation  the  voice  returned,  though  husky  in  character,  and  the 
difficult  breathing  was  completely  relieve*!.  Papillomata  were  found 
^u{)ra-glottic  and  infra-glottic. 

J  have  been  unable  to  find  records  of  papillomata  removed  by 
suspension  in  a  child  of  this  age,  although  Jackson  reports,  in  a  per- 
sonal communication,  the  case  of  an  infant,  6  hours  old,  from  whose 
larynx  he  removed  a  papilloma  by  direct  laryngoscopy. 

Case  6:  A.  G..  aged  10  years.  Hoarseness  with  a  history  of 
having  inspired  two  days  ago  an  immature  wild  oat  or  wheat  head. 
Indirect  laryngoscopy  was  readily  carried  out  and  revealed  a  green 
mass  in  the  anterior  commissure.  .Although  the  child  was  unusually 
tractable  it  was  impossible  to  remove  the  foreign  body  by  the  laryn- 
.ijoscopic  mirror  and  forceps.  Under  suspension  and  chloroform  an- 
esthesia, removal  was  accomplished  with  the  greatest  facility. 
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ROUTINE  USE  OF  THE  BRONCHOSCOPE  IN  THE  OUT- 
PATIENT DEPARTMENT.* 

Dr.  Robert  F.  Ridpath,  Philadelphia. 

Since  the  time  of  Kirstein's  embrj-onic  attempts,  faiUires  and  suc- 
cesses, bronchoscopy  has  wavered,  suffered  relapses,  regained  lost 
ground,  and  is  now  coming  to  the  front  to  its  own  and  recognized 
place  in  diagnostic  and  therapeutic  laryngology.  Unfortunately,  the 
proper  manipulation  and  technic  of  bronchoscopic  examination  is 
hard  to  master  and  requires  time,  patience  and  Constance  practice 
and  we  are  reminded  more  and  more  of  the  words  which  the  father 
of  bronchoscopy  in  America,  Dr.  Jackson  of  Pittsburgh,  used  in 
his  paper,  read  before  the  International  Convention  of  Medicine  in 
London  last  year,  "That  this  is  a  specialty  of  a  specialty  and  should 
only  be  practiced  by  one  or  two  men  in  a  large  city."  This  is  un- 
questionably true  as  far  as  the  extraction  of  foreign  bodies  is  con- 
cerned, but  a  more  universal  use  of  the  bronchoscope  for  diagnostic 
and  therapeutic  purposes  I  think  might  be  advantageously  em- 
ployed. You  will  notice  a  deviation  from  practically  all  former 
technic  in  the  passing  of  the  instniment  on  the  cases  we  will  ex- 
amine to-night,  and  I  hope  the  few  points  I  present  may  be  of  bene- 
fit to  all. 

A  general  or  local  anesthesia  is  essential ;  although  examinations 
have  been  repeatedly  successfully  made  without  either.  A  low- 
stool  standing  fifteen  to  eighteen  inches  from  the  floor,  preferably 
having  a  concave  back  to  give  the  patient  a  slight  forward  tilt,  is 
necessary  for  examining  all  cases  under  local  anesthesia.  Confi- 
dence in  yourself  and  instilled  into  your  patient  by  your  every  ges- 
ture and  movement  is  one  of  the  main  points,  and  counts  tremen- 
dously in  your  successful  examination.  From  the  time  of  your  first 
application  of  the  anesthetic  imtil  the  tube  has  been  withdrawn 
nothing  must  excite  the  patient's  ever-ready  susceptible  mentai 
anxiety  and  cause  reflex  movements. 

As  we  have  all  kinds  and  types  of  patients, — the  neurotically 
ner\'ous,  the  hysterically  hypersensitive, — so  we  have  the  inquisi- 
tive, the  sensible  and  the  boozy-breath  variety,  but  if  there  is  really 
a  condition  which  has  been  defying  the  ordinary  therapeutic  meas- 

•Read  at  the  meeting  of  the  Philadelphia  Laryngologlcal  Society,  October 
Cth,    1914. 
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ures  and  has  finally  become  a  question  of  "I  want  to  know  what 
is  wrong"  with  the  patient,  you  will  have  very  little  difficulty  in 
getting  your  examination. 

Anesthetising.  With  the  patient  sitting  in  the  regular  position 
for  an  ordinary  examination,  the  applicator  saturated  with  a  20  per 
cent  cocain  solution  is  applied  to  the  tonsillar  pillars,  tonsils, 
pharyngeal  wall  and  base  of  tongue.  This  is  done  quickly  or  slowly 
according  to  the  sensitiveness  of  the  patient,  but  can  almost  always 
be  accomplished  in  one  application ;  it,  however,  must  be  most 
thorough.  A  small  amount  of  solution  of  adrenalin  added  to  the 
cocain  will  bring  about  a  quicker  anesthesia  of  the  membrane  but 
for  the  initial  examination  is  not  advisable  because  of  its  bleaching 
qualities,  tliercby  possiblv  maskincf  the  ven,-  condition  we  are  look- 
ing for. 

The  patient  is  now  asked  to  expectorate  any  mucus  in  the  throat. 
This  to  a  great  extent  prevents  the  swallowing  and  absorption  of 
any  excess  of  cocain  solution  which  had  been  applied. 

After  waiting  three  to  five  minutes  the  second  application  of  the 
anesthesia  is  made  by  means  of  the  laryngeal  applicator,  a  von 
Eicken's  laryngeal  retractor  or  a  Bunting's  laryngeal  syringe.  The 
same  strength,  viz :  20  per  cent  solution  of  cocain  is  used.  The 
[)aficnt  is  given  a  small  pad  of  gau/e  and  told  to  extrude  the  tongue 
and  hold  it.  Do  not  allow  your  patient  to  pull  forcibly  on  the 
tongue ;  this  causes  considerable  uneasiness,  gagging,  reflex  move- 
ments and  excoriations  of  the  under-surface  of  the  tongue  due  to 
pressure  on  the  teeth. 

With  the  aid  of  a  heated  laryngeal  mirror,  the  applicator  is  now 
passed  over  the  edge  of  the  epiglottis  and  the  laryngeal  surface 
painted.  The  applicator  is  now  <lcpressed,  thereby  coming  in  con- 
tact with  the  arytenoids,  the  aryepiglottcal  folds  and  cords.  These 
are  thoroughly  coated  and  the  applicator  is  allowed  to  remain  in 
this  position  for  a  minute  or  two.  The  patient  is  again  requested  to 
spit  out  any  secretion  in  the  mouth. 

It  will  be  noticed  that  this  is  done  by  one  application,  instead  of 
irritating  your  patient  l>y  repeated  dabs  here  and  there,  each  re- 
c|uiriny  ojH'ning  of  the  mouth,  correspondingly  more  saliva,  cough 
and  expectoration.  It  is  surprising  what  a  slight  amount  of  gag- 
ging or  reflex  coughing  is  produced  by  the  cocain-coatcd  cotton 
a[»plicator  when  brought  into  absolute  contact  and  a  slight  pressure 
exerted  instead  of  a  quick  passing  over  the  tissues  with  the  ordin- 
ar>-  painting  motion.  Occasionally  we  meet  with  a  patient  who 
cannot  put  out  his  tongJie.    It  i*;  therefore  impossible  to  catch  hold 
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of  it ;  so  it  must  accordingly  be  depressed  with  a  tongue  depressor. 
If  we  meet  with  a  very  marked  overhanging  epiglottis  it  can  gen- 
erally be  overcome  by  asking  the  patient  to  sing  a  high  pitch  "E" 
or  to  inspire,  in  a  panting  fashion  of  sharp,  quick  inhalations. 

If  a  direct  examination  of  the  larynx,  cords  or  hypo-i)harynx 
is  wished,  the  ti.ssues  are  now  sufficiently  anesthetized  to  permit  it. 
If,  however,  we  intend  to  pass  the  bronchoscope,  a  third  application 
of  cocain  is  necessary  and  may  be  done  by  either  of  the  following 
methods : 

The  vSkillern  method :  We  use  a  long  tracheal  applicator,  the 
distal  end  of  which  is  bent  at  a  sHght  angle  for  three  inches  in  order 
to  glide  in  front  of  the  arytenoids.  It  has  a  cork  screw  or  rat  tooth- 
end,  in  which  the  cotton  applicator  impregnated  with  10  per  cent 
cocain  solution  is  held.  The  patient  again  holds  the  extruded 
tongue  and  by  the  help  of  a  laryngeal  mirror  the  applicator  is  passed 
into  the  larynx  and  lies  on  top  of  the  cords.  A  slight  spasmodic 
contraction  of  the  ventricular  bands  is  very  likely  to  occur,  prevent- 
ing further  progress  until  a  relaxation  takes  place  which  occurs  in 
a  minute  or  so.  The  patient  lets  go  the  tongue  and  bends  the  head 
back,  thereby  bringing  the  trachea  and  larynx  in  a  more  direct  line. 
He  is  asked  to  take  a  deep  inhalation,  thus  widening  the  glottic 
opening,  when  with  a  gentle  pressure  the  applicator  slips  into  the 
glottis  and  trachea  to  the  bifurcation. 

The  Killian  or  Bruening  method :  After  the  upper  larynx  has 
been  anesthetized  the  .spatula  autoscope  is  passed  behind  the  epi- 
glottis and  the  epiglottis  brought  forward,  bringing  into  view  the 
arytenoids  and  cords. 

A  long,  tracheal  applicator  similar  to  the  one  employed  in  the 
Skillern  method,  only  straight,  is  used,  on  which  is  the  cotton  ap- 
plicator with  a  10  per  cent  solution  of  cocain.  The  anesthesia  is 
passed  through  tlie  autoscope,  through  the  glottis,  and  applied  to 
the  walls  of  the  trachea  as  far  as  the  bifurcation,  or  maj'  even 
enter  the  bronchi.  I  shall  speak  later  of  anesthetising  the  lower 
bronchi.  Our  patient  is  now  ready  for  a  bronchoscopic  examina- 
tion. 

Technic : — The  clothing  is  loosened  around  the  neck,  the  collar 
taken  off,  if  the  patient  be  a  man,  any  plate  teeth  removed  and  the 
patient  placed  on  the  low  stool.  They  are  now  told  what  is  ex- 
pected of  them  and  what  we  are  attempting  to  do.  They  are  also 
told  that  if  at  any  time  during  the  passing,  or  while  the  instrument 
is  in  position,  they  wish  it  removed  to  raise  the  right  hand  and 
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you  will  comply  with  their  request  immediately.  You  will  find, 
particularly  on  a  new  patient,  this  will  occur  and  you  retain  their 
confidence  by  the  instant  withdrawal  of  the  tube. 

The  mirror  and  bronchoscopic  tube  are  heated  to  prevent  con- 
densation of  breath  on  its  surface,  and  to  bring  the  metallic  tube 
nearer  to  the  body  temperature;  the  outside  of  the  bronchoscope  is 
lubricated  with  sterilized  olive  oil,  vaseline  or  other  lubricant;  the 
patient's  knees  are  placed  between  the  operator's,  who  stands  direct- 
ly in  front.  The  left  forefinger  is  placed  under  the  upper  lip  of 
the  patient  and  pushed  up;  thus  preventing  abrasion,  lifting  the 
mustache  out  of  vision,  and  also  acting  as  a  guide.  The  thumb  may 
either  support  the  finger  or  else  rest  on  the  lower  teeth.  The 
patient's  head  is  now  bent  slightly  backwards  and  the  instrument 
is  inserted  into  the  mouth,  passed  back  to  the  base  of  the  tongue 
and  the  handle  slightly  elevated,  thus  allowing  the  distal  end  to 
slide  over  the  base  of  the  tongue  until  we  see  the  lingual  surface 
of  the  epiglottis.  The  index-finger  of  the  left  hand  now  leaves  the 
upper  lip  and  half-circles  the  tube  about  the  center  of  its  position 
along  the  dorsum  of  the  tongue.  We  now  have  the  tube  on  the 
lingual  surface  of  the  epiglottis  where  it  is  held  in  place  by  the 
hooked  finger,  which  not  only  steadies  it  but  also  brings  pressure 
on  the  tongue  and  stops  quivering  or  nervous  twitchings  of  its 
muiiclc  fibers. 

The  distal  end  of  the  bronchoscope  is  now  raised  over  the  rim 
of  the  epiglottis  and  is  allowed  to  descend  about  one-half  inch 
when  by  a  slight  forward  pressure  with  the  finger  the  glottis  is 
brought  into  view.  We  now  place  our  patient  in  a  position  which 
will  give  us  a  direct  or  straight  view  of  the  trachea  and  with  gentle 
pressure  bring  the  instrument  to  the  glottic  opening,  or  vocal  mem- 
branes. The  movements  and  tissues  must  be  kept  in  constant  view 
and  everything  done  in  plain  sight,  as  the  least  movement  of  the 
epiglottis  will  throw  the  instrument  over  to  its  lingual  side  and  the 
instumentation  must  be  done  over.  Although  the  cords  have  been 
thoroughly  cocainized  we  frequently  find  a  spasmodic  contraction 
and  a  pause  of  a  few  seconds  will  i)e  necessary.  Having  your 
patient  say  "ah,"  or  take  a  deep  inhalation  will  frequently  open  the 
glottis,  which  would  otherwise  give  considerable  trouble  in  passing. 
.\  half  turn  brings  the  lip  of  the  tube  in  a  direct  line  of  one  of  the 
cords  and  a  gentle  rotation  with  a  downward  pressure  will  be  all 
that  is  necessary  for  the  instrument  to  enter  the  trachea,  when  the 
handle  is  r>nc«  more  turned  in  a  direct  line  and  the  scope  allowed 
to  slide  down  to  the  bifurcation. 
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The  anestlictising  of  tlie  main  and  branch  hronchi  may  be  done 
by  a  single  apphcation  bf  It'  per  cent  cocain  solution  apphed  to  the 
walls  or  used  in  a  long  atomizer.  The  inside  or  telescopic  tube  can 
now  be  inserted  and  the  examination  done  at  the  operator's  option. 
In  passuig  ail  of  the  tubes  whether  on  the  right  or  left  side  we  bend 
our  patient's  body  until  the  line  of  the  bronchial  lumen  is  straight, 
then  advance  until  another  angle  presents  itself,  when  the  position 
of  the  patient  is  again  changed  to  suit  our  view  and  the  downward 
progress  of  the  tube. 

While  it  is  not  the  fort  of  this  paper  to  go  into  all  the  diagnosis 
and  treatment  that  may  be  made  and  instituted  by  bronchoscopic 
means,  nevertheless  it  is  within  its  limits  to  speak  of  some  of  the 
many  conditions  which  have  fallen  to  the  author's  fortune  to  diag- 
nose and  txeat  in  jthe  out-patient  department  of  the  Medico-Chirur^ 
gical  Hospital. 

Tracheitis,  or  tracheal  bronchitis  appears  through  the  broncho- 
scope as  highly  inflamed  or  mucous-covered  areas  of  mucosa, 
these  extending  around  the  whole  lumen  of  the  bronchi,  or  as  patches 
along  its  walls,  varying  in  size  from  a  large  pin's  head  to  those  of 
one-half  to  an  inch  in  length;  or  we  may  find  a  dry  coiidition,  xhe 
secretion  having  formed  hard  crusts  or  scales  of  a- dark  pr  greenish 
bjue  and  it  is  d«e  to  the  alnaost  inaccessible  position,  from  a  mechani- 
cal, anatomical  and  physiological  standpoint,  that  this  condition 
ia  so  hard  to  cure  by  ordinary  methods.  Knowing  the  condition- and 
seeing-  the  inflammed  areas  the  therapeutics  natur-ally  suggest  them- 
selves and  we  therefore  apply  to  the  diseased  mucosa,  after  clean- 
ing-off  all  secretions,  silver  nitrate,  glycero-tannin,  the  touching  of 
the  dry  areas  with  an  application-of  a  10  per  cent  alcoholic  solution 
of  iodin  or  any  other  measures  that  are  indicated.  —         - 

••  iJlcerations  and  abrasions  of  the  tracheal  or  bronchial  mucosaare 
fireated  as  any  other  ulceration  or  abrasion  of  the  mucous  membrane 
felfeewhere  in  tire  body  would  be  treated,  for  by  use  of  the  broncho'- 
scope  we  are  able  to  do  this  "And  the  only  difference  is  one  nrf  location 
and  not  treatrnent. 

'Catarrhal  hypertrophies  of  the  mucosa  appear  as  swollen,  in- 
flamed, spongy  areas  extending  into  the  lumen  of  the  trachea  or 
bronchi'  and  lessening  its  diameter.  The  secretiofi  is  usually  fouriS 
to  be  yery  tenacious  and  hard  to  remove.  The  tfeatrnent  Varies  vvith 
the  condition  present,  from  the  use  of  glycero-taniiitr'  k  2  per  cent 
folutipn  of  silver  nitrate  to  the  application  to  the  swollen  areas 'bf 
chromic  acid,  fused  as  a  bead,  to  an  applicator.  "'        "''''    '  "  '''■ ' 
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Bronchial  or  s/^asmotic  asthma :  It  is  utterly  surprising  to  real- 
ize the  number  of  cases  of  spasmotlc  asthma  which  have  their  origin 
and  continuance  in  a  local  lesion  in  the  bronchial  tree,  and  when 
this  is  removed  are  piermanehtly  cured.*  I  re(?all  one  in  wtilch  the 
attack  of  asthma  and  its  accompanying  dyspnea  and  cough  was  due 
to  quite  a  large  papilloma  situated  on  the  carina,  the  removal  of 
which  gave  immediate  and  permanent  relief.  Others,  if  having 
no  growth,  showed  a  hyperemia  or  hypertrophy  of  the  mucosa  with 
tremendous  amount  of  fetid  secretion.  A  mixture  sprayed  into  the 
lower  bronchi  of  2  per  cent  novocain,  1-10,000  adrenalin  gave  ex- 
cellent results,  curing  some,  prolonging  the  interval,  and  diminish- 
ing the  severity  with  lessened  amount  of  expectoration  in  all. 

Obscure  hemorrhage :  Bleeding  from  any  of  the  arteriols  of  the 
mucosa  is  easily  seen,  and  by  the  application  of  silver  nitrate  or 
chromic  acid  controlled. 

Stricture  or  stenosis  of  the  trachea  or  bronchi :  A  stenosis  of  the 
trachea  or  bronchi  as  we  can  readily  understand  is  a  rather  difficult 
problem.  We  have  here  an  elastic  membrane  which  can  easily  be 
dilated ;  but  when  the  pressure  or  dilator  is  removed,  will  assume  its 
old  shape  quickly;  but  if  these  dilatations  are  kept  up  sufficiently 
long  and  frequently  enough,  the  result  is  all  we  could  expect.  There 
are  several  dilators,  bougies  and  stenosis  tubes  which  can  be  applied 
and  left  in  the  stricture  for  hours  at  a  time. 

Compression  of  the  trachea  with  its  accompanying  (l_\>pm.-a,  due 
to  mediastinal  tumors,  goiter,  ancur)sm,  or  enlarged  glands  may  be 
diagnosed  and  possibly  relieved  or  the  diagnosis  cleared  by  bron- 
choscopy, thereby  facilitating  the  medical  or  surgical  trcatinent. 
Syphilitic  ulcerations  of  the  mucosa  are  easily  distinguished  and  the 
proi)er  treatment  instituted,  sooner  than  would  otherwise  be  pos- 
sible. Obscure  dyspnea  is  frequently  found  to  Ix;  caused  by  an  over- 
abundance of  fluid  or  mucus  in  the  lower  bronchi  and  with  the 
vacuum  attachment  pumped  out,  relieving  our  patient  who  would 
otherwise  become  progressively  worse. 

20;;2  Chestnut  Street. 
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THE  ENVIRONMENTAL  SURGERY  OF  OTO-LARYNQOLOQY.* 

Dr.  John  F.  Barnhill,  Indianapolis. 

In  Beverly  Robinson's  work  on  "Nasal  Catarrh,"  issued  in 
1880,  he  states  in  the  introductory  chapter:  "I  can  believe  but 
few  amongst  the  most  favored  have  seen  and  treated  more  than 
one  case,  here  and  there,  of  suppuration  of  the  frontal  sinus,  or 
rare  tumor  of  the  brain." 

He  makes  mere  mention,  only,  of  the  fact  that  suppuration 
may  occur  in  the  maxillary  or  sphenoid  sinus,  but  no  intimation 
whatever  is  given  that  suppuration  or  other  diseases  of  the  eth- 
moidal cells  ever  takes  place.  The  treatment  of  nasal  disease 
advocated  in  this  book  consisted  chiefly  in  the  use  of  nasal 
douches,  powders  and  general  medication,  but  a  brief  descrip- 
tion is  given  of  procedures  for  removing  polypi,  cauterizing 
thickened  nasal  tissues,  or  for  tearing  the  same  away  when  too 
much  thickened  to  yield  to  milder  measures. 

In  the  same  year  Buck  issued  a  splendid  treatise  on  the  ear, 
abounding  in  excellent  descriptions  of  the  symptoms  and  course 
of  aural  atTections.  The  chief  operative  measures  advocated  by 
him  in  this  work  are  the  removal  of  polypi,  incision  of  the  drum- 
head, and  the  cautious  opening  of  the  mastoid  antrum  by  means 
of  a  bone  drill.  In  neither  of  these  representative  texts  of  one- 
third  of  a  century  ago  is  there  more  than  the  slightest  reference 
to  intra-cranial  complication  as  a  resuk  of  suppuration  in  the 
nose  or  ear.  There  is,  of  course,  no  bacteriologic  teaching,  and 
there  are  no  references  to  involvement  of  the  venous  sinuses,  to 
orbital  complications,  to  transference  of  infected  materials  to  the 
cervical  lymph  nodes,  to  the  infective  and  pressure  disturbances 
of  the  fifth  nerve  and  its  ganglia,  or  to  any  of  the  many  other 
diseases  of  the  head  and  neck  which  are  to-day  known  to  orig- 
inate in  the  upper  air  tract  with  great  frequency.  The  practice 
of  oto-laryngology  in  those  days  was  indeed  simple  and  was 
therefore  more  easily  limited  to  very  definite  anatomical  fields 
than  is  to-day  at  all  advisable.  Hence  opinion  as  to  what  consti- 
tutes the  proper  surgical  limitations  of  the  oto-laryngologist  of 
to-day  is  vastly  different  from  that  held  in  the  early  period  of  the 
specialty.  At  that  time  the  view  seems  to  have  been  that  the 
nostrils  formed  chiefly  the  anatomical  limits  of  the  nose,  the 

•Read   at   the  thirty-sixth    annual    meeting  of   the   American    Laryngolo- 
gicol   Association,   Atlantic  City,   May   26,    1914. 
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tympanic  ca\  uy  ami  Kustachian  tube  were  considered  the  prin- 
ciple structures  of  tlie  ear,  and  the  opinion  of  specialists  of  that 
day  must  have  been  that  there  was  little  outside  the  oro-pharynx 
and  larj'nx,  the  diseases  or  treatment  o{  which  should  interest 
or  belonfif  to  the  specialist  in  laryngology. 

Comparatively  little  was  written  in  those  days  concerning 
the  diseases  or  surgery  of  the  accessory  cavities  or  of  the  other 
intimately  related  environmental  structures  of  the  nose,  throat 
and  ear,  which  neighboring  structures  we  now  regard,  in  a  large 
number  of  instances  at  least,  as  of  more  importance,  judged  from 
a  pathcjiogical  and  surgical  standpoint,  than  are  the  nostrils, 
tympanum  and  larynx  themsehes.  Since  later  investigations 
have  proved  that  nasat  diseases  are  not  often  limited  to  the  nos- 
trils, aural  diseases  to  the  tympanic  cavity  or  laryngeal  affec- 
tions to  the  larynx,  and  since  their  environment — the  meninge.s, 
the  ganglionic  structures,  the  arterial,  venous  and  lymph  vessels, 
the  lymphatic  glandular  system,  and,  in  brief,  practically  all  the 
structures  of  the  head  and  neck — are  often  more  the  seat  of  dis- 
ease than  are  the  classical  but  vastly  more  simple  cavities  of  the 
nose,  throat  and  car  as  formerly  understood,  the  limitation  of  the 
surgical  aspect  of  oto-laryngology  has  necessarily  widened  until 
it  has  in  recent  years  often  been  difficult  to  detine,  its  boundaries 
have  needed  frequent  revision,  each  new  adjustment  has  included 
son'.e  new  anatomical  field  until  now  it  would  seem  that  no  rational 
limitation  can  be  jilacod  whicli  dot's  not  iiirlu<Ii-  the  surgery  of  the 
whole  head  and  neck. 

Dr.  Joseph  Beck,  of  Chicago,  has  advocated  this  widened 
scope  in  the  surgical  practice  of  the  pto-laryng«logist.  In  an  ad- 
dress before  the  .\merican  Academy  of  Ophthalmology  and  Oto- 
laryngology' in  1908  he  enumerated  eleven  reasons  why  this  type 
of  surgeon  should  include  in  his  operative  practive  the  environ- 
mental .surgery  of  the  car,  nose  and  throat.  Beck  then  stated 
that  it  was  his  opinion  that  those  sufficiently  trained  in  surgical 
principles  and  operative  practice  should  undertake  the  surgery 
of  the  mouth  and  lips — cleft  palate  and  hare-lip — the  surgery  of 
the  brain,  insofar  as  the  brain  disease  has  been  caused  by  nasal 
or  aural  aflFections,  excision  of  the  superior  maxilla,  removal  of 
enlarged  anr!  di.seased  cervical  glands,  goiter,  the  external  opera- 
tions of  the  larynx,  esophagoscopy  and  bronchoscopy,  and  nerve 
splicing  when  required  to  cure  facial  palsy.  The  reasons  given 
for  the  performance  of  these  operations  by  the  laryngologic  sur- 
geon were  that  such  an  operator  is  presumed  to  know  the  anat- 
omy of  the  parts  better,  and  his  skill  in  handling  delicate  instru- 


950       liAKN  II  ILL  :  KNVIKONMENTAL  SURGERY  OF  OTO-LARYNGOI-OCV, 

ments  and  reflected  light  should  enable  him  to  excel  in  this  class 
of  surgery. 

I  heartily  approve  of  Doctor  Beck's  conclusion  and  believe 
that  the  best  interests  of  all  concerned  will  be  served  should  we 
now  look  upon  it  as  a  settled  fact  that  the  surgical  treatment 
of  diseases  of  the  entire  environment  of  the  ear,  nose  and  throat, 
lies  ethically  and  therefore  rightfully  in  the  domain  of  the  oto- 
laryngologist. I  would  not,  of  course,  advocate  that  all  who 
practice  oto-laryngology  should  undertake  to  perform  the  many 
difficult  surgical  procedures  required  in  operations  on  the  head 
and  neck.  It  would  seem,  rather,  that  there  should  occur  some 
line  of  cleavage  in  the  ranks  of  our  specialty  that  would  be  both 
natural  as  to  the  qualification  of  the  individual  and  advantageous 
to  the  standard  of  our  work.  It  is  entirely  probable  that  not  all 
or  even  any  considerable  percentage  of  all  who  practice  the  spe- 
cialty would  profess  sufficient  qualification  to  undertake  this 
major  surgery,  much  of  which  is  the  highest  type  of  all  surgery. 
But  to  those  who  have  had  the  rigid  necessary  surgical  training, 
and  who  are  willing  to  devote  their  entire  time  and  energy 
to  anatomical  study  and  surgical  progress,  it  would  appear  that 
their  experience  and  training  through  all  the  stages  of  the  prac- 
tice of  oto-laryngology  should  finally  best  fit  them  to  do  environ- 
mental surgery.  The  line  of  cleavage  suggested  would  be  one 
which  divides  the  specialty  into  a  class  wholly  surgical  and  a 
class  which  is  largely  therapeutic  and  non-surgical.  Xon-surgical 
treatment  of  the  nose,  throat  and  ear  will  no  doubt  be  necessary 
in  the  future,  as  in  the  past,  and  such  work  would  not  only  be 
well  done,  but  better  done  by  the  laryngologist  who  is  not  sur- 
gically inclined  but  who  seeks  to  develop  the  best  in  a  thera- 
peutic sense,  and  whose  efforts  are  no  longer  divided  between 
therapeutic  and  surgical  methods  of  cure.  On  the  other  hand, 
those  who  have  had  ample  surgical  advantages  and  abundant 
clinical  experience  should  in  the  interest  of  the  patient  and  the 
conservation  of  their  own  energy,  devote  themselves  wholly  to 
the  surgical  side  of  the  problem.  This  plan,  if  carried  out,  would 
serve  the  best  interests  of  the  patient  in  that  he  would  on  the 
one  hand  be  saved  from  operations  by  those  not  best  qualified  to 
do  them,  while  on  the  other  he  would  gain  by  the  greater  ex- 
perience and  better  judgment  of  the  trained  operator  and  one 
whose  surgical  efforts  are  not  daily  burdened  with  a  large  office 
practice  principally  devoted  to  the  local  treatment  of  non-sur- 
gical cases. 

108  Pennway  Building. 


HYOSCIN  AND  MORPHIN  AS  A  PRELIMINARY  TO 
LOCAL  ANESTHETICS.* 

Dr.  Lee  M.  Hurd,  New  York  City. 

The  problems  we  have  to  meet  in  operations  on  tlie  ear,  nose 
and  throat  are  the  banishment  of  pain  (physical)  and  the  emotion 
of  apprehension  or  fear  (psychic). 

Oto-laryngologists  have  long  been  adepts  in  local  anesthesia, 
but  we  have  been  negligent  in  blocking  the  baneful  influences  due  to 
fear.  This  state  of  acute  shock,  which  varies  from  mild  symptoms 
of  syncope  to  profouiid  exhaustion  even  to  a  fatal  termination,  is 
frequently  observed  during  a  supposedly  safe  and  simple  operation. 

These  fatal  cases  are  often  attributed  to  a  lymphoid  state,  cocain 
poisoning,  etc.,  whereas  if  the  baneful  influence  of  psychical  shock 
had  been  eliminated  there  would  have  probably  been  no  ill-effects. 

We  are  much  indebted  to  Crile  for  his  studies  on  causes  and 
treatment  of  shock.  He  found  that  it  caused  histological  changes 
in  the  brain,  the  liver,  and  the  suprarenal  glands. 

Shock  may  be  produced  by  diverse  causes,  such  as  trauma, 
hemorrhage,  fear,  worry,  infection,  excessive  muscular  exertion, 
starvation,  and  insomnia. 

The  subject  that  immediately  concerns  us  is  to  obliterate  the 
baneful  eflfects  of  the  operative  trauma  and  the  emotion  of  fear 
and  worr)',  preceding,  during  and  after  the  operative  procedure. 
Shock,  due  to  other  causes,  is  not  germane  to  this  paper. 

The  stimulation  of  the  nerve-ceptors,  both  of  the  contact  ceptor 
on  the  surface  and  of  the  special  senses,  causes  a  discharge  of 
energy,  if  protracted  enough  produces  the  conditions  called  ex- 
haustion or  shock.  The  noci  ceptors  are  most  abundant  in  those 
parts  of  the  Iwdy  which  in  the  course  of  evolution  have  most  fre- 
quently been  subjected  to  injuring  contacts  with  the  environment 
There  are  .Specific  rioci-ceptors  in  the  ear,  nose  and  throat. 

Fear  is  most  powerful  in  its  effects  on  the  organism.  1  i.i  ,ic- 
companicd  by  pain,  may  rapidly  drain  the  dischargeable  nerve  en- 
ergy to  the  condition  of  shock.  The  lack  of  faith,  citiier  justifiable  or 
luijustifiable,  on  the  part  of  the  individual  in  his  own  ability  to  pro- 
tect himself  against  real  or  fancied  hostile  environmental  elements. 
is  accountable  for  a  large  part  of  the  apprehension. 

We  know  that  phlegmatic  individuals  are  better  subjects   for 
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surgical  procedures  than  tlic  nervous,  llicrciorc  our  aim  should 
be  to  make  the  nervous  type  extremely  phlegmatic. 

The  prevention  of  shock  directly  concerns  us,  and  to  accomplish 
this  the  consumption  of  nervous  energy  should  he  prevented,  ex- 
cluding all  harmful  physical  and  psychical  stimuli  from  reaching 
the  brain.  This  is  done  by  blocking  with  the  local  anesthetic  the 
field  of  operation  and  blocking  the  special  senses  with  general  nar- 
cotics. Hyoscin  depresses  the  psychic  and  motor  centers.  This 
augments  morphin  in  blocking  off  the  special  senses  and  reflexes. 
Morphin  directly  prevents  shock  (Crile)* 

Application :  The  class  of  cases  in  which  I  have  used  hyoscin 
and  morphin  have  all  been  good  surgical  risks.  The  worst  cases 
were  a  few  alcoholics  and  those  with  slight  evidences  of  chronic 
toxemia.  They  have  been  the  usual  run  of  cases  that  come  under 
the  surgical  observation  of  an  oto-laryngologist,  from  submucous 
resection  to  sinus  disease,  ossiculectomy  and  malignancy  of  the 
larynx.  I  have  never  used  hyoscin  and  morphin  in  the  very  old  or 
in  the  very  young. 

There  has  been  no  alteration  of  diet.  The  drug  has  been  usual- 
ly given  about  two  hours  after  luncheon.  A  state  of  mental  quiet, 
where  the  individual  has  to  make  an  effort  to  keep  awake,  with 
the  mind  free  from  apprehension  and  fear,  and  feeling  happy  and 
dreamy,  is  the  ideal  for  which  we  strive.  There  may  be  a  mild 
delirium,  from  which  the  patient  will  momentarily  awake  if  spok- 
en to  loudly,  and  will  do  whatever  is  asked.  In  reaching  this  stage, 
there  are  no  hard  and  fast  rules  for  dosage  or  time. 

I  start  with  hyoscin  hydrobromid,  1-100  grain  and  morphin  % 
grain  hypodermatically,  after  which  I  place  the  patient  in  quiet 
surroundings  and  under  close  observation. 

The  effects  of  the  hyoscin  are  usually  more  pronounced  than 
that  of  the  morphin,  the  pupils  dilating  with  some  flushing  of  the 
skin  and  a  dreamy  and  happy  expression. 

After  thirty  or  forty  minutes,  if  the  patient  still  shows  signs  of 
apprehension  or  fear,  I  give  from  1-200  to  1-100  grains  more  of 
hyoscin  and  from  1-16  to  }i,  grains  more  of  morphin,  but  I  vary 
the  two  drugs  if  the  patient  shows  the  effect  of  one  more  than  the 
other.  It  may  take  from  forty  minutes  to  two  hours  to  get  the 
patient  quite  indifferent  and  in  the  state  required  for  the  particular 
operation.  Naturally,  a  submucous  resection  will  not  require  as 
deep  an  anesthesia  as  a  case  of  sinusitis. 

It  takes  considerable  experience  to  get  just  the  proper  narcosis. 

•The  author  has  l.irgely  drawn  upon  the  "Anocl  association"  of  Crile. 
to  whom  he  wishes   to   make  grateful  acknowledgments. 
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If  the  patient  is  iiisunicientiy  under,  tlie  harmful  impressions  con- 
veyed to  the  special  sense  of  instruments,  blood  and  operative  pro- 
cedure will  show  in  nausea,  syncope,  etc. ;  if  too  far  under,  the  pa- 
tient will  go  into  deep  sleep  which  is  unnecessary.  The  field  of 
operation  is  anesthetized  as  usual. 

Personally,  1  have  ceased  using  cocain,  not  that  I  have  had  a 
case  of  poisoning,  but  its  exhilarating  effect,  in  its  first  stages,  is 
not  wanted  and  the  after-depression  is  sometimes  very  distressing 
to  the  patient.  I  use  alypin  in  the  same  strengths  as  when  using 
cocain  with  the  same  anesthetic  etTect.  When  an  anesthetic  is  to 
be  used  hypodermatically,  nococain  or  urea  and  quinin  hypochlor- 
id  is  preferred. 

Advantages:  All  shock  is  avoided.  The  patients  awake  from 
the  effects  of  the  hyoscin  and  the  morphin  without  any  memorj'  of 
the  operation,  or,  if  remembered,  the  recollection  is  not  of  an  un- 
pleasant nature.  For  instance,  sometimes  a  patient  will  have  the 
remembrance  of  some  bard  pulling  or  of  having  heard  the  break- 
ing pf  a  bone,  but  it  will  mean  nothing  to  the  patient. 

Much  more  extensive  work  can  be  done  than  under  a  local  anes- 
thesia alone  and  with  less  ill-effects  than  with  the  use  of  a  general 
anesthesia  I  have  <lone  such  operations  as  the  Killian.  double 
sinusitis  per  nasam,  removal  of  large  se<iuestae  of  lower  jaw,  re- 
pair and  replacement  of  all  the  facial  bones  in  a  patient  injured  by 
the  kick  of  a  horse,  ossiculectomy,  etc. 

Disadvantages:  This  o|)eration  takes  much  time  and  rcijuircs 
experience.  The  patient  should  be  under  the  personal  supervision 
of  the  physician  from  shortly  after  the  first  dose  has  been  given 
until  about  an  hour  after  the  operation,  which  means  that  the  pa- 
tient requires  attention  from  three  to  five  hours. 

The  effects  of  this  anesthesia  differ  widely,  due  to  idiosyncrasy. 
I  have  had  one  failure  in  the  case  of  an  hysterical  girl,  who,  when 
the  operation  was  iialf  over,  broke  out  in  tears  and  laughter,  and 
was  quite  noisy  for  several  hours.  It  is  unsuitable  for  use  in  clinics 
and  in  most  of  the  hos|)itals  unless  the  surgeon  or  some  one  spe- 
cially trained  has  the  time  to  remain  with  the  patient.  The  ordin- 
ary trained  nurse  does  not  ap[>rcciatc  the  situation  sufficiently  to 
be  left  in  charge,  as  the  patient  is  not  accountable  for  his  actions. 

Commercial  hyoscin  is  not  all  alike;  therefore  care  must  be  used 
to  obtain  a  suj>crior  produce,  and  when  once  familiar  with  its  ac- 
tion, stick  to  that  one  manufacturer.     I  use  Merck's. 

Two  of  my  cases  showed  a  marked  fall  of  bl(K)<|-|>rcssurc  when 
fitting  up.  one,  an  alcoholic,  had  :\-'iW  grains  of  hyii>cin  and  .1-16 
grains  of  morf)hin.  the  other  case,  one  of  arterial  sclcro.<iis.  had 
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l-oO  grain  of  hyoscin  and  '4  grain  of  morphin.  The  pulses  imme- 
diately picked  up  after  the  operation,  when  the  patients  were  put 
on  their  backs. 

I  might  add  that  most  of  the  cases  were  operated  upon  in  a 
sitting  position,  which  is  not  as  favorable  as  having  the  patient  ly- 
ing on  his  back. 

Another  case  of  laryngo-fissure  was  awake  and  mentally  bright 
after  two  doses  of  1-100  grain  of  hyoscin  and  %  grain  of  morphin, 
requiring  a  third  dose — total  of  3-100  grains  of  hyoscin  and  }i 
grains  of  morphin. 

Another  case  of  frontal  sinusitis  required  three  doses  to  pro- 
duce indifTerence,  namely,  one  at  2 :20  p.  m.,  1-100  grain  of  hyoscin 
and  l4  grain  of  morphin,  one  at  2 :50  o'clock,  p.  m.,  1-100  grain  of 
hyoscin  and  %  grain  of  morphin,  and  one  at  3:30  o'clock,  p.  m., 
1-100  grain  of  hyoscin  and  y^  grain  of  morphin,  after  which,  under 
alypin  anesthesia,  I  removed  the  ethmoidal  cells  and  opened  the 
frontal  and  antrum  into  the  nose,  and  removed  dead  bone  which 
extended  from  the  aveolar  process  into  the  antral  floor. 

The  laryngeal  case  was  talkative  and  remembered  some  of  the 
operative  incidents  but  not  in  an  unpleasant  way.  The  sinus  case 
had  complete  amnesia. 

I  have  used  this  method  in  a  little  over  100  cases  in  private  prac- 
tice. About  75  per  cent  of  the  cases  were  submucous  resections, 
and  the  rest  of  the  cases  various  conditions  of  the  ear,  throat  and 
larynx.     I  have  not  used  this  method  for  any  tonsil  operations. 

The  dosage  has  ranged  from  1-100  grain  of  hyoscin  and  % 
grain  of  morphin  to  3-100  grains  of  hyoscin  and  10-24  grains  of 
morphin.  In  about  GO  per  cent  of  the  cases  1-100  grain  of  hyoscin 
and  I'i  grain  of  morphin  sufficed. 

I  appreciate  that  this  is  a  limited  number  of  cases  from  which 
to  draw  definite  conclusions,  and  as  the  recorded  results  of  others 
are  not  of  a  similar  class  of  cases  or  of  like  dosage  it  is  hard  to 
draw  any  conclusion.  The  fata!  cases  reported  show  grave  viscer- 
al lesions,  extremes  of  age,  or  enormous  dosage. 

I  do  not  advocate  this  method  as  a  routine  for  all  cases.  We  are 
using  two  powerful  drugs.  The  phlegmatic  patient  will  do  well 
under  local  anesthesia  alone,  while  the  neurotic  patient,  who  turns 
pale  and  is  nauseated  during  a  painless  examination  will  hardly 
endure  an  operation  with  all  of  their  special  senses  over-active, 
even  if  the  operative  field  is  free  from  pain,  as  there  will  be  a  ner- 
vous shock  which  can  be  prevented  by  using  the  above  described 
method. 

15  East  Forty-eighth  Street. 
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The  aim  of  thl»  department  of  THE  LARYNGOSCOPE  will  be  to  bring 
to  the  notice  of  It*  reader*  from  month  to  month,  facte  that  may  b« 
helpful  to  physician  and  patient  in  dealing  with  the  life-problems  involved 
In  deafneM.  Suggeetiona  from  reader*  will  be  gladly  received  and  all 
^ueatlona  answered  to  the  beat  of  our  ability. 


The  Medical  Inspection  of  School  Children  with  Special  Reference 
to  the  Medical  Inspection  of  Deaf  Children.* 

.\t  present  the  kind  of  work  which  is  done  is  as  follows:  The 
children  are  examined  on  entrance  to  the  school  and  two  or  three 
times  during  their  school  career.  Nurses  assist  the  school  doctor 
in  the  examinations  and  supervise  the  personal  hygiene  and  cleanli- 
ness of  the  children.  Cases  of  infectious  disease  are  found  to  ac- 
count for  a  large  numl)er"of  absences  from  school,  sometimes  a 
sixth  or  more  of  the  children  being  absent  on  this  account  during 
the  year.  Skin  diseases  are  found  to  l>e  common,  ringworm  as  a 
rule  heading  the  list.  Treatment  forms  no  part  of  the  work  of  the 
school  doctor.  The  parent  is  notified  of  the  defect  or  disease  dis- 
covered and  asked  to  get  medical  advice.  In  this  way  dirty  heads, 
defective  vision,  disease  of  the  ear,  of  the  nose  and  throat,  of  the 
skin,  and  of  the  teeth  arc  brought  under  the  notice  of  the  parent. 

In  addition  to  this  function  of  pointing  out  the  existence  of  dis- 
ease, with  the  object  of  getting  the  parent  to  undertake  the  neces- 
sary treatment,  necessitous  children  are  fed. 

The  only  result  of  medical  insi>ection  which  has  not  to  \>c  iie;iv- 
ily  discounted  is  the  feeding  of  i>oor  school  chiUiren.  The  child's 
dinner  is  a  sound  investment,  however  poor  his  home  or  however 

•Abntract  of  a  paper  r»«d  before  the  8«renth  Biennial  Conference  of 
Itrltlsh  Tonchcr*  of  the  Deaf,  by  Dr.  James  Kerr  Love.  Aural  Surseon. 
nifisirow  Royal  Inflrmary. 
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careless  his  parents  he.  It  is  hecoming  a  truism  that  medical  in- 
spection must  be  followed  hy  the  medical  treatment  of  school  chil- 
dren. lUit  treatment  is  urgent,  and  if  it  is  to  be  thorough  and  not 
wasteful  of  the  time  of  the  child  it  must  be  undertaken  in  or  near 
the  school. 

The  result  of  bad  living  conditions  often  referred  to  as  physical 
degeneration  are,  so  far  as  they  have  been  observed,  not  handed 
down  from  one  generation  to  another,  but  are  wiped  out  with  the 
birth  of  each  generation,  which  writes  its  history  on  what,  to  begin 
with,  is  a  clean  sheet. 

The  children  of  the  slums  are  nearly  all  born  healthy — as  nealthy 
and  free  from  disease  as  the  children  of  the  well-to-do.  It  would 
almost  seem  that  should  a  child  weather  the  greafer  dangers  attend- 
ing poverty  and  overcrowding  during  the  first  five  years,  he  will 
turn  out  a\erage  in  physique  if  we  only  feed  him  well,  li  must  be 
a  great  incentive  to  social  and  educational  reforms  to  know  that  the 
children  of  the  slums  arc  of  the  material  from  which  a  healthv  race 
can  be  raised  at  once. 

I  think  the  death  rate  amongst  very  young  deaf  children  is  less 
than  amongst  very  young  hearing  children,  because  the  families 
into  which  congenitally  deaf  children  are  bom  are  smaller  than 
hearing  families,  and  because  a  little  deaf  child  is  the  object  of 
more  anxiety  and  of  greater  solicitude  than  is  a  hearing  child.  Ex- 
cept for  the  less  developed  brain,  and  therefore  smaller  head,  the 
deaf  child  is,  so  far  as  physique  is  concerned,  quite  like  the  hear- 
ing child  of  school  age — say  (!  or  T  years — ^and  if  deaf  children  of 
school  age  are  well  fed  and  housed,  the  death  rate  amongst  them  is 
almost  nothing. 

The  presence  of  deafness  and  the  presumption  of  ear  disease  past 
or  present  raises  these  points :  1.  How  should  the  hearing  of  a 
deaf  child  or  hard-of-hearing  child  be  tested?  2.  What  are  the 
evidences  of  ear  disease  in  a  deaf  child? 

You  will  expect  me  to  deal  with  these  questions  from  the  teach- 
er's point  of  view  and  not  from  that  of  the  medical  expert. 

The  only  test  of  any  real  value  for  the  hearing  of  a  school  child 
is  the  human  voice.  Shouting  and  ordinarj^  conversation  may  both 
be  used,  but  the  best  test  is  whispered  speech,  the  whispering  tak- 
ing place  at  the  end  of  the  expiration.  Forced  whispering  may  be 
made  of  almost  any  loudness,  but  the  whisper  made  by  the  air 
emitted  from  an  almost  exhausted  chest  is  for  adults  singularly 
uniform  in  loudness. 
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I'sing  such  whispering  as  a  test,  I  have  formulated  the  following 
nile,  which  may  he  called  the  "six-foot  rule." 

\\  hen  a  child  cannot  hear  whispered  speech  with  at  least  one  ear 
at  six  feet,  he  cannot  with  advantage  remain  in  a  class  of  an  ordin- 
ary elementary  school,  and  when  an  adult  cannot  hear  whispered 
speech  with  at  least  one  ear  at  the  distance  of  six  feet,  he  cannot 
without  difficulty  conduct  the  business  of  daily  life. 

Such  a  rule,  is,  of  course,  not  absolute.  I  have  a  patient  now, 
aged  17,  who  does  not  hear  whispered  speech  at  a  yard,  and  yet  she 
was  top  of  her  form  last  month  in  the  Girls'  High  School  in 
(ilasgow.  .Again,  1  sometimes  meet  adults  who  lip-read  so  sviccess- 
fully  that  they  conduct  business  with  less  than  a  six-foot  range  for 
whimpered  speech.  But  the  rule  is  a  useful  one  in  practice  when  ap- 
{)lied  to  the  average  child  or  adult. 

-Amongst  deaf-mute  children  the  (h.;;ili-  nt  ilc;iiiK>>  citiuiiii  be 
tested  by  the  whisper.  The  human  voice  or  a  bell  will  elicit  proof 
(if  the  presence  of  any  useful  hearing. 

If  you  want  to  find  the  [wsition  of  the  hearing-island  in  deaf  mutes 
you  must  use  a  much  more  elaborate  apparatus,  sucii  as  the  tuning- 
furks.  I  do  not  think  we  fully  appreciate  the  value  of  residual  hear- 
ing in  (leaf  mutes.  Even  when  it  is  aliove  the  speech  area  and  when 
no  rcs[)onse  to  voice  is  given,  it  is  of  use,  because  some  of  the  over- 
tones of  the  child's  own  voice  are  heard  by  him  and  help  him  to  a 
more  natural  voice.  They  guide  his  remaining  sense  of  the  pitch 
of  his  voice. 

.-\11  tests  should  be  applie<l  so  that  the  child  cannot  see  the  instru- 
ments of  the  operator,  and  control  tests  which  emit  no  sound  should 
form  part  of  the  examination.  The  ears  should  l)c  tested  separately, 
the  ear  not  under  examination  being  closed  by  the  finger  of  an  as- 
sistant. 

Deaf  children  difTcr  from  hearing  children  in  these  points,  apart 
from  the  presence  of  deafness  and  its  consequences:  1.  They  have 
worse  eyesight.  2.  There  is  a  larger  number  of  mentally  deficient 
children  among  them — at)Out  fifteen  per  cent.  3.  Deafness,  when 
congenital,  is  often  hereditary  and  so  i)ersistently  hcrcditar)',  in 
sjiite  of  a  healthy  environment,  that  congenital  deafness  liecome* 
one  of  the  chief  objects  of  attention  of  the  medical  inspector  of 
ileaf  chiblrcn.  Broadly  speaking,  as  we  have  seen,  poverty  and 
overcrowding  have  no  ancestry  and  no  jxisterity,  whilst  congenital 
deafness  often  ha*  both.  The  heredity  of  congenital  <leafness  is 
therefore  one  of  the  niOst  imi>ortant  discussions  for  the  medical  in- 

Spritor    of    srllofils. 
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Regarding  the  hereditary  element  in  congenital  deafness,  the 
first  thing  we  medical  men  have  to  confess  is  that  we  know  too  little 
of  the  morbid  changes  on  which  congenital  deafness  depends  to 
dogmatize  much  about  it.  The  number  of  complete  examinations 
of  the  ears  of  congenitally  deaf  people  is  very  small.  I  mean  clin- 
ically, pathologically  they  are  complete. 

The  second  thing  we  must  admit  is  that,  whilst  congenital  deaf- 
ness is  hereditary,  there  are  far  more  deaf  children  born  of  hearing 
than  of  deaf  parents,  and  it  is  far  commoner  for  deaf  parents  to 
have  hearing  children  than  it  is  for  them  to  have  deaf  children. 

The  third  thing  we  have  to  admit  is  that  congenitally  deaf  chil- 
dren are  not  usually  mentally  defective,  and  can  be  educated  quite 
well  to  become  self-supporting  citizens. 

Put  in  another  way,  congenital  deafness  is  oftener  sporadic  than 
continuously  hereditary,  and  congenitally  deaf  children  are  oftener 
mentally  normal  than  mentally  defective.  I  make  these  statements 
because  I  wish  to  define  the  field  within  which  any  practical  pro- 
posals may  legitimately  operate.  When  one  is  dealing  with  a  dis- 
ease like  tuberculosis,  with  multiple  manifestations  due  to  a  single 
cause — the  tubercle  bacillus — his  method  of  attack  differs  from  that 
employed  when  he  has  to  deal  with  an  unknown!  cause  or  series  of 
causes  producing  a  single  manifestation  like  the  congenital  deafness. 

I  think  the  following  indications  may  serve  for  proof  of  heredity 
of  such  a  degree  as  to  require  interference.  1.  The  birth  to  parents, 
one  or  both  of  whom  are  congenitally  deaf,  of  a  deaf  child.  2.  The 
occurrence  in  a  family  of  more  than  one  congenitally  deaf  child. 
3.  The  occurrence  in  a  family  of  more  than  one  congenital  defect; 
e.  g.,  blindness  with  deafness,  mental  deficiency  with  deafness,  or 
epilepsy  with  deafness.  4.  The  occurrence  in  one  generation  of  con- 
genital deafness,  and  in  a  previous  generation  of  one  of  the  other 
defects  mentioned  under  heading  3. 

Now  I  do  not  mean  to  say  that  congenital  deafness  occurring  out- 
side of  these  four  groups  is  never  hereditary,  but  these  are  what 
may  be  called  badly  tainted  fraternities.  Out  of  these  groups  come 
nearly  all  mentally  defective  deaf  and  nearly  all  the  deaf  who  after 
the  school  period  cannot  support  themselves. 

There  is  no  doubt  that  legislation  for  the  reduction  of  congenital 
deafness  will  be  very  difficult.  Eighteen  years  ago  I  read  a  paper 
on  this  subject  to  the  Royal  Society  of  Edinburgh.  Lord  Kelvin, 
who  was  president,  and  I-ord  McLaren  criticised  my  proposals  as 
harsh  and  execrable,  and  the  Society  asked  me  to  remove  certain 
passages  from  the  paper.     This  I  refused  to  do,  but  instead  with- 
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drew  the  whole  paper.  Within  a  year  I  read  the  same  paper  to  the 
first  meeting  of  this  Association  which  was  held  out  of  London — in 
Glasgow,  in  1897 — and,  curiously  enough,  the  paper  was  well  re- 
ceived and  its  principle  accepted  by  the  Association.  The  principle 
was  that,  as  some  fraternities  were  so  badly  tainted  that  marriage 
amongst  them  was  inadvisable,  a  commission  should  be  appointed  to 
consider  how  the  reproduction  of  the  unfit  could  be  prevented. 

I  look  forward  with  every  hope.  There  will  come  a  time  when 
deaf  children  will  be  comparatively  few.  By  the  advance  of  sanitary 
science  and  by  the  better  housing  of  the  people  the  diseases  which 
cause  acquired  deafness  will  diminish,  and  some  of  them  will  dis- 
appear. By  the  exercise  of  a  wise  restraint,  encouraged  and  if  neces- 
sary enforced  by  the  state,  congenital  deafness  will  diminish,  and 
the  deaf  will  numlier.  not  1-200,  but  1-4000  of  our  population.  But 
wc  shall  always  have  some  deaf  children.  This  smaller  number  of 
deaf  children  will  be  better  educated  than  the  deaf  child  of  to-day. 
The  highest  that  is  physiologically  possible  will  be  got  for  every 
deaf  child. 

CONCLUSIONS  AND  RECOMMENDATIONS. 

1.  The  medical  inspection  of  elementary  school  children  as  at 
present  carried  out  is  doing  some  good,  but  its  effects  are  much 
stultified  by  the  facts  that  the  treatment  is  seldom  carried  out,  and 
that  school  children  are  very,  very  poorly  housed. 

2.  Attached  to  every  institution  and  day  school  for  the  deaf 
should  be  an  aural  surgeon,  who  should  examine  all  children  admit- 
ted, and  who  in  a  properly  equipped  room  should  carry  out  such 
treatment  as  cannot  l>c  carried  out  at  home. 

:■>.  All  teachers,  whether  of  the  deaf  or  of  the  hearing,  should  be 
instructed  in  the  methods  of  testing  the  deafness  by  means  of  the 
linman  voice  and  of  whispered  speech. 

1  Whilst  legislation  for  the  extinction  of  congenital  deafness 
docs  not  seem  practical  at  present,  much  may  be  done  towards  the 
diminution  of  congenital  deafness  by  the  permanent  segregation  of 
the  mentally  defective  deaf.  The  study  of  congenital  deafness  with 
a  view  to  preventive  treatment  and  of  necessary  legislative  action 
should  be  assiduously  carried  on. 
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Dr.  Gkohok  M.  Coatks,  Chairman. 

Routine   Use  of  the   Bronchoscope   in  the  Out-patient   Department.       Dr. 
RouKHT  F.   RiDP.\Tii,   Philadelphia. 

Published  in  full  in  this  issue  of  The  Lary.nooscopk,  p.  OJjZ. 

DISCUSSION. 

Dk.  FiKi.Di.No  O.  Lkwi.s:  This  was  the  most  excellent  and  instructive 
demonstration  given.  There  are  two  things  I  should  like  to  mention: 
Jn  Introducing  the  tube  there  is  a  certain  amount  of  pressure  in  old 
people  liable  to  raise  arterial  tension,  cardio-lesions  and  aneurysm,  some- 
times risky.  There  is  no  doubt  that  those  practicing  scientiflc  laryngology 
must  have  some  knowledge  of  bronchoscopy.  There  should  be  greater 
light  at  the  proximal  end  of  the  tube  rather  than  at  the  distal,  and  the 
secretion  there  is  not  so  great.  Dr.  Ridpath  speaks  of  the  routine  use  of 
the  bronchoscope,  does  he  mean  using  it  in  all  cases  in  the  nose  and 
throat   clinic  presenting  laryngeal  symptoms? 

Dr.  George  M.  Co.\tes:  I  used  the  Jackson  bronchoscope  for  manv 
years.  It  was  a  distinct  advance  over  any  scope  used  previous  to  that 
time.  With  the  CoUler-Brunner  you  get  a  larger  field  and  better  light 
and  you  are  not  bothered  by  a  small  light  burning  out  Secretions  get 
in  and  short-circuit  the  lights. 

Dh.  R.  F.  Ridp.vth:  By  routine  treatment  I  mean  only  routine  treat- 
ment of  patients  showing  laryngeal  symptoms,  asthma,  dyspnea,  chronic 
cough,  or  something  which  warrants  the  use  of  the  bronchoscope.  All 
aged  patients  are  given  a  thorough  heart  and  lung  examination  before 
the  use  of  the  bronchoscope. 

The   Preturbinal    Operation    on    the    iVIaxillary   Sinus.       Dr.     Ross     Hall 
Skili.kkx,  Philadelphia. 

Published  in  full  in  this  issue  of  The  L.\byxgoscope,  p.  901. 

DISCUSSION. 

Dr.  Coate.s:  In  discussing  the  merits  of  any  operation  we  must  con- 
sider the  indications  for  the  operation,  whether  internal  or  external.  Any 
operation  that  can  be  done  through  the  nose  without  the  destruction  of 
tissue  should  be  done.  Jlany  cases  we  have  failed  to  cure  and  have 
had -to  resort  to  Incisions  through  the  antrum  and  nose.  The  Canfield 
operation  sounded  good  at  first,  but  It  must  be  diflScult  to  perform.  This 
pre-turbinal  operation  Is  really  quite  a  distinct  operation  and  fulfills  all 
the  indications  that  the  other  operations  do.  We  can  get  free  drainage, 
free  opening  into  the  sinus.  We  have  drainage  as  long  as  we  want  it; 
until  the  sinus  is  in  condition  to  take  care  of  Itself.  When  the  disease 
is  cured,  the  opening  closes  up  and  we  have  no  loss  of  tissue.  Often 
we  cannot  tell  which  side  of  the  nose  has  been  operated  on.  Is  it  feasible? 
Can  it  be  done  as  easily  for  the  patient  and  as  easily  for  the  operator? 
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There  is  no  discomfort  to  the  patient,  less  than  in  other  operations  simi- 
lar to  It.  In  this  operation  In  contra-dlstlnction  to  others  through  the 
nose,  the  site  of  operation  Is  in  view  all  the  time;  spindle  piece  of  tissue 
taken  out  is  a  very  necessary  step;  the  view  of  the  antrum  is  truly 
wonderful;  the  condition  of  the  mucosa  is  made  visible;  polypoid  de- 
generations and  other  parts  which  cannot  be  seen  are  made  visible  by 
Uie  use  of   the  naso-pharyrgoscope. 

Dr.  Skillem's  results  have  apparently  been  almost  perfect  and  the 
cases  apparently  stay  cured.  There  is  no  going  around  corners  with 
packing  and  is  more  convenient  for  patlenu.  The  operation  Is  best 
done  with  a  drill  or  trephine.  There  Is  only  one  point  against  it,  espe- 
cially If  you  have  no  trephine  In  the  dispensary.  By  the  use  of  the  tre- 
phine there  is  less  chance  of  driving  spicules  In  the  antrum.  Once  this 
operation  is  learned.  It  ought  to  supplant  all  other  nasal  operations. 

lilt.  Alkx.^.nuku  says  he  cannot  see  how  Dr.  Skillem's  operation  can 
take  the  place  of  the  Denker.  Speaking  of  spicules  of  bone,  of  the  tre- 
phine slipping  In  the  maxillary  sinus,  and  the  mere  fact  that  you  have 
to  do  a  Denker  afterwards,  speaks  for  itself  of  the  advantages  of  the 
Denker.  The  Denker  reaches  the  most  remote  parts;  you  can  see  all 
ever  the  sinus;  can  wash  out  Just  as  thoroughly  and  directly.  In  using 
peptone  with  novocain,  peptone  often  causes  infection.  In  using  novo- 
cain you  do  not  need  to  be  afraid  of  using  it  liberally,  6  cc.  of  novo- 
cain Is  all  that  Is  necessary  to  do  a  Denker  operation  and  as  to  the 
toxic  effects  of  novocain  as  a  reason  for  wanting  to  keep  It  localized,  I 
cannot  see  the  reason.  It  is  not  absorbed  that  rapidly.  There  is  no 
real  reason  to  keep  it  in  one  spot. 

Dr.  Riiipath:  One  of  the  disadvantages  of  the  Denker  and  Canfleld 
operations  Is  the  Incision  through  the  canine  fossa.  No  matter  how 
careful  you  try  to  be,  once  in  a  while  we  do  have  a  Qstula  or  opening 
formed.  If  also  gives  trouble  with  healing.  I  have  two  cases  with 
small  fistulas  that  I  am  trying  hard  to  cure.  The  Incision  through  the 
antrum  into  the  nose  heals  up  very  rapidly,  quicker  In  fact  than  the 
curing  of  tho  disease.  .Mthougli  the  opening  is  small,  practically  all  the 
walls  of  the  antrum  may  be  seen.  Curetting  can  be  easily  done.  The 
advantages  are  numerous:  We  do  not  have  any  flstula  forming;  we  have 
the  opening  anterior  to  the  inferior  turbinate,  therefore  any  discharge 
goes  out  anteriorly  and  dees  not  flow  back  as  In  the  Denke-  and  Canfleld 
operations;  there  Is  no  destruction  of  the  mucous  membranes  of  the 
nose. 

Db.  R.  H.  8Kii.i.f:BN;  As  far  as  the  operation  versus  the  Denker  is 
concerned.  I  might  say  that  this  operation  Is  by  no  means  made  to  sup- 
plant any  of  the  external  radical  procedures.  In  operating  on  the  maxil- 
lary sinus  you  must  use  judgment  and  the  form  of  operation  Is  one  of 
personal  equation.  I  should  not  use  my  operation  In  old  chronic  cases. 
As  far  as  novocain  Is  concerned,  Dr.  Alexander  Is  very  sanguine  about 
Its  uiie.  If  used  freely  toxic  symptoms  will  result.  It  Is  seventy  per  cent 
as  toxic  as  cocaln.  Any  of  these  drugs  Injecitd  are  dangerous.  Action 
Is  better  when  peptone  Is  used  than  without  It.  I  have  never  yet  seen  a 
case  with  toxic  results;  I  often  use  It  In  ray  tonsillectomies  and  have 
never  heard  of  Infection  following  Its  use.  The  only  reason  for  Infec- 
tion Is  the  fact  that  the  solution  Is  not  sterile. 
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History  of  Laryngology  and  Rhinology.Bv  Uh.  .Iu.n.miia.n  Witii.iii,  New 
York.  Second  Kditlon,  revised  and  enlarged,  pp.  357,  Illustrated. 
Cloth,  »4.00.     Lea  and  FebiBer,  Philadelphia,  1914. 

In  recent  years  there  has  been  manifested  a  great  increase  in  the 
interest  shown  by  the  American  medical  profession  In  matters  pertaining 
to  their  science.  Most  of  the  large  medical  schools  provide  courses  of 
lectures  on  the  history  of  medicine,  many  articles  pertaining  to  it  appear 
in  the  medical  journals,  and  some  interesting  and  valuable  books  have 
been  published.  Most  of  the  American  publications  have,  however,  been 
of  a  biographical  nature.  In  Germany  and  France,  on  the  other  band, 
the  scientific  study  of  what  may  be  termed  the  philosophy  of  medical 
history  has  for  many  years  been  pursued  with  much  ardor  and  most 
valuable  results.  Dr.  Wright's  worlc  is  a  successful  attempt  in  that  di- 
rection. In  this,  the  second  edition  of  his  boolt,  he  has  not  only  added  to 
the  material  included  in  the  first,  but  also  broadened  its  scope  and  im- 
proved it  in  many  directions.  The  text  of  the  first  edition  was  originally 
published  in  the  columns  of  The  Laryngoscopk  and  attracted  at  that 
time  much  favorable  comment.  Its  author  is  too  well  known  for  his 
original  research  work  and  his  scholarly  attainments  to  require  any  in- 
troduction to  his  readers. 

In  the  pages  before  us  he  first  collects  the  scanty  references  to  rhi- 
nology  and  iarjTigology  to  be  found  in  the  writings  of  the  ancients  and 
shows  how  even  from  the  oldest  known  medical  authorities  something 
of  interest  may  be  gleaned.  Continuing  down  through  the  centuries  he 
reviews  in  an  exhaustive  manner  every  step  until  the  science  of  laryn- 
gology becomes  an  established  entity,  and  then  goes  on  to  the  present 
year  of  grace  with  what  constitutes  an  invaluable  guide  to  the  reader 
who  wishes  to  find  out  the  beginning  of  any  of  the  great  steps  which 
have  led  to  our  present  achievements.  Throughout,  the  work  forms  a 
connected  whole  and  not  its  least  valuable  parts  are  the  pages  in  which 
contemporary  influences  on  the  progress  of  medicine  in  general  are  nar- 
rated. 

Only  those  who  have  attempted  the  study  of  medical  history  in  its 
relation  to  the  other  sciences  and  to  the  general  intellectual  development 
of  the  world  can  fully  appreciate  how  much  labor  and  research  these 
brilliantly  written  pages  manifest.  The  book  is  one  which  should  be 
constantly  consulted  by  every  writer  on  subjects  pertaining  to  laryn- 
gology in  order  that  some  of  tlie  frequent  errors  made  by  those  who 
content  themselves  by  merely  reviewing  the  modern  writers  on,  the  sub- 
ject may  be  avoided. 

Long  before  the  discovery  of  the  laryngoscope  much  good  work  had 
been  done  by  pioneers  in  the  field  of  diseases  of  the  nose  and  throat  and 
yet  how  few  of  our  profession,  to  their  shame  be  it  said,  ever  refer  to 
their  labor. 

Dr.  Wright  has  evidently  consulted  the  authors  of  the  past  at  first  hand, 
and  consequently  has  avoided  the  snares  which  entrap  those  who  con- 
tent themselves  with  compiling  their  records  from  the  pages  of  others. 
He  merits  the  sincere  thanks  of  the  entire  medical  profession.  It  is  to 
be  hoped  that  his  labors  may  stimulate  others  to  undertake  work  of  a 
similr.r  nature  in  oth^r  specialties.  Packard. 
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IN   MEMORIAM. 

John  Lanson  Adams,  M.  D.,  was  born  August  9,  l.SiiO,  at  West- 
port,  Connecticut.  He  received  the  degree  of  A.  B.  at  Yale,  in 
188.1  and  entered  the  College  of  Physicians  and  Surgeons  in  New 
York  after  graduation,  receiving  the  degree  of  M.  D.  in  1886.  He 
then  served  for  eighteen  months  as  an  interne  in  the  New  York 
Hospital. 

.'\fter  leaving  the  New  York  Hospital  he  served  on  the  House 
Staff  of  the  New  York  Eye  and  Ear  Infirmary  until  1888,  when  he 
went  abroad  to  continue  his  studies.  He  returned  in  1890  and  was 
appointed  .\ttending  .Surgeon  in  the  Aural  Department  of  the-New 
York  Eye  and  Ear  Infirmary,  where  he  remained  until  his  death 
on  September  25,  1914. 

Dr.  .Adams  was  a  member  of  the  New  York  Academy  of  Medi- 
cine, .American  Laryngological,  Rhinological  an<i  Otological  So- 
ciety. .American  Otological  Society,  -American  Ophthalmological 
Society,  New  York  Otological  Society  and  the  .American  College 
of  Surgeons. 

.At  a  meeting  of  the  P.oard  of  Surgeons  of  the  New  York  Eye 
and  F,ar  Infirmary,  held  on  Tuesday,  October  20,  1914,  the  follow- 
ing resolutions  were  adopted  by  the  Board: 

Whereas,  The  death  of  Dr.  John  L.  .Adams  ha.s  removed  from 
among  us  a  distinguished  and  admired  colleague,  and  has  deprived 
us  of  a  wise  counselor  and  an  honored  friend. 

Resolved,  That  the  Board  of  Surgeons  of  the  N'l  \s  York  Eye 
and  Ear  Infirmary  desires  to  express  its  sincere  ai>prccialion  of  the 
high  professional  attainments  of  Dr  \'i  "iv  and  it-;  profntnul  sym- 
pathy with  his  bereaved  family. 


Resolved,  That  in  the  death  of  Dr.  Adams,  otology  has  lost  the 
services  of  an  able  practitioner  who  was  at  all  times  an  earnest 
student  and  an  orniament  to  his  profession. 

Resolved,  That  these  resolutions  be  spread  upon  the  minutes  of 
the  meeting  of  the  Board  of  Surgeons  of  the  New  York  Eye  and 
Ear  Infirmary  and  that  an  engrossed  copy  of  the  same  be  transmitted 
to  the  family  of  Dr.  Adams,  as  a  token  of  respect. 
Committee  appointed  to  draft  resolutions. 

Fred.  Whiting, 
E.  B.  Dench, 
GoRHAM   Bacon. 


In  the  death  of  Dr.  Adams  all  institutions  concerned  in  the  wel- 
fare of  the  deaf  and  in  advanced  methods  of  teaching  the  deaf, 
have  lost  an  ardent  and  active  friend.  Dr.  Adams  was  elected  as 
chairman  of  a  special  committee  from  the  Section  of  Otology  of  the 
American  Medical  Association  to  investigate  and  promulgate  the 
teaching  of  the  deaf  in  medical  schools  and  to  stimulate  the  otologi- 
cal  department  in  every  university  to  include  in  its  lecture-course 
at  least  one  address,  to  each  medical  graduating  class,  on  the  deaf 
child,  his  classification,  disposal  and  education,  and  a  syllabus  of 
such  subject-matter  has  been  prepared  by  his  committee  and  sent 
to  the  medical  department  of  everj'  university  in  the  United  States, 
and  in  Canada.  Otology  will  miss  his  able  representation  in  this 
important  constructive  work,  which  has  for  its  ultimate  purpose 
the  active  and  practical  enlistment  of  the  medical  profession  in  this 
glorious  cause.  M.  A.  G. 
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CONSERVATIVE    TREATMENT   OF    SUPPURATION    OF    THE 
ACCESSORY  SINUSES  OF  THE  NOSE.* 

Dr.  E.  B.  GlEason,  Philadelphia. 

By  conservative  treatment  is  meant  such  measures  either  medi- 
cinal or  surgical  as  tend  to  restore  the  normal  functions  of  the  in- 
flamed sinuses,  in  contra-distinction  to  radical  i^perations  whose 
object  is  to  destroy  the  affected  structures. 

The  considerable  number  of  patients  who  have  sought  relief 
from  conditions  that  they  state  are  infinitely  worse  than  those  for 
which  the  radical  operation  or  operations  were  done  suggested  this 
paper.  In  some  instances  the  stories  have  been  absolutely  astound- 
ing as  to  the  trifling  symptoms  for  whose  relief  a  Killian  opera- 
tion for  example  was  performed.  In  one  case  a  nuniljcr  of  radical 
operations  were  done  where  it  was  stated  by  the  patient  that  the 
sole  subjective  symptoms  were  increased  post-nasal  secretions  and 
occasional  headaches.  Somewhat  numerous  cases  of  a  similar  char- 
acter have  lead  to  the  cohclusion  that  the  more  difficult  knowledge 
to  acquire  is  not  how  to  do  difficult  operations  but  when  not  to  do 
them. 

Stucky'  states,  "within  the  past  three  years  I  have  been  especially 
impressed  with  how  little  intra-nasal  surgerj-  is  necessary  to  relieve 
the  most  complicated   and  serious  conditions  in   which  the  visual 


*R««<1  At  the  m««tlns  of  the  Section  on  Otologrv  and  Larynfrolog-y  of  the 
CoUece  of  Phyilelana.   PhUadelphta.  October  21.   1914. 
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apparatus  presents  the  most  alarming  symptoms,  and  I  am  finding 
fewer  cases  that  require  the  radical  external  operation  even  for  the 
relief  of  suppurative  pan-sinusitis." 

Protests  against  excessive  radicalism  in  the  treatment  of  acces- 
sory sinus  disease  have  lately  become  somewhat  frequent,  from  all 
parts  of  this  country  and  abroad.  Dr.  J.  J.  Kyle,^  in  a  paper  on 
the  diagnosis  and  treatment  of  nasal  sinus  suppuration,  read  be- 
fore the  Section  on  the  Eye,  Ear,  Nose  and  Throat  of  the  Califor- 
nia State  Medical  Society  states  that  "meningitis  is  seldom  a  result 
of  sinus  suppuration  but  of  an  operation  to  relieve  the  chronic  con- 
dition." In  the  discussion  of  Dr.  Kyle's  paper.  Dr.  H.  Thomas 
stated  that  he  had  examined  1,.500  cases  and  that,  instead  of  sinus- 
itis cases  having  optic  neuritis,  out  of  hundreds  of  cases  of  optic 
neuritis,  but  a  small  percentage  had  sinusitis,  the  larger  majority 
of  whom  were  luetic. 

Simon  Oppenheimer'  states  that  "if  free  drainage  is  present  and 
there  are  no  signs  of  ill-effects  on  the  general  health  but  only  an 
occasional  headache,  and  if  the  patient  can  be  kept  under  observa- 
tion, the  risks  of  radical  operation  more  than  counterbalance  the 
advantages."  Prof.  Kuemmel  of  Heidelberg,*  after  reviewing  a 
fatality  following  removal  of  the  ethmoid  labyrinth,  states,  "that 
unless  there  is  some  vital  indication,  too  little  is  better  than  too 
much  interference  in  chronic  frontal  or  ethmoid  sinusitis." 

That  orbital  lesions,  the  result  of  ethmoid  suppuration,  some- 
times recover  without  operation  is  shown  by  the  following  case: 
William  O'C,  65  years  of  age :  divergent  squint  of  left  eye  present 
for  about  three  weeks;  left-sided  frontal  headache;  syphilitic  his- 
tory negative ;  negative  Wassermann  reaction ;  x-ray  shadow  with- 
in the  orbit  connected  with  opaque  ethmoid  cells.  No  pus  in  the 
olfactory  slit  nor  beneath  the  middle  turbinate.  All  operative  treat- 
ment refu.sed,  even  the  removal  of  the  middle  turbinate.  Treat- 
ment consisted  of  10  grs.  of  iodid  of  potassium  three  times  a  day 
part  of  the  time  and  the  deposite  of  .5  drops  of  iodin-potas,  iodid- 
glycerine  above  and  beneath  the  middle  turbinate  each  day.  There 
was  complete  recovery  of  all  ocular  functions  after  about  five  weeks. 

Januar\',  1914,  Dr.  Herbert  M.  Goddard'  exhibited  a  so-called 
"fulminating"  case  of  frontal  sinus  suppuration  with  exopthalmus 
and  greatly  impaired  vision,  which  promptly  subsided  as  the  result 
of  establishing  drainage  from  the  frontal  sinus  by  means  of  Sulli- 
van's rasps.  This  is  probably  the  simplest  method  of  destroying 
the  naso- frontal  duct  in  cases  where  the  frontal  sinus  can  be  probed, 
but  when  the  sinus  cannot  be  probed  the  method  of  Mosher  is  pre- 
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ferable.  However,  cither  method  usually  atlords  ample  drainage 
from  the  frontal  sinus. 

In  a  series  of  ten  cases  of  ethmoiditis  recently  treated  by  the 
writer,  eight  were  acute  and  two  chronic.  Of  these,  three  had  the 
anterior  cells  opened  by  Mosher's  method  and  one  chronic  case  had 
exenterization  of  the  posterior  labyrinth  with  opening  of  the  sphe- 
noid antrum  done  by  the  Mosher  method.  The  second  chronic 
case  is  apparently  cured  and  the  other  five  acute  cases  recovered 
without  operation. 

The  method  of  treatment  in  suppurative  cases  with  pus  flowing 
from  beneath  the  middle  turbinate  and  into  the  olfactory  slit  is  as 
follows :  The  parts  are  first  cleaned  by  douching  with  normal  salt 
solution.  Pledgets  of  absorbent  cotton  saturated  with  2  per  cent 
cocain  are  then  pressed  into  the  olfactory  slit  and  beneath  the  mid- 
dle turbinate  where  they  are  allowed  to  remain  for  about  five  min- 
utes. The  operator  is  provided  with  a  number  of  pure  silver  tubes 
about  nine  centimeters  long.  These  tubes  are  of  about  the  size  of  a 
frontal  sinus  probe,  but  some  are  slightly  larger,  some  smaller. 
When  screwed  to  the  end  of  a  hypodermic  syringe  they  make  excel- 
lent probes,  as  they  can  be  bent  to  a  curve  suitable  for  entering  the 
frontal  and  sphenoid  sinus  or  any  accessible  portion  of  the  nose. 

.^fter  the  cotton  pledgets  saturated  with  2  per  cent  cocain  have 
been  removed,  a  cannula  at  the  end  of  a  two  drachm  syringe  is  in- 
troduced l)eneath  the  middle  turbinate  or  into  the  olfactory  slit  and 
all  pus  removed  by  suction  and  douching.  Four  or  five  drops  of 
^ome  medicant,  in  most  cases  10  per  cent  argyrol,  is  then  deposited 
between  the  middle  turbinate  and  the  external  nasal  wall  and  also 
in  the  vault  of  the  nose  through  the  olfactory  slit.  The  position  of 
the  infundibulum  should  be  borne  in  mind,  as  it  sometimes  acts  as 
a  reservoir  for  the  solution  while  the  proximity  of  the  nasal  walls 
[)roduccs  capillary  attraction  which  retains  the  solution  for  a  con- 
siderable time  in  intimate  contact  with  diseased  structures  in  the 
^ame  manner  that  pus  is  often  retained  in  this  locality.  Frequently 
the  ostium  of  the  frontal,  but  more  especially  that  of  the  s|>henoid, 
is  readily  penetrated  by  the  curved  cannula  and  the  sinuses  cleansed 
and  medicated  if  required.  Often  the  sphenoid  is  penetrated  almost 
inadvertently,  but  the  introduction  of  a  small  amount  of  argyrol  into 
a  normal  frontal  or  sphenoid  sinus  is  ai>[>aritiilv  -il.^i.lni,i.  Imrni- 
loss. 

There  is  a  decided  tendenc)'  for  acute  sinusitis  to  recover  spon- 
taneously, provided  the  ostia  of  the  infected  cavities  remain  patu- 
I'lus  and  the  arg\rol  solution  deposited  about  the  ostia  reduces  the 
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inflammatory  swelling  of  these  regions  and  tends  to  bring  about 
this  result  by  maintaining  effective  drainage.  Where  this  treat- 
ment is  not  sufficient,  operative  measures  must  be  resorted  to.  The 
simplest  is  the  removal  of  small  polypi  from  beneath  the  middle 
turbinate,  which  as  pointed  out  long  ago  by  Garel*  of  Lyons, 
France,  are  not  infrequently  found  in  this  locality  as  a  cause  of 
obstructive  drainage.  The  next  simplest  method  is  the  fracturing 
of  the  middle  turbinate  toward  the  septum  or  when  the  vault  of  the 
nose  is  narrow,  the  removal  of  the  middle  turbinate.  Stucky'  states, 
"the  middle  turbinate  seems  to  be  the  chief  offender  and  should  be 
dealt  with  as  radically  as  is  consistent  with  the  conditions,  at  the 
same  time  conserving  tissue  and  protecting  against  traumatism." 

A  middle  turbinate  which  is  too  large  for  the  space  it  occupies 
is  a  common  cause  of  recurrent  attacks  of  congestion  of  the  frontal 
sinus  and  ethmoid  cells.  It  is  a  frequent  cause  of  asthenopia  and 
unilateral  headaches.  Even  in  cases  where  the  transillumination 
and  the  x-ray  show  a  shadow  in  the  frontal  sinus  and  the  ethmoid, 
all  symptoms  sometimes  disappear  after  removal  of  the  middle  tur- 
binate. Trans-illumination  and  x-ray  negatives  are  often  mislead- 
ing because  as  stated  by  Rallcnger^  it  is  impossible  from  the  shadow 
to  make  a  differential  diagnosis  between  the  simplest  kind  of  catar- 
rhal inflammation  and  purulent  infection. 

Of  the  intra-nasal  operations  for  improving  the  ventilation  and 
drainage  of  the  frontal  sinus,  there  are  the  rasps  of  Good  and  Sulli- 
van and  the  obliteration  of  the  ad-nasal  duct  by  Mosher's  method. 
In  each  of  these  methods  there  should  ordinarily  be  as  little  de- 
struction of  the  anterior  ethmoid  cells  as  the  conditions  of  the  case 
will  permit,  and  it  is  often  advisable  to  preserve  at  least  the  major 
portion  of  the  middle  turbinate. 

The  same  remarks  as  to  the  tendency  of  acute  accessory  sinus 
suppuration  to  recover  when  there  is  good  drainage  through  a 
patent  ostium  also  applies  in  a  less  degree  to  chronic  cases.  At  any 
rate,  it  is  usually  possible  to  get  rid  of  the  pain,  even  though  a 
scanty  discharge  still  continues;  but  such  cases  may  have  a  return 
of  headache  from  time  to  time  as  the  result  of  coryza.  The  end-re- 
sults are  usually  infinitely  better  from  conservative  treatment  than 
when  the  entire  ethmoid  labyrinth  is  exenterated  by  either  the  meth- 
ods of  Hajac,  Ballenger  or  Mosher.  Especially  when  both  laby- 
rinths are  removed,  the  frequent  end-result  is  a  dissatisfied  patient ; 
while  the  number  of  fatalities  and  such  serious  results  as  blindness 
or  otitis  are  more  numerous  than  generally  supposed. 
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Before  doing  a  Killian  operation  or  even  a  complete  exentera- 
tion of  the  labyrinth  by  the  Mosher  or  other  intra-nasal  method,  the 
risks  and  possible  end-results  should  be  carefully  explained  to  the 
patient.  From  the  Killian,  there  is  external  deformity,  possible 
external  fistula,  double  vision  or  blindness,  and  complete  exentera- 
tion often  causes  accumulations  of  mucus,  sensations  of  discomfort 
in  the  nose  and  chronic  pharyngitis  with  a  dry,  sore  throat.  There 
is  a  possibility  of  a  fatalitj'  from  either  operation. 

There  are  doubtless  a  few  cases  of  acute  fulminating  suppura- 
tion and  some  chronic  suppuration  where  the  Killian  operation  is 
justifiable  or  even  imperative ;  but  the  fact  remains  that  those  who 
have  done  the  fewest  Killians  or  complete  exenterations  of  the 
labyrinth  by  the  nasal  route  have  the  least  to  regret  in  the  number 
of  dissatisfied  patients,  and  except  where  the  symptoms  are  most 
urgent  it  is  better  to  resort  to  less  radical  procedures,  which  in  the 
majority  of  cases  are  adequate  and  yield  infinitely  better  end-results. 
Ballenger'  states:  "After  an  experience  of  more  than  400  cases  oper- 
ated via  the  vicious  circle  of  the  nose,  I  am  convinced  that  but  few 
cases  of  frontal  and  ethmoidal  sinusitis  require  more  radical  sur- 
gical interference 

Fortunately,  tin-  picixiinu)  of  impori.im  >iiiKiuii-^  iias  rendered 
curettement  of  the  sphenoid  so  dangerous  that  it  is  rarely  attempted. 
The  removal  of  a  considerable  portion  of  the  anterior  wall  is  usually 
followed  by  a  rapid  improvement  in  the  condition  of  the  sphenoi- 
dal mucous  membrane,  so  that  a  cure  is  established  before  the  an- 
terior opening  closes.  The  same  is  probably  true  of  large  openfng 
into  the  posterior  ethmoid  cells.  Necrotic  bone,  the  usual  excuse 
for  a  radical  operation,  is  extremely  rare  in  the  nasal  accessory 
sinuses ;  polypus  is  probably  the  most  common  condition  interfering 
with  cure  by  consenative  methods,  and  except  when  polypoid  de- 
generation exists  and  the  mucous  membrane  is  damaged  beyond  re- 
pair, conservative  treatment  of  accessory  sinus  suppuration  is  amply 
sufficient.  However,  as  Miles*  states:  "It  is  a  question  of  what 
is  a  true  polyp.  Whether  it  is  capable  of  going  back  to  normal.  It 
would  seem  that  almost  all  flat  polyps  have  that  power. 

.As  a  method  of  diagnosis,  trans-illumination  but  more  especially 
clinical  symptoms  arc  infinitely  more  reliable  than  the  x-ray ;  be- 
cause as  long  ago  demonstrated  by  Caldwell,  the  opacity  of  pus  to 
the  x-ray  is  precisely  that  of  normal  salt  solution  or  pure  water. 
A  shadow  in  the  x-ray  negative  of  the  nasal  accessory  sinuses  or- 
dinarily means  simply  swollen  mucous  membrane.  It  persists  for 
a  long  time,  for  example  in  chronic  antrum  cases  where  good  drain- 
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age  has  been  secured  and  all  clinical  symptoms  have  disappeared. 
The  mere  presence  of  a  shadow  in  an  x-ray  negative  of  the  acces- 
sory sinuses  is  certainly  not  an  indication  for  a  radical  operation 
except  for  gentlemen  of  little  learning  and  less  judgment  anxious 
to  impress  upon  the  uninitiated  their  operative  ability: 
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Case  of  Dermoid  Polypus  of  the  Pharynx.  R.  J.  PouGET,  Rev. 
hebd.  die  Laryngol.,  May  16,  1914. 

Dermoid  polypi  of  the  pharynx  are  rare.  In  his  inaugural  thesis 
in  1908,  Bastgen  could  collate  only  twenty-seven  cases  from  avail- 
able literature.  An  equal  number  have  probably  been  described 
since  that  date. 

In  the  case  reported,  a  girl  of  10  years,  the  tumor  was  pyriform, 
pediculated  and  the  size  of  a  large  almond.  Its  attachment  was  be- 
tween the  two  tonsillar  pillars  on  the  right  side  just  above  the  ton- 
sil.   It  was  removed  by  a  galvano-caustic  snare. 

In  the  microscopic  examination,  in  addition  to  the  usual  his- 
tologic findings  in  such  cases,  the  tumor  contained  a  small  grape- 
like gland  of  the  salivarj'  tj'pe,  and  the  author  asks  if  this  may  not 
be  a  small  aberrant  parotid  gland.  ScheppEGREll. 


A  FURTHER  REPORT  OF  CASES  OF  INFLAMMATORY 
AFFECTIONS  OF  THE  LABYRINTH.* 

Dr.  Wendell  C.  Phillips,  New  York  City. 

On  January  10,  1013,  in  conjunction  with  Drs.  Fowler,  Kopetzky 
and  Sharp,  I  had  the  pleasure  of  reporting  twenty  cases  of  laby- 
rinthine affections  before  the  Sections  on  Otology  of  the  New 
^'ork  Academy  of  Medicine. 

Since  that  date  a  series  of  six  cases  have  occurred  in  my  various 
services,  this  series  including  one  private  case  of  Dr.  J.  J.  Thom- 
son and  one  of  Dr.  J.  C.  Sharp.  In  the  former  series  the  diagnosis 
and  treatment  of  the  cases  was  given  in  full  without  comment  or 
conclusions.  The  same  rule  is  followed  in  the  present  series,  it 
being  my  belief  that  there  are  certain  points  in  the  management  of 
purulent  labyrinthitis  that  can  only  be  settled  upon  a  basis  of  an 
extended  series  of  cases. 

I  take  this  occasion  to  suggest  to  the  members  of  this  society 
that  they  keep  careful  notes  of  ever)-  case  and  report  them  in  full, 
especially  autops}'  data  whenever  it  can  be  secured. 

Case  i:  S.  Z.,  male,  aged  '>2,  seen  for  the  first  time  September 
9,  1913.  Nine  years  ago  abscess  in  right  car.  Discharge  began 
without  pain,  has  continued  since  tlien,  and  has  always  been  foul. 
Eight  weeks  ago  attacks  of  vertigo  in  the  mornings.  Attacks  in- 
rcased  in  severity  and  four  weeks  ago  nausea  and  vomiting  with 
each  attack  accompajiied  by  severe  headache  on  right  side.  He 
was  compelled  to  remain  in  lied,  unable  to  raise  his  head  without 
rrtigo,  nausea  and  vomiting.  For  the  past  two  weeks  he  has  felt 
better  and  has  been  up  and  about  again :  complains  now  of  slight 
unsteadiness  in  his  gait,  and  headache.  During  the  attack  four 
>.  ceks  ago  he  had  fever  and  has  lost  considerable  weight.  He  does 
not  remember  when  he  had  hearing  in  his  right  ear ;  mind  clear ; 
recognizes  and  can  name  objects  |)rcsentcd  to  him.  Pupils  are 
equal  and  react  promptly  to  light ;  knee  jerks  increased ;  no  ata.xia 
in  amw  or  legs;  no  sfiontancous  pointing  error;  no  adiadochoki- 
lu'sis;  no  paresis  arms  or  legs. 

Functional  examination:  Right  car.  total  deafness,  (noise  ap- 
paratus).    Spontaneous,  rotatory  nystagmus  to  both  sides,  more 

*R<>nft  nt  tho  rnrty-«ev<>nth  mcctlnir  of  the  American  Otoloslcal  Society. 
Atlantic  City.  May  tn.  1»14. 
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marked  to  left  (sound  side).  Patient  has  tendency  to  fall  to  the 
right  irrespective  of  the  position  of  the  head. 

Rotation  to  right,  nystagmus  17  degrees — probably  compensation 
nystagmus.  Rotation  to  left,  nystagmus  18  degrees.  Caloric,  right 
negative. 

Caloric,  left  rotation  nystagmus.  Right  lasting  2i^  minutes  (not 
prolonged).    Fistula  test  negative. 

Operation :  Radical  mastoid  operation  and  drainage  of  labyrinth 
(September  12,  1913). 

Large  cholesteatoma  which  had  eroded  tegmen  of  the  attic  aditus 
and  antrum  was  discovered.  Large  exposure  of  dura  middle  fossa 
which  was  covered  with  cholesteatoma,  matrix  and  granulations. 
Large  irregular  fistula  in  external  semi-circular  canal ;  oval  window 
does  not  contain  stapes. 

Post-operative :  Pulse  70-80.  Temperature  99.6°-100.8°.  Head- 
ache persists,  but  patient  appears  better.    Slight  facial  paralysis. 

September  30.  Headache  persists.  Pulse,  temperature,  eyes, 
normal.  Appetite  fair.  Plastic  with  closure  of  posterior  wound. 
Considerable  gain  in  weight. 

October  7.  Very  little  headache.  Temperature,  pulse,  eye 
grounds  normal. 

October  10.  Patient  left  hospital.  Condition  good.  Feels  well. 
Radical  cavity  not  completely  epidermatized.  For  almost  a  month 
patient  gained  in  weight,  felt  well,  grew  gradually  stronger,  and 
was  considering  his  return  to  his  work,  but  he  did  complain  of  more 
or  less  persistent  headache,  all  other  localizing  signs  being  absent. 

November  6.  Suddenly  intense  headache,  vertigo,  nausea,  fol- 
lowed by  high  fever  and  persistent  vomiting.  Re-admitted  to  the 
hospital.  Temperature  103",  pulse,  86,  head  retracted,  neck  rigid, 
cervical  vertebrae  tender,  pupils  sluggish,  knee  jerks  increased, 
Kernig  positive,  delirium.  Cerebro-spinal  fluid  turbid,  contains 
many  leucocytes  and  cocci.  The  same  night,  chiefly  for  the  reason 
that  his  headache  had  invariably  been  located  in  the  temporal  re- 
gion, extending  to  the  outer  angle  of  the  orbit,  I  decided  to  explore 
that  region  first.  The  same  night  I  evacuated  a  large  tempero- 
sphenoidal  abscess ;  pus  green  and  very  foul.  After  evacuation  of 
abscess,  pulse  120.  Death  in  twenty-four  hours  from  diffuse  puru- 
lent meningitis.    No  autopsy  could  be  obtained. 

Case  2:  S.  T.,  male,  aged  24  years,  admitted  to  the  Manhattan 
Eye,  Ear  and  Throat  Hospital  September  16,  1913. 

Chronic  purulent  otitis  media,  right,  for  past  twelve  years.  Dis- 
charge moderate  in  amount,  and  at  intervals  ceased  entirelv.  Gen- 
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eral  health  good.  Wassermann  negative.  One  month  ago  cold 
and  earache  for  two  days  accompanied  by  an  increase  in  the  dis- 
charge. Felt  suddenly  faint  after  a  few  moments,  vertigo  and 
vomiting  which  occurred  at  intervals  for  two  days.  Thereafter  he 
experienced  vertigo  whenever  the  eyes  were  rotated  to  the  side; 
vertigo  also  when  stooping.  He  had  an  attack  two  days  ago  but  at 
present  is  not  dizzy. 

Functional  examination :  Voice  right,  8  feet.  Voice  left,  2  feet. 
Weber  to  right,  Rinne  both  negative.  Spontaneous  nystagmus  to- 
ward both  sides  about  equal.  Turning  to  right,  nystagmus  16  de- 
grees. Turning  to  left,  nystagmus  21  degrees.  Fistula  test  posi- 
tive. 

Operation :  Radical  mastoid  operation.  Large  fistula  in  the  an- 
terior limb  of  external  semi-circular  canal.  Following  operation, 
partial  facial  paralysis.  Hearing  present,  no  increase  in  the  spon- 
taneous nystagmus.  September  23,  condition  unchanged.  No  ver- 
tigo. September  30,  plastic  with  suture  of  posterior  wound.  Jan- 
uary 17,  1914,  hearing  present,  whisper  at  few  inches.  Rotation 
to  right,  nystagmus  23  degrees.  Rotation  to  left,  nystagmus  29  de- 
grees. Caloric  positive.  Fistula  >••-*  '"^ntive.  Facial  paralysis 
subsiding. 

Case  3:  E.  C,  female,  aged  10  years,  Dr.  Sharp's  patient. 
Chronic  punilent  otitis  media,  right,  since  infancy.  Discharge  rather 
profuse  and  foul.  Xo  tenderness  of  mastoid,  no  edema,  fundus  full 
of  granulations. 

Functional  tests:  Right  ear,  hearing  totally  destroyed,  (noise 
apparatus).    Caloric  positive.    Fistula  test  negative. 

Operation:  April  16,  1914,  radical  mastoid  operation  was  per- 
formed by  Dr.  Sharp  in  the  Manhattan  Eye,  Ear  and  Throat  Hos- 
pital. Xo  fistula  in  the  labyrinthine  capsule.  Cavity  not  yet  cpi- 
dermatized.    Hearing  entirely  destroyed. 

Case  4:    E.  S.,  male,  aged  — ,  admitted  to  the  Manhattan  Eye. 

Ear  and  Throat  Hospital    'i -     '-     ""  '      Dr    Knpet^kv  hail 

charge  of  the  case. 

T'amily  history  negative.  Previous  history :  Has  always  been 
well  and  strong.  At  8  years  of  age  was  ojjeratcd  upon  for  a 
"swelling"  behind  the  right  ear.  This  ear  was  rc-opcralcd  ujion 
when  he  was  16  years  old.  Since  that  time  the  ear  has  discharged 
constantly  but  not  profusely.  For  the  past  few  days  slight  head- 
ache. Patient  presents  a  partly  cpidcrmatized  radical  cavity.  Inner 
tympanic  vv.ill  contains  few  granulations.  Some  discharge.  No 
tenderness. 
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Functional  tests :  Left  ear  hearing  normal.  Right  ear  total  deaf- 
ness, (noise  apparatus).  Caloric  positive.  Weber  to  left.  Schwa- 
bach  right  shortened.  Rinnc  right  negative  ad  infinity.  Spontaneous 
nystagmus  to  both  sides  more  marked  to  left.  No  Romberg  or 
ataxia.  Rotation  to  right,  20  degrees.  Compensation.  Rotation  to 
right  nystagmus  18  degrees.  Caloric  right  negative.  Weber  to  left. 
Fistula  test  negative. 

Secondary  radical  operation  by  Dr.  Kopetzky.  In  the  region  of 
the  tube,  granulations  and  polypi.  The  inner  tympanic  wall  con- 
sisted of  dense,  newly  formed  bone  which  had  obliterated  the  fora- 
men ovale,  the  foramen  rotundum  and  the  entire  labyrinth.  Small 
exposure  of  sinus.  Plastic  and  suture.  The  radical  cavity  is  now 
completely  epidermatized. 

Case  5:  Case  of  labyrinthine  fistula.  I  am  permitted  to  report 
this  case  through  the  courtesy  of  Dr.  J.  J.  Thomson. 

M.  C,  female,  aged  18  years,  was  seen  for  the  first  time  January 
16,  1914.  and  gave  the  following  history:  She  has  always  been  a 
healthy  girl,  and  with  the  exception  of  measles,  chickenpox  and 
whooping  cough,  has  not  suffered  from  any  of  the  usual  diseases 
of  childhood.  She  stated  positively  that  until  six  weeks  previously, 
she  had  never  had  any  trouble  with  her  ears.  Her  father  and 
mother,  in  spite  of  repeated  questioning,  also  were  positive  that  she 
had  never  had  discharge  or  even  an  earache.  No  family  or  per- 
sonal history  of  tuberculosis  could  be  obtained. 

Six  weeks  ago  she  had  a  severe  cold  followed  by  acute  otitis  media 
in  the  left  car.  The  drum  ruptured  spontaneously  and  the  ear  has 
discharged  profusely  since.  She  has  not  had  any  marked  pain  since 
the  rupture  of  the  drum,  but  the  mastoid  has  been  tender  at  times 
for  the  past  four  weeks.  She  has  had  tinnitus  and  defective  hear- 
ing in  the  left  ear  since  the  beginning  of  the  otitis.  The  day  before 
her  visit  to  me,  she  noticed  that  she  was  a  little  dizzy  when  she 
turned  her  head  rapidly,  and  the  morning  of  January'  Ifi  was  more 
so,  but  was  able  to  be  about,  and  only  felt  dizzy  when  she  turned 
her  head.    She  had  not  vomited  or  felt  nauseated. 

Examination:  The  drum  could  not  be  seen,  on  account  of  nar- 
rowing of  the  canal  at  the  fundus.  There  was  what  appeared  to  be 
a  granulation  at  the  bottom  of  the  canal.  There  was  a  moderate 
amount  of  discharge  not  very  malodorous,  culture  from  which  grew 
staphyloccocus  aureus  only.  The  mastoid  was  very  tender,  but  not 
swollen.  Temperature  was  99.4",  and  pulse  88.  There  was  hear- 
ing in  the  left  ear,  but  only  a  loud  voice  could  be  heard,  and  she 
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lateralized  the  Weber  to  the  left  ear.  The  caloric  test  was  nega- 
tive, but  I  think  this  was  due  to  our  inability  to  get  the  water  far 
enough  into  the  canal.  There  was  a  very  marked  positive  fistula 
test.  Compression  would  cause  a  rotatory  nystagmus  toward  the 
diseased  ear  which  would  last  for  several  minutes.  There  wa?  no 
spontaneous  nystagmus. 

The  following  day  the  same  tests  were  made  and  gave  the  same 
result.  All  the  symptoms  were  the  same.  It  was  decided  to  wait 
a  few  days  before  doing  any  operative  procedure,  on  account  of  the 
recent  onset  of  the  dizziness.  January  18  she  vomited  a  few  times 
and  felt  nauseated  a  good  deal,  and  said  for  the  first  time  that  she 
felt  dizzy  while  lying  quietly  in  bed.  There  was  also  a  slight  spon- 
taneous nystagmus  toward  the  good  ear. 

Operation:  The  mastoid  cortex  was  removed  with  the  rongeur 
without  the  use  of  a  chisel  to  avoid  jarring.  On  its  removal,  a 
whitish  membrane  presented  in  the  cavity  which  resembled  some- 
what the  lateral  sinus,  but  while  we  were  observing  it,  pus  began  to 
exude  from  beneath  it  under  pressure,  and  it  prbved  to  be  a  mem- 
brane enclosing  al)OUt  two  drachms  of  pus  and  granulations.  Cul- 
ture from  pus  did  not  grow  any  bacteria.  This  was  a  large  peri- 
-IT1US  abscess.  A  radical  operation  was  done.  The  incus  was  not 
seen,  hut  the  bleeding  was  so  profuse  that  I  could  not  tell  positively 
that  it  was  not  removed  without  being  observed.  A  portion  of  the 
malleus  was  recovered,  and  the  stapes  was  seen  in  place.  There 
was  a  large  fistula  in  the  horizontal  semi-circular  canal,  occupying 
the  position  of  the  maximum  of  its  convexity.  This  fistula  was 
covered  by  a  pad  of  granulations. 

The  evening  of  the  operation  there  was  no  change  in  the  nystag- 
mus. It  was  still  directed  to  the  sound  car  and  was  apparent  on  the 
slightest  rotation  to  the  right,  but  not  when  the  patient  looked  di- 
rectly ahead.     During  the  next  twenty-four  hours  the  patient  was 

Mnfortable,  there  was  no  dizziness  or  nausea,  nor  rise  in  tempera- 
ture. 

January  21.  Patient  is  feeling  well,  has  good  appetite,  has  not 
been  dizzy  and  temperature  is  normal.  The  spontaneous  nystag- 
mus is  less  marked  than  l)cfore  operation  but  is  still  present,  and  is 
directed  toward  the  sound  ear.  In  the  Weber  test  the  sound  of  the 
fork  is  heard  in  the  operated  ear.  January  2'J.  First  dressing. 
Wound  is  clean,  temperature  normal,  no  dizziness,  and  the  spon- 
taneous nystagmus  has  disappeared.  Wel»cr  lateralized  to  the  oper- 
ated car.     Patient  is  allowed  to  sit  up.    January  31.     Plastic  ojKrr- 
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ation  performed.  Posterior  wound  closed.  Stitches  became  infect- 
ed in  the  lower  part  of  posterior  wound.  Wound  opened.  February 
16.  Wound  doing  well.  Middle  ear  epidermidalized.  February  25. 
Wound  entirely  healed  and  patient  discharged.  Hearing  distance 
for  the  whisper  in  the  operated  ear  is  20  feet. 

Cased:  Report  of  a  case  of  suppurative  labyrinthitis.  This  case 
came  to  Dr.  Phillips'  Clinic  at  the  Manhattan  Eye  and  Ear  Hospital 
April  5,  1913.  He  gave  a  history  of  dizziness  for  about  two  weeks. 
He  had  chronic  suppuration  for  a  great  many  years  in  both  ears. 
Both  ears  were  discharging  slightly  at  examination.  Patient  did  not 
complain  of  anything  but  dizziness  and  deafness.  Tests :  Hearing  in 
both  ears  tested  with  noise  apparatus.  Very  little  hearing  in  right 
ear.  Rotation  to  right,  nystagmus  to  left  for  14  seconds.  Rotation 
to  left,  nystagmus  to  right  for  9  seconds.  Caloric  test  negative  in 
right  ear,  not  used  in  left.  Patient  sent  to  hospital.  A  few  days 
later  he  complained  of  severe  headache,  and  had  a  temperature  of 
100".  Neither  mastoids  were  tender,  and  the  discharge  was  less  in 
each  ear.  Tongue  coated  and  remained  so  in  spite  of  free  catharsis, 
The  severe  headache  continued  for  a  week,  the  patient  was  rational, 
memory  good,  eye-grounds  clear,  temperature  from  100°  to  102°. 
Pulse  gradually  became  slower  until  it  was  60,  but  at  times  it  would 
go  to  88.  No  retraction  of  head,  dizziness  disappeared,  headache 
improved  after  ten  days,  but  returned.  Leucocytosis  count  nega- 
tive; headache,  variable,  but  usually  present,  localized  to  the  left 
side.  No  vomiting.  Patient  gave  a  history  of  syphillis,  and  has 
old  cutaneous  lesions.     Wassermann  was  negative. 

Examination  on  April  IS  showed  very  little  change.  Patient  ra- 
tional and  clear.  Memory  good.  No  pain  or  percussion  of  head. 
No  mastoid  tenderness.  No  dizziness.  Nystagmus  spontaneous 
to  the  left.  Hearing  for  watch  apparently  present  in  right  ear. 
Hearing  in  left.  No  restlessness.  Headache  still  present.  Tongue 
coated.  Temperature  102°.  Had  a  chill  in  the  morning.  Explora- 
tion of  the  cerebellum  the  following  day.  Decided  on  anti-syphilitic 
treatment.  Also  ordered  spinal  puncture.  Examination  of  fluid 
showed  it  to  be  loaded  with  streptococcus  mucosa.  Chemical  tests 
showed  excess  of  lactic  acid,  absence  of  copper  reducing  agent.  Pa- 
tient almost  unconscious.  Facial  paralysis  present.  Condition  very 
bad.  Operation,  drainage  of  cistema  magna.  Cerebellum  directly 
under  dura.  Only  small  amount  of  fluid  escaped.  Patient  died 
same  night. 

Autopsy:  Mastoid  filled  with  pus — purulent  labyrinthitis — men- 
ingitis— no  abscess.     Autopsy  of  head  only  permitted.     Removal 
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of  the  cranial  vault  showed  the  dura  very  adherent  to  the  bone 
throughout  its  extent.  The  meninges  tissues  thickened — evidence 
of  a  chronic  inflammatory  process  presented. 

The  opened  meninges  revealed  a  large  collection  of  thin  fluid  in 
the  meshes  of  the  pia.  The  largest  collection  of  this  fluid  was  found 
in  the  posterior  cranial  fossa.  The  membranes  at  the  base  of  the 
brain  generally  were  more  acutely  inflamed  than  elsewhere. 

Upon  removing  the  brain,  a  rather  distinct  collection  of  whitish 
pus — in  contrast  with  the  other  collections  of  fluid  found — was  lo- 
calized at  the  internal  auditory  meatus,  flUing  this  structure  and 
bathing  the  facial  and  the  auditory  nerves.  The  removal  of  the  ad- 
herent meninges  from  the  bone  on  the  internal  side  of  the  petrosa, 
disclosed  darkly  discolored  bone,  involving  the  tegmen  tympani,  and 
tcgmen  cellulae  mastoidea. 

Opening  the  tegmen  in  these  regions,  we  found  the  tympanic 
cavity  filled  with  purulent  contents,  semi-fluid  in  nature.  The  mal- 
leus was  recovered  and  found  to  present  no  evidence  of  necrosis. 
The  incus  was  not  found.  The  removal  of  the  tegmen  cellulae 
mastoidea  revealed  the  mastoid  process  filled  with  dark,  discolored, 
thick,  but  semi-fluid  mass — some  intra-cellular  walls  were  present, 
hut  the  probe  easily  broke  down  these  evidences  of  an  acute  infec- 
tion of  the  mastoid  process. 

Opening  inward  into  the  cochlea  from  the  internal  auditory  mea- 
tus, we  found  this  structure  likewise  filled  with  similar  purulent 
matter,  the  only  anatomical  structure  intact  being  the  promontory. 
The  superior  semi-circular  canal  was  likewise  discolored.  The  lat- 
eral sinus  on  the  right  side  contained  a  red  thrombus — probably  a 
post-mortem  condition. 

Brain :  Pial  vessels  injected.  Both  lateral  ventricles  much  dis- 
tended with  a  water-clear  fluid.  Incision  into  two  sections  of  both 
the  cerebrum  and  the  cerebellum  failed  to  reveal  any  abscesses. 

COMMENTS  ON    AUTOPSY   FINDINGS. 

The  Autopsy  findings  warrant  the  following  conclusions : 

1.  The  patient  suffered  from  an  old.  chronic  meningeal  inflam- 
mation. His  admission  of  having  had  syphillis  would  explain  this 
finding,  in  spite  of  the  negative  report  of  the  Wasscrmann. 

2.  There  was  an  acute  exacerbation  or  an  acute  infection  of  the 
middle  ear  and  the  labyrinth  cavities.  The  intact  malleus,  with  its 
ligament  attachments,  si)caks  against  a  chronic  middle-ear  infec- 
tion. The  bacterial  finding  also  s[)caks  against  a  chronic  otitis 
medi.T.    The  acute  infections  involved  the  middle  ear,  Including  the 
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mastoid  process,  and  the  labyrinth,  finally  breaking  endo-cranially 
along  the  route  of  the  nerves,  facial  and  auditory,  to  begin  the  in- 
fection of  the  meninges  at  the  internal  auditory  meatus. 

3.  The  infection  resulted  in  a  general  involvement  of  the  basilar 
meninges,  and  the  accumulation  of  purulent  fluid  in  the  posterior 
cranial  fossa — a  posterior  basilar  meningitis  resulting.  The  disten- 
sion of  the  lateral  ventricles  by  water-clear  fluid  was  a  secondary 
manifestation. 

4.  The  facial  paralysis  noted  as  presenting  itself  on  April  19, 
just  prior  to  operative  intervention  of  the  meninges,  is  accounted 
for  by  the  route  travelled  by  the  infection  from  the  internal  ear  to 
the  meninges. 

o.  The  operation  for  the  drainage  of  the  cistema  magna  was  not 
successful,  in  so  far  that  there  was  present  at  autopsy  a  verj'  large 
collection  of  pus  in  the  posterior  cranial  fossa,  which  was  not 
drained  off  by  the  procedure,  although  this  opening  did  not  suffi- 
ciently divide  the  foramen  magnus  from  the  internal  side. 

(Note).  There  is  no  way  of  telling  whether  this  accumulation 
of  fluid  in  the  posterior  cranial  fossa  was  an  artifact  of  post-mor- 
tem incident,  or  not.  Certainly  at  the  time  of  operation  there  was 
no  such  collection  of  fluid  present,  as  the  cerebellum  presented  it- 
self immediately  upon  incision  of  the  dura. 

40  West  Forty-seventh  Street. 


Surgical  Treatment  of  Post-operative  Palate  Defects.     G.  \'.  I. 

Brown,  Jour.  A.  M.  A.,  May  16,  1014,  p.  1-539. 
For  successful  closing  of  palatal  defects,  their  underlying  fac- 
tors must  be  discovered  and  corrected.  If  a  second  operation  be 
necessary  it  should  only  be  performed  after  nine  months  or  a  year. 
Patients  who  have  been  operated  on  in  early  infancy  by  compression 
or  a  forcing  together  of  the  maxillar}'  bones  with  silver  wire  and 
lead  plates  present  the  most  difficult  post-operative  defects.  They 
have  nasal  defects,  histories  of  middle-ear  and  mastoid  disease,  de- 
formities of  moutli  due  to  contracted  palates,  and  loss  of  tooth- 
germs  due  to  destruction  when  inserting  wires.  Ed. 


NEW  SUBMUCOUS  SEPTAL  OPERATION. 

Dr.  O.  Tydings,  Chicago. 

In  1909,  this  operation  was  first  performed  upon  a  girl,  9  years 
old,  for  the  correction  of  a  nasal  deformity  due  to  trauma,  received 
some  years  before. 

The  triangular  cartilage  had  been  fractured  and  it  had  united  at 
nearly  a  vertical  angle,  the  anterior  edge  projecting  into  the  right 
nasal  cavity,  the  apex  into  the  left,  producing  marked  stenosis  upon 
each  side. 

While  in  this  case  the  operation  was  limited  to  the  cartilage,  sub- 
sequent work,  by  myself  and  later  by  my  associate,  Dr.  O.  J.  Noth- 
enberg,  has  demonstrated  that  it  has  a  wider  range  of  application 
than  I  at  first  thought. 

The  advantages  are  that:  1.  It  preserves  intact  all  the  structures 
of  the  septum,  unless  there  be  a  redundancy  of  tissue,  in  which 
case  to  that  extent  it  should  be  removed.  2.  When  correcting 
a  displacement  of  the  so-called  columnar  cartilage  any  operation 
which  removed  this  part  of  the  septum  leaves  a  lack  of  sense  of 
resistance  while  wiping  or  touching  that  part  of  the  nose,  which  is 
somewhat  disquieting  to  the  patient.  '<\.  Where  there  is  a  distinct 
dip  to  the  tip  of  the  nose  this  can  be  elevated,  making  a  marked 
improvement  in  the  appearance. 

Forms  of  deflection:  The  three  most  frequent  arc:  The  purely 
cartilaginous  where  the  displacement  is  anterior  to  the  mesethmoid 
and  vomer  articulation ;  2.  those  beyond  this  articulation ;  3  those 
which  involve  Iwth  the  cartilage  and  bone. 

Cartilaginous :  In  the  pure  cartilaginous  deflections  or  displace- 
ments, whether  due  to  trauma  or  developmental  causes,  the  incision 
is  made  upon  the  convex  side  just  anterior  to  the  deflection  going 
through  the  coverings  and  cartilage  to  the  perichondrium  ujmju  the 
concave  side.  Then  taking  a  slightly  curved  elevator  with  its  con- 
cavity towards  the  concave  side  of  the  scjUum,  you  elevate  the  i>eri- 
chondrium  and  its  overlying  membrane  past  its  juncture  with  the 
mesethmoid  articulation  moving  along  the  line  of  least  resistance, 
which  is  usually  near  the  center  of  the  cartilage  going  lieyond  the 
mesethmoid  and  vomer.  When  this  articulation  is  passed  dissect  to- 
wards the  floor  in  the  line  of  least  resistance  until  it  is  reached,  when 
with  Frecr's  elevator  to  you  (angular,  dull  elevator  Figure  I.  B.) 
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Start  forward  hugging  the  vomer  until  you  reach  the  interlacing 
periosteum  at  the  superior  anterior  border  of  vomer.  This  is  sev- 
ered with  Freer's  (sharp  angular  elevator,  Figure  I  d).  Proceed 
forward  until  you  have  elevated  the  perichondrium  upon  the  con- 
cave side  of  the  cartilage,  which  will  take  you  into  the  opposite  nares 
to  the  point  of  entrance,  elevating  the  perichondrium  ahead  of  you, 
loosing  up  all  constricting  bands  until  you  have  the  maxillary  crest 
upon  the  concave  side  laid  bare.  You  then  go  to  the  convex  side  and 
elevate  the  perichondrium  upon  that  side  for  about  ^  to  a  half 
inch  along  the  border  to  form  a  flap,  when  you  have  placed  the 
cartilage  in  the  perpendicular  position.  After  this  you  release  your 
cartilage  by  severing  all  adhesive  bands  and  push  it  over  in  the 


Figure  1.    Vertical  section  ot  an  ordinary  deflection. 


groove  along  the  maxillary  crest  upon  the  opposite  side.  You  then 
place  in  position  your  flap,  it  usually  drops  there,  and  introduce  your 
retaining  splint. 

For  this  I  have  used  Meyer's  or  Kyle's  splint,  but  have  early 
learned  that  an  ordinary  shawl-pin  two  inches  long  with  head  cov- 
ered with  sealing  wax  is  the  best  for  this  work.  This  is  introduced 
through  the  loose  connective  tissue  just  anterior  to  the  cartilage 
starting  from  the  concave  side  and  passing  through.  Turning  the 
pin  a  little  more  than  parallel  to  the  septum  you  re-enter  the  mucosa 
and  try  to  get  under  the  perichondrium  and  force  it  ar  an  angle  of 
about  45  degrees  toward  the  floor  of  the  nose,  so  as  to  engage  it  in 
the  dense  structures  at  the  anterior  part  of  the  vomer,  and  find  an- 
chorage in  the  bony  floor. 
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Where  you  have  a  marked  bending  of  the  septum  it  is  sometimes 
necessary  after  crossing  over  this  elevation  to  again  pass  through 
the  cartilage  at  its  junction  with  the  vomer,  and  find  anchorage  on 
the  side  of  the  vomer  from  which  you  started. 

Where  you  have  the  so-called  columnar  displacement  you  press 
tlie  mobile  septum  and  mucosa  toward  the  concave  side,  making 
\our  incision  just  over  the  anterior  part  of  the  cartilage  so  as  to 
throw  your  line  of  incision  well  back  of  the  tip  of  the  cartilage.  Wlien 
your  work  is  done  this  places  it  where  it  will  be  held  in  position 
with  the  pin,  as  well  as  enable  you  to  make  a  space  anterior  to  the 
l)ony  septum  to  receive  the  cartilage.  I  sometimes  anchor  this  with 
<utures,  using  no  pins,  or  again  I  use  l)oth  pin  and  sutures. 


Ftr^rc  i  (hows  the  (lUaectlon  complete. 

Deflections  beginning  behind  the  triangular  cartilage  and  mcseth- 
moid  vomer  articulation :  These  arc  of  two  kinds  and  due  to 
developmental  causes.  1.  Where  the  septum  is  perfectly  straight 
ii|X)n  one  side  and  protrudes  into  the  other  side  of  narcs.  This  is 
due  to  the  squeezing  out  of  the  vomer  nasal  cartilage  and  can  be 
remedied  by  elevating  the  periosteum  over  this  structure  and  shell- 
ing it  out  of  its  bed.  Generally  it  is  easily  accomplished.  You  then 
replace  coverings  and  introduce  a  light  gauze  packing  for  twcnty- 
iDur  hours. 

'i.  Cases  where  bone  and  vomcro-nasal  cartilage  are  both  de- 
f1e<tcd.  In  these  cases  you  start  high  up  on  the  septum,  pressing 
through  the  triangular  cartilage  just  aiUcrior  to  its  articulation  with 
the  mcsethmoid  to  the  concave  side  and  elevate  the  j)erio>tenm  over 
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the  concave  surface  covering  the  interlacing  periosteum  over  the 
anterior  superior  border  of  vomer.  The  periosteum  is  then  elevated 
over  the  convex  side  of  the  bony  septum  and  vomero-nasal 
cartilage  which  is  removed  and  if  necessary  the  bone  is  severed  to- 
wards the  floor  where  the  bend  starts  and  shoved  into  position.  The 
bone  here  is  generally  \er\'  friable,  but  more  frequently  than  not 
you  can  get  anchorage  of  your  part,  loosened  up  upon  the  concave 
side  of  the  vomer,  sufficient  to  hold  the  parts  in  place.  When  you  do 
you  can  remove  the  gauze  packing,  which  you  introduce  upon  the 
convex  side,  after  the  part  has  been  held  in  position  for  twenty-four 
to  forty-eight  hours. 


Figure  3  shows  the  po.sition  when  replaced. 

Often  you  will  find  the  vomer  perfectly  straight  and  only  the 
mesethmoid  and  vomero  nasal  cartilage  deflected,  but  you  must 
free  with  a  chisel  all  of  the  deflected  surface  before  attempting  to 
replace  it. 

3.  Where  triangular  cartilage,  mesethmoid  and  vomer  are  de- 
flected. In  correcting  these  cases  you  start  as  you  would  if  carti- 
lage alone  were  involved  and  your  dissection  is  in  the  same  line,  but 
more  extensive.  You  go  just  beyond  the  limit  of  bony  deflection  on 
the  concave  side  elevating  the  perichondrium  and  periosteum  to  the 
extreme  limit  of  the  deflection.  You  then  return  to  the  side  of  vour 
primary  incision  upon  the  convex  side  and  elevate  the  overlying 
structure,  exposing  cartilage  and  bone.  You  then  sever  all  restrain- 
ing adhesions,  whether  fibrous,  cartilage  or  bone,  always  keeping  in 
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mind  the  interlacing  periostfuiii  at  tlie  anterior  superior  part  of  the 
vomer  and  that  bone  and  cartilage  have  their  own  separate  coverings. 

In  severing  bone  start  at  the  beginning  of  the  deflection,  below. 
Vou  use  the  chisel  and  this  is  more  easily  accomplished  after  the 
removal  of  the  vomero-nasal  cartilage.  After  all  is  free  you  place 
the  structures  in  a  perpendicular  position,  making  sure  that  your 
soft  tissues  on  the  convex  side  are  not  pinched  by  the  replaced  struc- 
tures, but  can  be  used  as  a  flap.  Then  introduce  your  splints  with 
pin  and  gauze  to  retain  them  in  position. 

Most  deflections  can  be  corrected  by  this  method;  only  a  small 
proportion  of  the  thickened  and  irregular  deflections  need  the  classic 
operation  of  Prof.  Freer,  to  whose  inventive  genius  I  am  indebted 
for  the  instruments  which  have  made  this  operation  possible. 

31  North  State  Street. 


Tonsillar  Operation  in  Children,  Ernest  Winckler.  Monatschr. 
/.  Uhrnili.  Hd.  IS,  llejt.  G.  1014,  p.  ?7(>. 
Mackenzie,  in  his  famous  article  on  the  "Massacre  of  the  tonsil," 
pleads  for  the  conservation  of  an  organ  that  he  considers  of  great 
importance  for  the  child's  metabolism.  Winckler,  on  the  other 
hand,  advocates  for  this  procedure  the  heaviest  armament  of  faucial 
warfare,  the  tonsillectome.  In  a  number  of  cases  he  examined  the 
blood  of  the  patient  before  and  after  the  operation  and  proves  that 
the  child  is  not  worse  off  minus  that  "su{)crficial"  structure.  In 
-nme  instances  the  percentage  of  hemoglobin  was  increased  after 
the  oi>eration.  In  the  scnim  of  patients  suffering  from  tonsillitis 
and  peritonsillar  phlegmon,  protective  ferments  were  found,  that 
ill  Abderhalden's  dialyzing  test  decomposed  tonsillar  tissue.  These 
anti-tonsillar  protective  fcrnienfs  were  also  met  with  in  |)eople  with 
normal  tonsils  and  were  jirescnt  to  some  degree  in  the  serum  l)c- 
fore  and  after  the  removal  of  the  tonsils.  The  writer  concludes 
that  the  tonsils  play  no  role  whatsoever  in  the  mctatx)lism  of  the 
l)ody,  and  ought,  therefore,  to  he  removed — the  sooner  the  t)etter. 
Based  upon  these  facts,  eugenic  legislation  of  the  future  will  have 
to  make  tonsillar  circum-excision  compulsory.  It  is  to  he  hoped 
that  the  right  to  perform  this  non-sectarian  act  will  Ik  restricted 
to  the  rhinologist.  GuWAU. 


A  FEW  INTERESTING  POINTS  IN  REGARD   TO  BRONCHIAL 

ASTHMA  AND  REPORT  OF  A  VERY  SEVERE    CASE 

CURED  BY  INTRA-NASAL  SURGERY. 

Dr.  William  T.  Patton,  New  Orleans. 

It  is  generally  accepted  that  bronchial  asthma  is  a  neurotic  aflfec- 
tion  characterized  by  hyperemia  and  turgescence  of  the  mucosa  of 
the  small  bronchial  tubes  and  a  peculiar  exudate  of  mucin.  The  at- 
tack may  be  due  to  direct  irritation  of  the  bronchial  mucosa,  or  may 
be  induced  reflexedly  by  irritation  from  other  parts  of  body,  such  as 
cardiac,  renal,  stomach,  intestinal,  genital,  uterine,  nose  or  throat 
and  possible  eye.  Cardiac  and  renal  could  be  classed  as  mechanical, 
due  to  edema  and  stasis,  or  irritative,  due  to  toxemia.  It  is  the  writ- 
er's opinion  that  the  most  common  source  of  reflex  irritation  is  the 
riose  and  throat,  reflexly  involving  the  pneumo-gastric  nerves — such 
conditions  as  polypoid  or  suppurative  ethmoiditis,  deviated  septa, 
enlarged  middle  turbinates,  pressed  upon  by  the  septum  and  outer 
wall  of  the  nose,  hypertrophied  inferior  turbinals,  diseased  tonsils, 
especially  the  adhesive  type,  also  lingual  tonsils. 

The  tonsils  may  act  in  two  ways,  by  reflex  irritation  and  by  caus- 
ing slow  toxemia.  Should  we  not  be  able  to  find  any  trouble,  or 
should  the  treatment  of  conditions  found  not  improve  the  asthma, 
we  are  certainly  justified  in  passing  the  bronchoscope  and  will  often 
find  one  or  more  small  ulcers  or  hyperemic  spots  in  the  trachea  or 
bronchial  tubes,  which  should  be  treated  by  application  of  silver, 
argyrol,  glycerite  of  tannin  or  whatever  seems  proper  for  the  condi- 
tion. It  is  often  wonderful  to  see  the  immediate  improvement  in 
these  cases.  Given  a  case  of  asthma,  the  intestinal  tract  "should  be 
carefully  studied  and  treated,  then  the  heart  and  kidneys  should  be 
carefully  looked  after.  If  the  trouble  is  not  located,  the  nose  and 
throat  should  then  be  carefully  examined  and  any  abnormal  or  dis- 
eased condition  removed  or  treated. 

The  case  I  am  about  to  report  was  a  most  severe  and  obstinate  one 
and  I  believe  it  was  only  through  most  careful  and  untiring  nasal 
treatment  that  he  was  cured. 

Mr.  W.  P.,  age  37,  came  to  me  October  30,  1913.  He  was  des- 
perate and  had  been  to  all  kinds  of  specialists,  including  dietician, 
heart  and  lung  specialist,  osteopath  and  even  Christian  Scientist,  but 
none  gave  him  any  relief  and  he  wondered  if  his  nose  could  be  the 
cause  of  the  trouble. 
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He  has  been  suffering  from  asthma  for  the  past  ten  years,  at  times 
very  severe  and  never  entirely  free  from  some  wheezing;  has  lost 
considerable  weight,  is  not  able  to  attend  to  business  and  as  he  ex- 
l>rcssed  it,  was  ready  to  give  up.  The  patient  docs  not  smoke  and 
drinks  very  little. 

Examination : — Nose :  Septum  badly  deflected  to  left  and  high 
up,  pressing  on  middle  turbinate,  deflected  to  right  in  lower  part, 
touching  hypertropliied  inferior  turbinate.  Pus  coming  from  right 
ethmoid  region.  Tonsils  submerged  but  apparently  not  causing 
trouble,  mucous  membranes  of  pharynx  and  upper  larjnx  all  red; 
cars  ajjparently  normal.  Submucous  resection  advised,  to  which  he 
willingly  consented.  Urine  shows  no  indican  or  other  abnormalities; 
heart,  normal ;  lungs,  characteristic  signs  of  asthma. 

October!  14 .  Complete  removal  of  septum  nasi,  under  cocain 
and  novocain.  October  1.5.  Packing  removed,  patient  passed  good 
night  and  now  wants  to  go  to  office.  October  16.  Nose  healing  nice- 
ly :  considerable  discharge  from  right  ethmoid  region ;  no  headache, 
patient  claims  his  asthma  is  better.  November  1.  Nose  has  been 
cleaned  and  treated  every  day  or  so.  It  is  still  slightly  clogged  and 
pus  is  still  coming  from  ethmoid  region.  Right  middle  turbinate  re- 
moved in  order  to  give  better  drainage.  I'atient  claims  he  is  fairly 
free  from  asthma. 

November  4.  Mixed  infection  phylacogen  (2  cc. )  given  subcu- 
taneously  in  dorsal  region.  November  6.  Patient  had  only  slight 
reaction.  November  7.  Phylacogen  (3  cc).  November  8.  No 
reaction,  5  cc.  given.  November  10.  Slight  reaction,  ii  cc.  given. 
.Vovember  11.  Slight  reaction,  .'>  cc.  given.  November  13.  Slight 
reaction,  5  cc.  given ;  feeling  pretty  good,  only  slight  wheezing  and 
nose  is  clearing  up ;  much  less  discharge.  November  17.  Had  chest 
examined  by  internist ;  only  asthmatic  rales  found.  November  H>. 
Mixed  infection  and  pneumonia  phylacogen  (5  cc).  Right  side  of 
nose  blocked  and  considerable  discharge.  Did  not  see  patient  again 
until  Xovcml*cr  21>.    He  claims  he  has  been  feeling  fine. 

November  '50.  On  account  of  j)crsisting  discharge  from  right  side 
ethmoids  curetted.  January  !».  Patient  has  been  free  from  asthma 
up  to  a  few  days  ago.  when  he  contracted  severe  cold  and  his  whole 
head  Iwcame  choked  up.  Examination  of  left  side  showed  it  to  be 
all  clogged  up  with  free  discharge ;  cleansed  and  treated  with  argyrol 
packs ;  T)  cc.  phylacogen.  January  12.  Intense  reaction  from  last  in- 
jection ;  nose  much  improved  and  patient  feels  much  better.  Jan- 
uary 14.  Phylacogen  (5  ccV  January  Ifi.  Phylacogen  (7  cc). 
January  19.    Phylacogen  (10  cc).    No  reaction  and  again  slight  at- 
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tack  of  asthma.  January  20.  Not  getting  any  reaction  from  10  cc. 
])liylacogen  subcutancousiy,  decided  to  give  it  intravenously ;  'i  min- 
ims in  median  basilic  vein.  January  22.  Slight  reaction,  5  minims 
in  vein.  January  23.  Slight  reaction,  10  minims  in  vein.  I'atient 
slightly  better  and  only  slight  reaction.  January  21,  IS  minims  in 
vein.  January  2(5,  40  minims  in  vein.  January  28,  60  minims  in 
vein.  January  31,  7."i  minims  in  vein,  all  causing  only  slight  reac- 
tion ;  patient  improved  after  each  dose. 

I  did  not  see  patient  again  until  February  17,  when  he  had  very 
little  asthma,  but  had  a  very  severe  laryngitis;  could  not  talk  above 
whisper.  Examination  reveals  arytenoids  swollen  and  red.  small  uU 
cer  in,  inter-arytenoid  region,  both  cords  red.  Examination  of 
smear  for  T.  B.,  negative ;  lingual  tonsils  enlarged  and  causing  ir- 
ritative cough. 

February  17.  Has  been  treated  daily,  larynx  slightly  improved, 
lingual  tonsils  removed.  March  2.  Much  improved,  no  asthma. 
March  7.  I'atient  became  overiieated,  danced  all  night  and  contracted 
another  severe  cold,  nose  clogged  and  discharging  freely ;  40  minims 
phylacogen  intravenously.  March  9,  much  improved.  March  11, 
50  minims  phylacogen  intravenously.  March  14.  Had  quite  a  re- 
action from  last  injection  but  now  feels  fine ;  20  minims  phylacogen 
intravenously.  March  29.  Seen  several  times  a  week,  intra-tracheal 
injections  10  per  cent  iodoform  in  liquid  alboline  and  several  doses 
phylacogen. 

May  1.  Larynx  entirely  well  and  looks  normal,  feels  fine.  July 
6.  Patient  feeling  fine  only  occasional  cold  in  head ;  has  good  appe- 
tite ;  gaining  weight ;  nose  clear,  and  no  discharge  nor  asthma.  Oc- 
tober 23.  Heard  from  case  only  recently.  He  is  feeling  fine  and 
happy. 

This  case  is  very  interesting  in  that  each  time  asthma  appeared 
there  was  always  some  swelling  and  discharge  in  the  nose,  and  until 
nose  was  cured  of  all  abnormal  conditions  asthma  persisted.  Un- 
doubtedly phylacogen  was  of  great  value  in  this  case,  for  we  could 
abort  the  asthma,  if  injection  was  given  in  time.  However,  I  do  not 
believe  it  should  be  used  until  all  sources  of  irritation  are  removed, 
and  then  it  should  be  pushed  to  limit  and  not  given  up  after  few 
doses.  In  all,  the  patient  received  7")  cc.  phylacogen  subcutancousiy 
in  twelve  injections;  37  cc.  phylacogen  intravenously  in  fourteen  in- 
jections without  alarming  reactions.  The  patient  usually  had  a 
chilly  sensation,  pains  in  head  and  over  body  in  about  an  hour, 
which  lasted  for  several  hours.    Then  he  felt  fine  for  several  days. 
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RETRO-PHARYNQEAL  ABSCESS  WITH   RUPTURE,  ASPHYX- 
IATION AND  DEATH  FOLLOWING  AN  ACUTE 
ATTACK  OF  TONSILLITIS. 

Dr.  C.  Coulter  Charlton,  Atlantic  City. 

K.  T.,  male,  aged  8.  Family  history,  negative  for  tuberculosis 
an<l  lues.  Child's  previous  health  good.  Patient  developed  a  mild 
attack  of  acute  tonsillitis  and  consulted  a  physician  who  adminis- 
tered treatment  and  advised  the  parent  to  bring  him  back  in  two 
or  three  days,  if  not  improved.  Apparently,  the  child  was  in  good 
iimdition  the  next  day.  and  returned  to  school.  Two  weeks  later 
he  returned  from  school  one  afternoon,  playful,  cheerful  and  after 
eating  his  dinner,  retired  for  the  night.  The  next  morning  the 
I  hild  remained  home  from  school,  saying  that  he  was  feeling  sick 
and  weak  but  complained  of  nothing  definite.  About  four  o'clock 
in  the  afternoon  the  patient  was  seized  with  a  coughing  spell  and 
'  omijlained  of  fullness  in  the  throat.  His  mother  was  alarmed  and 
ailed  the  family  physician.  He  arrived  as  the  child  was  taking  his 
last  breath.  1  was  also  called,  but  on  my  arrival,  ten  minutes  after 
that  of  the  other  physician,  the  patient  was  dead.  The  physician 
rejwrted  that  the  child  had  died  from  asphyxiation,  hut  was  unable 
to  assign  its  cau.se. 

On  examining  the  throat,  I  found  a  small  amount  of  pinkish, 
muco-purulent  discharge  which  I  mopped  out.  Upon  further  ex- 
amination I  discovered  a  rupture  of  the  mucous  membrane  in  the 
lili,ii\n\  on  the  right  side  posteriorly,  above  the  arytenoid.  r.\ 
inserting  a  bent  probe  in  this  opening  I  found  a  cavity  containing 
«ome  of  the  same  discharge  a*;  ";i>;  fnnml  jn  tliro.i'  l'"t  T  wa< 
unable  to  make  out  any  necros< 

Most  of  these  cases  have  been  rcjwrted  in  children  under  a  year 
of  ape  and  with  a  hi=fnn-  of  frauitia.  fulicri-nlar  or  luetic  invohc- 
incnl. 

I  tliink  we  may  learn  from  this  case:  (1)  how  extensive  a  condi- 
tion of  this  type  can  develop  without  causing  any  symptoms  or  com- 
plaint in  a  child  of  S  years;  and  (2)  hmv  a  mild  attack  of  acute 
tonsillitis  may  be  complicated  with  a  serious  result  like  this  one. 

From  the  preceding  report  you  see  the  child's  death  was  caused 
by  asphyxiation  due  to  the  ruptured  retro-pharyngcal  abscess,  fol- 
lowing a  mild  attack  of  .icute  tonsillitis  two  weeks  previous. 
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ELIMINATION  OF  SPEECH  AND  VOICE  DEFECTS.* 

Mr.  Bernard  Cadwallader,  Cleveland. 

Permanent  elimination  of  speech  and  voice  defects,  or  speech  and 
voice  recovery,  rests  upon  perfect  co-ordination  of  the  speech  and 
voice  apparatus,  diaphragmatic  breathing  and  absolute  mind- 
control. 

The  entire  speech  and  voice  machinery  of  the  speech  defective  is 
in  a  state  of  chaos.  Similar  to  an  engine  running  wild,  lacking  the 
guiding,  controlling  hand,  will  and  mind  of  the  skillful  engineer. 

Stuttering  and  stammering — I  use  this  double  term  advisedly  and 
refer  you  to  my  article  in  the  Cleveland  Medical  Journal,  December, 
1911,  presenting  in  detail  the  classification  of  each,  and  my  reasons 
for  so  doing, — does  not  come  from  malformation  of  the  organs,  but 
from  a  wrong  activity  of  the  organs.  Whatever  mystery  there  is 
about  stuttering  and  stammering  comes  from  a  lack  of  knowledge 
of  physiology  and  psychology  of  speech,  and  also  from  not  knowing 
just  what  are  the  wrong  conditions,  the  wrong  positions,  and  the 
wrong  movements  during  the  activity  of  the  organs  concerned.  In 
spite  of  what  is  claimed  to  be  known  of  speech,  of  its  visibility,  etc., 
it  cannot  be  seen  and  we  know  not  for  certainty  just  what  takes 
place  during  the  speech  act.  The  speech  machinery  in  normal  activ- 
ity cannot  be  seen  until  some  non-interfering  way  is  discovered  of 
illuminating  the  parts.  The  laryngoscope  in  use  makes  normal  speech 
and  even  normal  phonation  impossible,  so  that  it  is  of  little  use  in 
solving  the  problems  confronting  the  speech  specialist ;  for  speech  de- 
fects are  caused  by  the  interfering  action  of  certain  muscles  set  into 
activity  by  wrong  speech  concept,  or  by  abnormal  or  subnormal  con- 
ditions arising  from  imperfect  co-ordination.  It  may  also  be  de- 
fined as  a  conflict  between  the  voluntary  and  involuntary  systems — 
using  the  word  "System"  as  including  the  various  specific  systems  as 
dififerentiated  by  medical  authorities. 

The  way  a  child  learns  to  talk  is  the  way  the  speech  defective 
must  learn  to  talk,  if  he  is  ever  to  reach  permanent  normal  speech. 
The  brain  centers  and  the  ner\'e  centers  must  be  permitted  to  do 
their  work  uninterfered  with  by  any  conscious  eflfort  on  the  part  of 
the  speech  sufTerer. 

•Read  before  the  Section  on  Ophthalmology  and-  Oto-Laryneology  of 
the  Cleveland  Academy  of  Medicine.  September   14.   1914. 
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Peripheral  effort  must  be  stopped:  Phonation  is  just  as  much  an 
involuntary  act  as  deglutition.  If  one  should  set  out  to  control  the 
swallowing  of  food  or  drink  by  attempting  to  work  a  particular  mus- 
cle disconnected  from  its  associate  muscles,  he  would  fall  into  trou- 
ble, but  his  attempt  would  be  no  more  fruitless  and  foolish  than  the 
attempt  of  the  stutterer  and  stammerer  to  control  his  speaking  by  a 
similar  effort. 

The  first  step,  then,  is  to  form  a  right  speech  concept,  to  know  de- 
finitely and  clearly  the  process  of  speech  control.  In  none  of  man's 
other  functions  is  there  greater  proof  that  "mind  !<=  mn>;ter  of  mat- 
ter." 

From  now  on,  the  character  of  the  speech  process  and  habit  will 
be  gradually  reversed.    Mentalizing  more  and  mechanicalizing  less. 

I  have  made  five  divisions  to  my  present  plan  of  elimination:  1. 
Training  speech  muscles  through  sense  of  touch  at  speech  p)oints  of 
contact.  2.  The  elimination  of  the  monotone  through  inflection.  3. 
Diaphragmatic  breath-control  to  eliminate  throat  clutch.  4.  The 
short  phrase  to  eliminate  rapid  continuous  speech  and  to  prevent  the 
(tossibilitv  of  talking  on  a  breath  exhaust.  6.  Permanency  of  nc  . 
speech-habits  through  reading  aloud  and  conversation. 

Training  speech  muscles:  Our  work  of  speech  reconstruction  will 
begin  with  letters,  then  words  and  afterwards  phrases. 

I  give  my  pupils  each  letter  of  the  alphaliet  to  make,  so  that  I  may 
observe  how  they  make  them.  We  find  an  overwhelming  sympathet- 
ic muscular  activity.  For  example:  In  making  the  "R"  (a  labial) 
which  should  be  made  with  a  delicate  touch,  or  meeting  of  the  lips, 
.'ind  the  contact  broken  as  quickly  as  possible,  we  find  the  entire 
l)owcr  of  jaw,  lips,  tongue  and  throat  involved  in  its  production. 

\  classification  of  the  consonant  is  now  presented.  The  Unguals, 
I.,  .\.  D,  T,  S,  soft  C,  made  with  the  tongue — just  the  tip  of  the 
tongtie  delicately  touching  the  hard  palate  as  near  the  teeth  as  pos- 
sible, with  jaw,  lips  and  throat  in  repose.  The  labials,  M,  P,  H,  \V, 
made  with  the  lips  daintily  and  delicately  touching  each  other,  with 
jaw,  tongue  and  throat  in  repose.  The  guttcrals,  K,  O,  d.  and  hard 
C",  made  in  throat,  with  lips,  jaw  and  tongue,  maintained  in  absolute 
non-activity  and  repose.  The  same  exacting  discipline  and  training 
is  employed  on  the  dento-labials  F  and  V :  Dento-linguals,  Th ;  and 
aspirate,  etc. 

From  now  on,  each  speech-part  involved  (in  making  such  classi- 
fication) must  act  inde|>cndently  and  without  sympathetic  action  of 
the  other  parts. 
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Hitherto  the  speech  defective  has  Ijeen  in  bondage  to  the  con- 
sonants. The  vowels  have  been  slighted.  In  our  next  progressive 
step  of  elimination,  the  study  of  words,  we  shall  reverse  this.  He 
will  now  slight  the  consonants  and  linger  or  raise  on  the  vowels. 
The  vowels  arc  the  melody  or  song  of  the  words.  In  them  lie  not 
only  the  beauty  and  power  of  speech,  but  his  safety. 

In  word-study  I  introduce  one  of  the  most  revolutionary  factors 
of  elimination,  viz :  inflection  and  natural  accents  of  words.  When 
formulating  my  plan  of  elimination,  I  found  the  more  I  safe-guarded 
the  pupil's  work  with  symbols  or  markings  of  a  distinctive  character 
to  represent  the  principles  to  be  used,  to  simplify  the  technical 
phase,  the  more  completely  could  they  concentrate  the  mind  on  the 
sensations  of  touch  of  lips,  teeth,  tongue  and  throat,  etc.,  thereby 
increasing  the  efficiency  and  quality  of  the  work. 

The  complicated  and  numerous  markings  of  the  etymologists  in 
emphasis  and  inflection  I  found  too  cumbersome.  My  classification 
of  words  must  be  as  simple  as  possible.  I  call  the  word  with  one 
syllable,  the  inflected  word.  The  word  with  two  or  more  syllables, 
the  accented  word.  Over  the  inflected  word,  I  use  a  large  V,  over 
the  accented  word  an  inverted  V,  and  smaller  inverted  v's  one  to  each 
syllable.  This  also  develops  smoothness  and  perfection  of  syllabic 
development,  mentally  and  in  utterance.  These  help  wonderfully 
in  establishing  deliberation  and  poise,  and  rytiimic  flow,  eliminating 
the  irregular,  jerky,  spasmodic  banging  together  of  syllables  and 
words,  against  each  other. 

People  generally  would  be  greatly  benefited  in  their  speech  if  they 
would  take  a  course  of  such  training  and  discipline.  As  a  people,  we 
should  be  ashamed  of  our  speech  and  our  speaking-voices.  The  same 
slovenliness,  lack  of  interest  and  ignorance,  would  not  be  tolerated 
in  anything  else.  George  Eliot  in  commenting  on  English  as  spoken, 
said :  "They  have  a  pronunciation  that  crushes  out  all  color  from 
the  vowels,  and  jams  them  between  jostling  consonants."  "Lan- 
guage is  the  tool  by  which  all  knowledge  is  acquired,"  says  Dr. 
Berle. 

Breathing:  Full,  deep,  diaphragmatic  breathing  is  of  the  utmost 
importance  to  the  speech  defectives.  This  must  be  established  to 
relieve  the  vocal  cords  of  the  imposition  of  breath-control  and  inevit- 
able throat  clutch. 

Exercise:  Stand  erect,  chest  high  and  active,  while  taking  in 
breath,  expand  at  the  waist  with  diaphragmatic  muscles,  hold  the 
latter  tightly  while  counting  20,  slowly  increase  gradually  to  40.  The 
full,  tight  sensation  in  the  throat  at  first  experienced  during  this  ex- 
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ercise,  will  pass  away  when  the  diaphrag^iii  muscles  have  become  ac- 
customed to  their  work — leaving  the  throat  free  and  untrammeled. 

The  Monotone:  Webster's  unabridged  definition  of  speech  is, 
"A  going  up  and  down  in  the  voice."  Perhaps  the  most  common 
and  the  largest  contributing  cause  of  all  speech-defects  is  the  mono- 
tone, yet  strange  to  say  all  of  the  so-called  guaranteed-to-cure  sys- 
tems of  stammering  schools  are  based  upon  this  very  defect,  thereby 
intensifying  the  stammerer's  condition  and  making  him  more  help- 
less and  hopeless.  He  cannot  raise  above  the  tone  of  pitch  upon 
which  he  starts  because  of  the  cramped,  fixed  condition  of  the  vocal 
cords;  hence  the  enforced  monotone. 

The  permanency  of  our  new  speech-habits  is  cstahiisheil  through 
reading  aloud  and  conversation.  We  have  several  links  yet  to  add 
before  we  introduce  conversation  as  the  final  factor  in  elimination. 

1.  Phrase  analysis.  Where  to  raise  voice;  where  to  rest  voice: 
where  to  breathe.  Speech-figures  will  be  a  help  in  deciding  on 
which  words  to  raise — nouns,  verbs,  adjectives,  etc.  For  the  want 
of  a  better  term,  I  refer  to  this  group  as  mind  measurement  of 
phrases.  2.  Reading  aloud  with  markings :  reading  aloud  without 
markings ;  the  necessity  for  reading  aloud. 

Hitherto,  our  principles  have  been  studied  separately.  Our  next 
step  is  to  blend  them  in  actual  speech.  To  go  directly  into  conver- 
sation at  this  stage  would  defeat  our  purpose.  The  pupil  has  not 
become  familiar  enough  with  his  new  speech-principles  to  allow 
mental  diversion.  In  reading,  the  thoughts  and  words  arc  chosen  for 
him,  enabling  him  to  focus  his  entire  mental  concentration  on  his 
markings.  He  cannot  now  go  astray.  Every  phrase  will  l)c  perfect. 
This  will  be  continued  until  smoothness,  freedom,  poise  and  confi- 
dence are  established.  Conversation  antiphonally  will  be  the  begin- 
ning of  the  end. 

Treatment  of  small  children :  It  is  altogether  unnecessary  to  al- 
low a  small  child  to  drift  into  a  fixed  habitual  speech-defective  con- 
dition because  it  has  not  reached  the  reading  stage.  My  plan  with 
I.  •">  and  C>  year-olds  proves  satisfactorily.  I  work  through  picture- 
looks  and  ask  them  to  repeat  after  me  whatever  we  sec.  and  mark 
ilicm  in  a  similar  way  on  the  large  card  shown. 

I  insist,  of  course,  that  the  mother,  (or  some  ui„  ^^lv.  ,s  uuii  in< 
.  hild  at  home)  comes  with  the  child  and  thoroughly  under.stands  the 
work  to  be  done  at  home,  so  that  in  her  conversations  with  him  she 
uses  whatever  instructions  may  have  l)een  given  to  correct  sluggish, 
awkward  or  weak  muscle.s,  etc.,  of  the  tongue,  lips  or  throat. 
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"Precepts  and  rules  are  repulsive  to  a  child,  but  happy  illustration 
winneth  him,"  says  Tupper.  To  bring  about  exaggerated  use  of 
subnormal  conditions,  which  the  majority,  of  small  children's  condi- 
tions are,  I  give  an  exercise,  the  appearance  of  a  game ;  thus  working 
at  the  cause  unconsciously,  through  producing  sounds  rather  than 
speech. 

The  value  of  all  the  practical  work  lies  not  in  the  knowledge  of  it, 
but  in  daily  application  until  incorporated  into  new  speech-habits. 
The  question  always  asked,  "How  long  will  it  take  to  cure  me  per- 
manently?" will  depend  upon  the  responsiveness  of  the  abnormal 
speech-conditions,  on  the  pupil's"  industry,  patience  and  persever- 
ance. No  other  branch  of  pedagogy  is  compelled  to  change  the  hab- 
its of  from  five  to  fifty  years'  standing  which  are  becoming  daily 
and  hourly  more  firmly  fixed.  Add  to  this  difficulty  the  varied  con- 
ditions and  need  of  each  individual,  which  demand  complete  mental 
concentration  of  teacher  and  pupil.  TItereforc,  treatment  not 
founded  upon  this  individualistic  basis  with  adults  must  logically 
fail. 

Inflection :  Hitherto,  tlie  vowels  have  been  slighted,  the  conson- 
ants made  too  prominent  and  exaggerated  unnecessarily  and  disas- 
trously. This  will  now  be  reversed.  Raise  and  linger  on  the  vowels ; 
the  consonants  should  be  daintily  touched  and  left  quickly  to  get  to 
the  vowels,  the  song  and  melody  of  the  word.  "Take  care  of  the 
consonants  and  the  vowels  will  take  care  of  themselves."  This  will 
prove  to  be  the  most  interesting  work  in  the  entire  therapy  of  elim- 
ination. 

Make  the  strong  words  carry  the  meaning  and  the  unimportant 
words  no  more  than  they  should  have.  I  refer  to  the  strong  words 
as  sense  bearers. 

This  subject  is  one  of  the  most  vital  of  all.  Time  forbids  further 
development. 

Direct  tone  work :  The  three  exercises  for  direct  tone  cannot  be 
used  safely  where  there  is  vocal  derangement.  Such  must  first  be 
treated  with  indirect  tone  work,  so  delicate  and  varied  in  its  scope 
and  need  it  could  hardly  be  presented  here.  A  jack-knife  in  the 
hands  of  a  small  boy  is  not  a  good  working-combination.  The  knowl- 
edge to  use  a  tool  is  of  more  consequence  than  the  possession  of  the 
tool. 

The  speech-specialist  must  be  a  voice-specialist  too.  He  must 
know  the  principles  and  experiences  of  the  use  and  preser\'ation  of 
the  singing  voice.  Without  this  complete  knowledge  and  experience 
it  is  impossible  to  eliminate  all  imperfections  of  voice  and  speech. 
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A  boy,  11  years  of  age,  came  to  us  recently.  He  both  stammered 
and  stuttered.  After  a  few  lessons  I  discovered  his  speech  trouble 
was  caused  by  weak  vocal  cords  through  mouth-breathing — con- 
genital adenoids.  His  cords  would  phonate  only  through  force 
in  the  highest  register. 

The  adenoids  had  been  removed  one  year  before.  The  operating 
physician  insisted  the  voice  and  speech-trouble  would  pass  away. 
The  parents  wisely  saw  the  boy  was  gradually  becoming  worse  and 
needed  assistance.  Many  physicians  do  not  seem  to  realize  that  cus- 
tom and  habit  are  as  difficult  to  fight  as  disease.  After  the  boy's 
voice  had  been  made  strong  by  suitable  exercises  and  nose-breathing 
established  it  required  but  a  few  weeks  to  change  his  speech-diffi- 
culty through  inflection,  short  phrases  and  avoidance  of  talking  on 
exhausted  breath. 

Larynx:  The  position  of  the  larynx  must  not  be  omitted  as  a 
factor  in  speech-freedom.  Its  low  position  will  add  resonance, 
good  tone,  and  quality  to  the  voice  and  prevent  crowding  the  base 
of  the  tongue.  The  efforts  of  the  stutterer  and  stammerer  to  speak, 
have  made  the  up-pulling  muscles  overwhelmingly  strong  and  the 
down-pulling  too  weak  to  act.  In  our  student  days  the  late  Emilio 
Rclari  rightly  insisted  on  the  position  of  the  larynx  as  being  of  the 
utmost  importance  to  the  development  of  the  singing  and  speaking 
voice. 

So  nnich  has  been  written  and  said  about  speech-defects  that 
voice-defects  have  been  overlooked.  Weakened  vocal  cords  make 
inflection,  on  which  so  much  depends,  an  impossibility,  and  the  mono- 
tone a  certainty — and  derangement  of  laryngeal  muscles  are  respon- 
sible for  much  of  the  tmuMc  wliiili  (•.innni  I...  riri.-ln-,!  tliroiirrii  xhe 
articulating  machinery. 

Temperament :  We  have  hitherto  dealt  only  with  the  process  of 
defective  elimination.  It  is  ju.st  as  important  to  take  into  considera- 
tion the  individuality  and  personality,  the  capacity  for  mental  con 
ccntration,  and  the  industr\'  and  patience  of  the  stutterer  and  stam 
merer.  These  traits-  arc  as  varied  as  the  speech -defects  and  upon 
ihe  skill  and  tact  used  in  handling  them  depends  the  success  as 
largely  as  upon  the  solution  of  speech  problems. 

\er\ousness  is  not  a  cause  of  speech-  and  voice-defects,  else  why 
'should  they  become  self-possessed,  calm  and  confident  when  speech 
freedom  is  gained  ?  Nervousness  is  a  by-product  of  stuttering  an<l 
stammering. 

Hid  time  permit,  I  would  like  to  go  info  detail  rclat,,.  ;,,  ,i,;. ;,  ,t- 
ing  cases  of  sub-normal  speech-  and  voice-conditions  sent  to  me  re- 
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cently  by  Dr.  Kerr,  Dr.  Howard,  Dr.  Cogan  and  Dr.  Abbott.  -One 
of  the  most  remarkable  cases  I  have  ever  had  was  the  one  sent  by 
Dr.  Abbott — a  young  man  1 7  years  of  age.  A  Boston  physician  and 
surgeon  had  told  the  mother  that  the  boy  was  bom  without  vocal 
cords.  When  I  had  done  all  I  could  for  him  the  young  man's 
brother  told  me  he  almost  yelled  the  roof  off  the  Lennox  Building 
while  under  the  influence  of  an  anesthetic.  This  vocal  development 
had  been  produced  in  eight  months  of  daily  work. 

Lalaphobia:  The  speech-defective  acquires  many  other  defects 
of  speaking  and  thinking.  He  may  indistinctly  and  hurriedly  de- 
velop a  weak  and  husky  voice.  He  may  develop  so  much  timidity  or 
bashfulness  that  he  becomes  a  sadden  recluse  or  a  startling  combina- 
tion of  verbosity  with  awful  grimaces.  His  "power  of  attention  and 
his  readiness  of  thought  are  frequently  seriously  affected  through 
multiple  thought,  word  substitution  and  use  of  synonyms.  For  each 
of  these  defects  there  are  methods  of  cure  as  precise  and  reliable  as 
the  melody  cure. 

In  conclusion  I  cannot  say  too  emphatically  that  class-work  in 
stammering-schools  always  ends  in  failure  and  disappointment. 
They  teach  only  tricks  of  waving  hands  or  arms,  snapping  fingers 
and  sing-songing  the  words  on  a  monotone.  Permanent  speech 
freedom  can  be  established  in  every  case  only  through  individual 
study  and  treatment. 

214  Permanent  Building. 


New.  Double  Self-retaining  Nasal  Speculum.  Max  Uxger. 
Jour.  A.  M.  A.,  j\lay  16,  1914. 
Unger  describes  and  illustrates  what  he  calls  an  "ideal  speculum." 
It  is  made  of  spring  wire  and  consists  of  two  pairs  of  fenestrated 
blades,  one  pair  for  each  nostril.  The  whole  speculum  is  about  3 
inches  wide  and  about  2^  inches  high.  It  is  small,  simple  and  com- 
plete in  dilating  both  the  nostrils  at  the  same  time,  in  staying  in 
place,  and  in  not  interfering  with  the  operator.  He  says  that  the 
time  of  a  submucous  resection  operation  is  shortened  one-quarter 
by  its  use. 


AN  ELECTRODE  FOR  FULGURATINQ  THE  LARYNX.* 
Dr.  Sidney  Yankauer,  New  York  City. 

When  fulgurating  the  larynx  for  papilloma  certain  difticulties 
are  met.  If  the  wire  carrying  the  current  comes  in  contact  with 
the  tissues,  a  short  circuit  is  established  and  the  spark  is  extin- 
guished. As  soon  as  the  current  is  turned  on,  however,  a  spas- 
modic contraction  of  the  larynx  occurs  (even  when  the  anesthesia 
is  suflicicntly  deep  to  prevent  a  refler  from  ordinary  touch)  and  the 
spark  is  extinguished.  The  spark  at  l)est  reaches  only  tlie  surface 
of  the  growth. 

To  overcome  these  difficulties,  the  electrode  here  presented  has 
been  devised.  It  consists  of  a  hard  rubber  tube  bent  to  form  a 
handle,  and  of  appropriate  shape  and  dimensions  to  be  used  con- 
veniently with  the  direct  laryngo.scope,  or  better  still  with  the  sus- 


pension laryngo.scopf  of  Killian.  The  interior  of  the  tube,  from 
the  tip  to  a  point  on  the  handle  near  the  bend,  is  lined  with  a  metal 
tube  to  act  as  a  conductor.  The  distal  end  is  closed,  but  near  the 
lip  of  the  instrument  a  small  opening,  about  1  mm.  in  diameter, 
has  been  drilled  through  the  hard  rubber  insulation  and  through 
the  wall  of  the  metal  lining.  .\t  a  point  on  the  handle  near  the 
Iicnd  there  is  a  threaded  hole  and  at  its  bottom  a  piece  of  metal  in 
electrical  connection  with  the  metal  lining.  Into  this  hole,  a  hard 
rubber  screw  is  fitted  which  carries  the  cpnducting  cord.  The 
electrical  conduction  extends  from  the  connection  near  the  bend 
to  the  bottom  of  the  small  hole  near  the  tip:  the  lumen  extends 

•Re«d  before   the  Section  on   Rhinoloity    and    LarynKoloKy    of    the    New 
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from  the  end  of  the  handle  to  the  small  hole  near  the  tip.  To  the 
end  of  the  handle  a  rubber  tube  is  attached,  through  which  com- 
pressed air  at  a  pressure  of  about  fifteen  pounds  is  delivered. 

To  use  the  electrode,  it  is  first  introduced  into  the  trachea  and  a 
small  amount  of  air  at  a  low  pressure  is  blown  into  the  trachea  so 
as  to  blow  out  any  ether  vapor  which  may  be  present.  The  tip  is 
then  brought  out  into  the  larynx,  the  full  air-pressure  turned  on 
first  and  then  the  spark.  The  rubber  insulation  prevents  the  tissues 
from  coming  in  contact  with  the  conductor.  The  air-current  blows 
away  any  secretion  which  may  cover  the  growths  and  at  the  same 
time  separates  the  individual  tufts  of  the  papilloma,  so  that  the 
spark  can  reach  the  base  of  the  growths.  It  dilates  the  ventricle  of 
the  larynx,  so  that  its  interior  becomes  accessible.  By  rotating  the 
instrument,  any  part  of  the  larynx  can  be  treated. 

I  have  used  the  instrument  only  a  few  times  but  I  am  satisfied 
that  fulguration  is  more  effective  when  done  in  this  way  than  by  use 
of  the  simpler  methods. 

CI  6  Madison  Avenue. 


Foreign  Bodies  of  the  Upper  Air  Passages  and  of  the  Esophagus. 

M.  W'kinoartner.  Ztschr.  f.  Laryngol.,  Sept.,  1914,  p.  333. 
The  writer  completes  bis  report  of  a  series  of  rather  rare  foreign 
bodies  within  the  upper  air  passages  and  the  esophagus  by  a  num- 
ber of  valuable  suggestions.  A  foreign  body  should  be  suspected 
whenever  indistinct  pulmonary  changes,  hoarseness  or  stridor  are 
met  with,  even  in  an  entirely  negative  anamnesis.  First  the  larynx 
should  be  locally  inspected,  then  a  roentgen  picture  taken,  to  be 
followed  by  bronchoscopy  or  esophagoscopy.  Suspension  laryn- 
goscopy should  always  be  resorted  to  in  children,  especially  when 
the  foreign  body  is  located  within  the  larynx  or  hypopharynx.  In 
more  difficult  cases  this  method  should  be  also  used  in  the  adult, 
as  it  permits  of  an  easy  introduction  of  the  bronchoscopic  tube. 
W'ith  the  interior  of  the  larynx  being  continually  exposed  and  with 
both  hands  of  the  operator  being  free,  an  emergency  tracheotomy 
may  be  avoided  by  introducing  into  the  bronchi  a  thin  rubber  tube 
alongside  of  the  obstruction.  Glogau. 


NEW,  DIRECT-VIEW,  SELF-RETAINING  LARYNGOSCOPE. 

Dr.  Max  Unger.  New  York  City. 

1  beg  to  submit  to  tlie  medical  profession  a  new,  direct-view, 
self-retaining  lar\'ngoscoi)e. 

As  seen  in  Figure  1,  the  instrument  consists  of  a  tongue-blade, 
a  palate-blade,  a  palate-blade  supporter  apd  screws  for  connecting 
and  manipulating  them.  The  tongue-blade  is  long  and  narrow,  to 
reach  from  the  teeth  of  the  lower  jaw  to  the  base  of  the  epiglottis, 
and  is  fastened  at  right  angles  to  a  handle.  The  palate-blade,  also, 
is  long  and  narrow  and  is  meant  to  reach  from  the  hard  palate, 
just  back  of  the  teeth,  to  the  cervical  vertebrae  near  the  arytenoid 
cartilages.  The  ends  are  suitably  shaped  to  fit  the  parts.  The 
palate-blade  is  fastened  at  its  proximal  end  (C)  to  the  palate- 
blade  supporter.  The  palate-blade  supporter  is  long  and  narrow, 
and  its  lower  end  is  shaped  like  a  two-pronged  fork,  with  the 
tines  bellying  out  in  the  middle  to  form  a  space  to  look  through. 
To  the  lower  ends  of  the  tines  (C)  is  fastened  the  palate-blade, 
by  hinged  joints. 

The  palate-blade  supporter  lies  flat  on  the  handle  of  the  tongue- 
blade  and  by  a  screw  arrangement  at  A  can  be  made  to  slide  up 
and  down  it  along  its  longitudinal  a.xis.  Movement  of  the  palate- 
blade  supporter  causes  the  palate-blade  to  move  to  or  from  the 
tongue-blade.  The  distal  end  of  the  palate-blade  can  be  made 
to  approach  or  recede  from  the  distal  end  of  the  tongue-blade  by 
turning  the  screw  at  !!,  which  controls  a  lever  extending  from 
the  palate-blade  up  alongside  one  of  the  tines  of  the  fork. 

I"  n  (  till-  laryngoscope  it  is  necessary  to  have  tin  p.iticnt 
thoroughly  anesthetized,  either  locally  or  generally.  Use  for  local 
anesthesia  an  equal  mixture  of  :.'(»  per  cent  cocain  and  1-1000 
ppinephrin.  No  assistant  is  needed.  After  the  patient  has  lieen 
anesthetized  he  is  put,  face  upward,  on  a  table,  with  his  head  hang- 
ing over  its  edge.  It  is  l)cst  to  have  the  head  of  the  table  raised, 
so  that  the  mouth  of  the  patient  is  on  a  level  with  the  physician's 
eye.  This  enables  the  physician  to  assume  a  comfortable  posi- 
tion and  facilitates  his  work.  The  laryngoscope  is  introduced, 
with  the  blades  together  and  the  handir  iiprii;bl.  until  tin-  cpiijldi 
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tis  comes  into  view.  The  tongue-blade  is  so  manipulated  that  the 
epiglottis  is  caught  between  the  blade  and  tlie  tongue  and  is  kept 
out  of  the  field  of  vision.  The  arytenoids  are  then  seen  and  the 
introduction  of  the  instrument  is  continued  until  the  proximal  end 
of  the  palate-blade  slips  inside  the  teeth.  The  relation  of  the 
instrument  to  the  anatomy  will  then  be  as  illustrated  in  Figure  2. 


'■''*f'i:  K-ram  showing  instrument  In  position  with  blades  approxi- 

mated ami  arytenoids  in   view. 


By  turning  the  upper  and  lower  screws,  the  blades  will  -be  pushed 
apart,  the  tongue  and  epiglottis  will  be  forced  into  the  submaxil- 
lary regions  and  the  cords  will  come  into  view,  as  seen  in  Figure  -i. 
Only  enough  force  should  be  used  in  turning  the  screws  to  fix 
the  instrument  in  position  with  moderate  firmness.  It  can  then 
be  left  without  attention  and  the  physician  will  have  both  hands 
free  for  his  ojicrations. 
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I  have  used  this  instrument  on  eight  cases,  six  of  them  in  Dr. 
Emil  Mayer's  clinic,  service  of  Dr.  Yankauer,  at  the  Mount  Sinai 
Hospital  Dispensary,  and  two  in  Dr.  Lapat's  service  at  the  New 
York  Polyclinic.  In  all  these  cases  I  obtained  a  complete  view  of 
the  larynx. 


Figure    3.     Diagram   showing^   instrument   in   position    with    blades   sepa- 
rated and  cords  in  view. 


In  conclusion,  I  wish  to  make  my  acknowledgments  to  the  above 
gentlemen  and  to  Dr.  McDonald,  professor  of  anatomy  in  Ford- 
ham  University  Medical  College. 

1045  Fox  Street. 
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AMERICAN  LARYNQOLOaiCAL,  RHINOLOGICAL  AND 
OTOLOaiCAL  SOCIETY, 

Twentieth  Annual  Meeting,  Atlantic  City,  June  19-20,  191k. 

JosKi'H  A.  Whitk,  Chairman. 

SYMPOSIUM:  STENOSIS  OF  THE  ESOPHAGUS. 

1.  Anatomy,  Anomalies.  Instruments  and  Technic.  Dr.   H.vrihs  P.   ^[osmK, 
Boston. 

After  discussing  briefly  tlie  comparative  anatomy  of  tlie  esopliagus,  tlio 
essayist  considered  the  esophagus  in  man  under  the  following  subheads: 
(1)  Congenital  anomalies,  anatomy,  structure,  lymphatics,  position,  di- 
rection, diameter,  length,  distenslbility,  subphrenic  portion,  movements, 
.appearance  of  normal  esophagus;  (2)  physiology,  function,  peristaltic  ac- 
tion, respiratory  movements,  innervation. 

He  then  discussed  the  contra-indlcations  to  esophagoscopy — acute  in- 
llammation,  as  after  the  swallowing  of  corrosive  fluids,  and  aneurysm-  of 
tlie  aorta.  The  chief  danger  in  passing  the  esophagoscope  is  rupture  of 
the  esophagus,  which  almost  always  results  In  infection  of  the  posterior 
mediastinum  and  death.  Such  an  accident  can  be  easily  avoided  by  tlie 
selection  of  a  tube  of  the  proper  size  and  by  adhering  to  the  fundamental 
axiom  of  ail  esophageal  examinations,  namely,  the  examining  tube  must 
never  be  advanced  unless  the  eye  sees  through  the  tube  tlie  open  esophagus 
ahead.  It  should  be  remembered  also  that  in  old  people  the  esophageal 
wall  may  be  thin  enough  to  rupture  Itself,  so  that  smaller  tubes  and 
greater  care  In  using  them  are  necessary.  It  has  developed  of  late  years 
thai  there  is  considerable  shock  from  manipulations  carried  out  In  the 
•  .sopliagus.  more  shtxk  than  is  caused  by  working  in  the  trachea  and 
l)ronchl.  Children  bear  esophageal  examinations  less  well  than  do  adults. 
In  iKiorly  nourished  patients,  particularly  In  those  who  are  on  the  point  of 
starvation  from  the  presence  of  a  stricture.  It  is  better  practice  to  open 
the  stomach  and  feed  the  patient  through  a  gastric  flstula  until  his  re- 
sistance has  been  restored,  before  attempting  any  prolonged  examination. 

The  esophagus  may  be  examined  under  local  or  general  anesthesia,  tlie 
."juthor  being  strongly  prejudiced  in  fiivnr  of  ui'iutmI  :uirs(1iisi;i.  doiim 
most  of  his  esophageal  work  with  eth<  i 

The  laryngologlst,  on  beginning  e80|ihiii;i',ii  work,  sciuiuu  Mippij  iiiiii.-si-u 
with  a  full  set  of  gencr.il  :ind  special^  instruments,  the  full  list  of  which 
Is  given  in  the  paper. 

A  general  physical  examination  of  the  patient  should  be  made  before 
osophagostomy  Is  attempted.  An  x-ray  plate  is  indispensable  before  many 
examinations.  It  shows  the  location  of  metallic  foreign  bodies,  pieces  of 
linne,  and  buttons;  It  shows  enlargements  of  the  arch  of  the  aorta  and  en- 
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largement  of  the  mediastinal  glands,  and,  combined  with  the  Ingestion  of 
bismuth,  It  shows  the  position  of  strictures,  the  size  and  location  ot 
diverticula,  and  the  size  of  the  dilated  esophagus. 

The  technlc  of  esophagoscopy  under  local  and  under  general  anesthesia 
is  described  in  detail. 

2.  Causes,  Symptoms,  Pathology,   Diagnosis  and   Treatment.    Ok.  Cnt.\  a- 
LiEii  Jacksox,  Pittsburgh. 

Stenoses  of  the  esophagus  may  be  classifled  as  inflammatory,  neoplas- 
tic, compressive,  spastic  and  anglo-neurotlc. 

The  Inflammatory  stenoses  may  be  edematous  or  cicatricial;  the  neo- 
plastic, benign  or  malignant.  The  compressive  may  be  due  to  malignant, 
benign  or  inflammatory,  or  peri-esophageal  lesions,  or  to  aneurj'sm  or  en- 
largement of  the  left  auricle.  Compression  stenosis  Is  also  frequently 
caused  by  a  pulsion  diverticulum  of  the  esophagus  itself  when  the  pouch 
is  full  of  blood.  Spastic  stenoses  are  usually  seen  at  the  crlcoldal  level, 
due  to  spasmodic  contraction  of  the  Inferior  constrictors,  especially  the 
orbicular  fiber,  along  with  the  adjacent  orbicular  fiber  of  the  esophageal 
wall.  The  next  most  frequent  spastic  stenosis  is  at  the  hiatus,  the  con- 
traction being  due  to  the  traction  of  the  diaphragmatic  musculature  and 
the  small  bundles  of  fibers  given  off  from  the  diaphragm  and  attached  to 
the  esophagusi.  Anglo-neurotic  edema  producing  severe  stenosis  of  the  * 
esophagus  has  been  observed  by  Arrowsmith. 

The  etiology  varies  with  the  character  of  the  stenosis.  Inflammatory 
stenoses  are  most  frequently  caused  by  swallowing  corrosives,  but  they 
may  be  due  to  stasis  of  food  halted  by  spasmodic  stenosis.  Other  causes 
are  the  traumata  of  foreign  bodies,  the  mixed  infections  associated  with 
lues  and  with  tuberculosis  of  the  esophageal  wall. 

The  cause  of  neoplastic  stenoses,  like  that  of  neoplasms  elsewhere,  is 
unknown.  Inflammatorj-  processes  and  their  end-results  probably  con- 
tribute to  the  etiology  by  affording  a  favorable  soil. 

Spastic  stenoses  may  be  local  or  general.  Local  stenosis  is  often  the 
result  of  a  "vicious  circle"  started  by  rapid  eating,  with  its  associated 
gulping  of  large  boluses  of  poorly  masticated  food,  followed  by  stasis  of 
the  food,  inflammation  and  erosion,  which,  in  turn,  serve  as  a  source  of 
reflex  excitement  of  more  frequent  and  prolonged  spasm,  this  inflam- 
matory process  being  thus  increased.  The  general  causes  of  spastic 
stenosis  are  dependent  upon  some  basic  nerve-disorder,  probably  more 
functional  than  organic. 

Pulsion  diverticulum,  as  demonstrated  by  Killian,  is  chiefly  caused  by 
insufficient  support  of  the  esophageal  wall  between  the  funditorm  and 
oblique  fiber  of  the  inferior  constrictor. 

Extensive  consideration  of  the  symptomatology  is  useless,  inasmuch 
as  any  abnormal  sensation  whatever,  referable  to  the  esophagus,  is  an 
indication  for  esophagoscopy,  by  which,  rather  than  by  symptoms,  the 
diagnosis  is  to  be  made.  An  otherwise  altogether  unaccountable  cough, 
"globus  hystericus,"  and  the  filling  to  overflowing  of  the  pyriform  sinuses 
with  secretions,  are  some  of  the  signs  which  may  lead  to  the  diagnosis 
of  esophageal  stenosis. 
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Radiography  is  of  tlie  greatest  usefulness  in  demonstrating  tlie  size 
and  extent  of  dilatation  and  diverticula,  as  well  as  assisting  in  malting 
tlie  diagnosis  of  their  presence.  Fluoroscopy  affords  very  important 
aid  by  determining  the  functional  activity  of  the  esopliagus  during  the 
act  oi  swallowing.  Talten  alone,  however,  these  means  may  lead  to  error. 
The  bougie,  passed  blindly,  is  of  no  use  for  diagnostic  purposes.  The 
differential  diagnosis  of  lues,  tuberculosis,  and  malignancy  is  made  by 
exclusion  and  by  biopsy.  The  other  types  of  stenosis  are  diagnosticated 
by  characteristic  signs,  which  are  detailed  by  tlie  author. 

Treatment  should  never  be  instituted  while  the  patient  is  in  the  con- 
dition of  water  starvation.  Enteroclysls  or  hypodermoclysis  should  bo 
begun  immediately.  Immediate  gastrostomy  by  the  general  surgeon, 
preferably  under  local  anesthesia,  should  be  performed  when  the  patient 
has  had  little  or  no  water  for  as  much  as  four  days. 

KdematouH  inflamniatory  stenoses  are  best  treated  by  having  the  pa- 
tient swallow  small  doses  of  bismuth  with  a  little  calomel,  both  given 
dry  on  the  tongue. 

Cicatricial  stenoses,  in  the  author's  experience,  are  best  treated  by 
filiform  silk-woven  bougies  pa£sed  esophageally. 

Benign  and  endo-osopliageal  growths  are  probably  readily  removable, 
though  they  are  so  rare  that  accurate  data  are  lacking. 

Malignant  stenoses  of  Uie  esophagus  are  regarded  by  general  surgeons 
as  inoperable.  There  is  reason  to  hope,  however,  that,  when  early  diag- 
nosis is  possible,  transthoracic  esophageal  resection  may  be  a  Justifiable 
procedure. 

Spasmodic  stenoses  are  best  treated  by  divulsion.  For  this  the  author 
prefers  a  mechanical  divulsor,  such  as  lliat  of  Moslior,  piis.spd  by 
sight  through  the  esophagoscope. 

The  treatment  of  compressive  stenoses  oimou.'iiy  dt'pciiits  upon  the  na- 
ture of  the  compressive  mass. 

Pulsion  diverticula,  according  to  the  consensus  of  opinion,  steadily  in- 
niase  in  size  and  severity  of  symptoms;  consequently  amputation  of  the 
sac  by  the  surgeon,  operating  through  the  neck,  is  indicated.  The  opera- 
tion with  the  esophagoscopic  aid,  devised  by  Dr.  Otto  C.  Gaub,  has  been 
successfully  employed  by  the  author  in  two  cases.  This  method  is  de- 
■'■rltuf!  nnd  illustrated  with  three  figures. 

i>i.sci:.s8ioN. 
Uk.   K.ws   llAi.i,  Shii.Lfui.v   recommended   the   "Schwebe"   laryngoscope, 
which,  with  the  suspension  apparatus,  gives  a  technic  as  simple  as  the 
ii.ssing  of  a  naso-pharyngoscope   into   the   nose.     With    the    tongue-de 
pressor  and  the  apparatus  for  lifting  up  the  larynx  the  pyrlform  sinuses 
and  the  upper  part  of  the  larynx  could  bo  shown  completely,  without  lift 
ing   the  cricoid   cartilage   entirely.     The   instrument   was   fitted    with   a 
double  light.    The  tube  was  passed,  as  one  would  pass  the  naso-pharyngo- 
'  '>I)e,  and  slipped  down  below  the  cricoid  cartilage.     Uy  comparing  this 
with  the  other  metho<l,  ho  had  found  It  the  simpler.     He  couhl  see  direct- 
ly into  the  laonx.     rhildren.  as  a  nile.  stood  the  os'opliagoscope  badly, 
I'Ut  under  the  "Schwebe"  or  suspension  apparatus  they  would  stand  it  foi 
lours,  or  as  long  as  necessary.  He  hnd  li.nl  im  child.  Mhim  '-r    <•>  ■  ■■<>  I'-^d" 
with  the  "Schwebe"  In  position. 
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Dh.  Sidxky  Yankavkb  recounted  an  experience  with  a  stricture  at 
the  cardiac  end  of  the  stomach.  The  patient  had  suffered  for  many 
years  from  cardlo-spasm,  and  many  attempts  had  been  made  to  dilate  the 
cardla,  all  without  the  slightest  effect  upon  the  cardio-spasm.  The  man 
was  unable  to  swallow  other  than  liquid  food,  most  of  which  came  back 
into  the  mouth.  He  finally  came  into  the  hands  of  Dr.  Willy  Meyer, 
who,  in  the  differential  pressure  chamber,  opened  the  thorax,  found  the 
dilated  portion  of  the  esophagus,  which  he  corrected  by  plicating,  but 
without  Improvement.  The  patient  was  put  In  the  chamber  again  and 
an  operation  similar  to  Mikulicz's  pyloroplasty  performed  on  the  cardla 
through  the  chest  wall.  Tliere  resulted  not  the  slightest  Improvement 
in  the  swallowing  or  In  the  cardio-spasm.  Dr.  Meyer  then  turned  the  pa- 
tient over  to  him  to  see  what  could  be  accomplished  with  the  esophago- 
scope.  Upon  putting  in  the  instrument,  the  scar-tissue  from  the  plica- 
tions could  be  seen,  forming  ridges  at  the  antero-lateral  portion  of  tho 
cardla;  beyond  this,  a  bend  of  the  lumen  was  located  at  the  cardla,  which 
It  was  Impossible  to  pass.  The  lumen  of  the  cardla  was  merely  a  silt. 
Attempts  to  pass  through  tills  brought  so  much  pressure  to  bear  upon 
the  sides  of  the  esophagus  that  it  was  impossible  to  proceed.  To  pass 
and  straighten  out  this  tissue  was  a  problem.  He  made  for  the  pur- 
pose a  wire  probe  which  consisted  of  small  joints,  about  a  quarter  of  an 
inch  long,  so  constructed  that  it  would  bend  In  one  direction  but  could 
not  return  beyond  a  straight  line.  His  idea  was  to  use  the  curved  parr 
.to  go  around  the  ridge  to  rotate  the  instrument  and  then  to  pass  the 
straight  part  into  the  stomach.  .  After  several  attempts  he  finally  suc- 
ceeded in  straightening  out  the  ridge  and  in  passing  a  narrow  tube  be- 
yond the  ridge.  He  then  saw  what  seemed  to  be  a  string  coming  out 
from  the  lumen  of  the  cardla.  It  proved  to  be  a  silk  suture  from  the 
cardio-plastic  operation.  Subsequently  he  found  another  stitch  which  he 
cut  and  removed.  Following  the  removal  of  these  two  stitches  the  scar 
tissue  softened  up  considerably,  after  which  the  gastroscope  could  be 
passed.  After,  this  the  patient  could  swallow  liquid  food  without  dif- 
ficulty, and  some  semi-solid  food.  He  then  passed  the  gastroscope  and 
manipulated  the  head  and  shoulders  in  an  effort  to  loosen  up  the  cica- 
tricial tissue.  The  patient's  condition  improved  to  such  an  extent  tha' 
he  could  swallow  gruels  and  semi-solid  foods,  but  not  solid  food. 

The  case  illustrated  what  can  be  accomplished  by  the  exercise  of  pa- 
tience and  a  certain  amount  of  resourefulness. 

Di!.  Samuel  Iclaukh  described  a  procedure  employed  in  the  treat- 
ment of  a  case  of  complete  obstruction  of  the  esophagus  following  typhoid 
fever,  occurring  in  a  boy  about  10  years  of  age.  A  gastrostomy  had  been 
performed,  through  which  the  patient  had  been  fed  for  a  number  oi 
years.  In  order  to  measure  the  thickness  of  the  obstruction,  an  olive- 
tipped  bougie  was  passed  from  the  stomach  Into  the  esophagus  and  an- 
other was  passed  through  the  mouth  and  the  distance  between  the  two 
olives  was  determined  by  an  x-ray  picture.  The  olives  were  found  to  b" 
sligthly   overlapped   and   about    one-sixteenth    of   an    inch    apart. 

Esophagoscopy  both  from  the  oral  and  the  stomach-end  of  the  esopl; 
agus  failed  to  reveal  any  fistulous  tract  through  the  obstruction.  A  few 
days  later,  working  in  conjunction  with  Dr.  Murphy,  of  Cincinnati,  an  at- 
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tempt  was  made  to  relieve  the  obstruction  by  an  original  method.  Ac 
esophagoscope  was  introduced  through  the  stomach-end  of  the  esoph- 
agus and  at  the  same  time  a  second  esophagoscope  was  introduced 
tlirough  the  oral  end.  Both  tubes  were  introduced  as  tar  as  the  obstruc- 
tion, there  being  an  observer  for  each  instrument.  When  the  light  in  one 
instrument  was  turned  out  the  glow  of  the  light  in  the  other  could  at 
times  be  seen  transilluminating  the  obstruction. 

With  an  electro-cautery  an  attempt  was  then  made  to  bum  through 
the  transiluminated  diaphragm  from  above.  The  cautery  was  followed 
by  a  slender  bougie  which  apparently  passed  through,  but  digital  exam 
ination  showed  the  bougie  under  the  mucous  membrane  in  the  stomach. 
The  bougie  had  evidently  dissected  up  the  mucosa  of  the  esophagus  and 
passed  down  into  the  stomach  wall.  After  a  few  days  the  patient  was 
removed  from  the  hospital,  contrary  to  advice.  While  on  the  train  on 
his  way  home  he  began  to  swallow  naturally  and  this  continued  up  to 
the  time  of  his  death,  which  occurred  about  three  weeks  after  the  opera- 
tion. Evidently  the  lumen  of  the  esophagus  had  been  restored  and  if  the 
procedure  outlined  above  were  followed  more  cautiously  it  would  prove 
more  successful. 

Di!.  GmwiK  F^  CoTT  added  a  third  condition  to  the  two  mentioned 
by  Dr.  Mosher  in  which  the  esophagoscope  could  not  or  should  not  be 
passed.  He  cited  a  case  in  which  the  patient  could  not  swallow,  and  in 
whom,  under  ether,  tlie  esophagoscope  could  not  be  passed  after  strenuous 
efforts  for  some  time.  Upon  further  investigation  it  was  discovered  that 
there  was  ankylosis  of  the  cervical  vertebrae  from  syphilis. 

Dr.  G.  Hinsox-M.XKt  K.N  asked  if  Coley's  fluid  (mixed  toxins  of 
bacillus  prodigiosus  and  streptococcus  erysipelatosus)  had  been  tried  in 
malignant  disease  of  the  esophagus.  Many  cases  of  marvelous  cures  have 
been  reported,  not  only  by  Coley  himself,  but  by  other  distinguished 
surgeons  in  this  country  and  abroad,  and  it  would  seem  that,  unless 
there  were  .some  contra-indlcation  against  its  use,  it  might  prove  to  be 
quite  as  efficient,  if  not  more  so,  than  any  of  the  other  methods  which 
have  been  suggested,  not  excluding  radium.  He  had  had  the  pleasure 
recently  of  talking  with  Or.  Coley  about  the  preparation  of  the  "fluid," 
and  about  its  use— a  work  in  which  he  has  been  engaged  for  mort'  than 
twenty  years — and  he  was  encouraged  to  hope  that  it  might  be  useful  in 
the  class  of  cases  under  discussion.  He  would  be  clad  to  hear  the  opinion 
of  the  esBayists  on  the  subject. 

Db.  Robkkt  Lkvy  said  that  the  sign  of  which  Ur.  .lack.son  had  spoken — 
the  accumulation  of  8e<'retion  In  the  pyrlform  sinus — had  been  observed 
by  him  In  cases  of  tuberculosis  with  painful  deglutition.  He  had  seen 
cases  In  which  these  sinuses  were  (-omplelely  filled. 

Dr.  R.  H.  Cb.\ih  suggested  the  use  of  the  high  frequency  fulguration- 
spark  In  the  treatment  of  inoperable  ca.ses  of  this  nature.  He  cited  a  case 
in  which  the  pain  absolutely  disappeared  and  the  growth  was  greatly  re- 
duced. The  patient,  however,  died  six  months  later.  In  another  case  of 
malignant  disease  Involving  the  sphenoid  and  the  naso-i)liarynx,  after  a 
month's  treatment  this  disappeared  and  the  growth  was  much  reduced  in 
size.    He  believes  the  high  frequency  fulguration-spark  is  of  great  valu<) 
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in  alleviating  pain  and  diminishing  the  growth  in  these  desperate  cases. 
Where  the  growth  is  accessible  carbon  dioxid  snow  may  be  useful. 

Dn.  JosKini  C.  Bkck  asked  Dr.  Jackson  if  he  had  employed  the  Abder- 
lialden  test  for  carcinoma.  He  also  asked  Dr.  Jackson  to  specify,  in  cloB- 
ing  the  discussion,  what  he  meant  by  "small  quantities"  of  radium.  Ho 
had  employed  nineteen  milligrams  of  the  salt  or  ten  milligrams  of  the 
pure  radium  element. 

Dr.  Mosiikk,  In  closing  the  discussion,  said  Dr.  Skillern's  remarks  In 
terested  hiia.  He  had  tried  the  procedure  of  suspension  esophagoscoiiy 
and  had  found  it  satisfactory  In  the  examination  of  the  upper  part  of  tlio 
esophagus.  He  had  not  had  the  trouble  with  the  breathing  which  Dr. 
Sklllern  mentioned;  in  fact,  he  had  been  astonished  to  see  how  little 
trouble  he  had  had  in  this  regard.  Referring  to  Dr.  Iglauer's  case,  he  said 
he  had  reported  a  case  three  or  four  years  ago  where  the  same  procedure 
was  used.  It  was  a  case  of  absolute  stenosis  of  the  esophagus,  and  he 
attacked  It  from  above  and  below.  The  procedure  which  helped  was  that 
of  picking  the  stricture  apart,  ballooning,  and  picking  it  apart  again.  In 
his  experience,  perforating  the  esophagus  led  to  fatal  medlastlnltls. 

Dr.  Jjvckson,  In  closing  the  discussion,  said  Dr.  Mosher  was  the  highest 
authority  on  the  anatomy  of  the  esophagus.  Dr.  Jackson  believed  that  all 
the  early  esophagoscopists  and  many  of  to-day  mistook  the  hiatal  con- 
striction for  the  cardia.  The  question  of  anesthesia  was  a  matter  of  per- 
sonal equation.  Every  man  should  select  the  Instruments  which  suit  his 
needs  best,  and  so  It  is  with  anesthesia.  The  method  should  be  selected 
which  suits  the  operator's  needs  In  the  particular  case.  Personally  the 
speaker  had  been  very  mucli  interested  in  the  case  reported  by  Dr.  Yan- 
kauer.  He  thought  the  work  of  Dr.  Yankauer  and  Dr.  Meyer  would  open 
a  new  field.  The  procedure  mentioned  by  Dr.  Iglauer  was  exceedingly 
interesting,  and  while  it  was  a  failure  In  the  case  cited,  it  was  justifiable 
in  absolutely  Impervious  strictures,  and  offered  hope  of  success.  In  co- 
operating with  Dr.  Brenneman  he  had  passed  a  tube  to  serve  as  a  staff 
upon  which  Dr.  Brenneman  cut  the  occluding  cicatrix  from  below  the 
externally  opened  stomach.  Such  procedures  were,  of  course,  indicated 
only  In  Impermeable  occlusion.  If  any  lumen  existed,  however  small,  it 
( ould  be  cured  by  the  safer  endoscopic  methods.  Dr.  Cott's  point  was  well 
taken. 

Answering  Dr.  Goldstein's  question  concerning  recurrence  of  spasmodic 
stenosis  the  speaker  cited  a  case  of  spasmodic  stenosis,  in  which  he  abso- 
lutely failed.  He  stretched  the  abdominal  esophagus  so  completely  that 
he  could  see  into  the  stomach,  and  yet  recurrence  took  place.  This  was. 
however,  his  only  failure  so  far.  The  patient  became  discouraged  and 
finally  gave  up  treatment. 

Referring  to  Dr.  Makuen's  remarks  concerning  Coley's  fluid,  he  said 
the  method  was  applicable  to  sarcoma,  and  that  it  was  in  this  disease 
that  radium  also  gave  best  results,  carcinoma  being  less  amenable.  Both 
methods  could  be  used  in  the  same  patient.  He  suggested  that  in  the  cases 
of  filling  of  the  pyriform  sinuses  by  secretions,  mentioned  by  Dr.  Levy, 
there  might  possibly  be  spasm  in  tlie  crico-pharyngeal  muscle  causing 
temporary  stenosis  with  resultant  filling  of  the  pyriform  sinuses,  or,  in 
other  instances,  a  disinclination  to  swallow  because  of  the  odynophagia 
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which  might  exist.  Or,  In  still  other  Instances,  an  actual  organic  esoph- 
ageal stenosis  due  to  tuberculous  infiltration  of  the  "party  wall"  might 
be  present.  Nevertheless,  Dr.  I^evy's  point  was  well  taken.  Dr.  Jackson 
hoped  that  fulguratlon  and  carbon  dioxid  snow  would  be  thoroughly  tried 
out,  but  he  had  had  no  experience  with  either.  He  had  not  employed  the 
Abderhalden  test,  as  suggested  by  Dr.  Beck,  but  all  diagnostic  methods 
should  be  used.  With  reference  to  the  dosage  of  radium,  he  said  a  small 
dose,  such  as  ten  milligrams,  acts  as  an  Irritant,  because  it  cannot  be 
left  long  enough  in  the  esophagus.  A  hundred  milligrams  left  in  for  an 
hour  or  more  was  usually  required:  He  did  not  speak  as  an  authority; 
he  depended  upon  Dr.  W.  H.  Cameron  and  Dr.  William  Proescher  for 
dosage  and  duration  of  the  radium  application  in  each  particular  case. 

Suspension  Laryngoscope   in  Children.   Dk.  Rubeibt  Levy,  Denver. 
I'ublishrtl  in  full  in  the  yovcmber,  l'.>H,  issue  of  Thk  Laby:«goscope,  p.  936. 

DISCUSSIOX. 

Db.  Sidney  Vankauer  agreed  with  all  Dr.  Levy  said  concerning  suspen- 
sion larj'ngoscopy.  He  has  performed  a  number  of  operations  with  this 
apparatus,  one  of  which  he  rei)orted  before  the  Eastern  Section  of  this 
Society.  After  several  operations  by  the  general  surgeons,  the  patient's 
neck  was  so  scarred  that  the  lumen  of  the  larynx  was  so  small  that  he 
could  hardly  get  a  probe  through.  The  arytenoids  were  so  adherent  to  the 
epiglottis  that  by  the  ordinary  direct  methods  the  lumen  could  not  be 
seen,  but  with  suspension  laryngoscopy  this  could  be  accomplished.  The 
passage  of  the  first  probe  was  followed  by  a  larger,  and  finally  he  could 
pass  a  uterine  dilator.  By  means  of  tlie  uterine  dilator  he  could  stretch 
the  lar>nx  suOklently  to  get  a  rubber  tube  In,  which  was  left  in  situ  for 
two  weeks,  when  a  larger  one  was  used.  It  was  thus  possible,  finally, 
to  introduce  the  intubation  tube.  The  boy  is  now  going  about,  and  has 
been  wearing  the  Intubation  tube  for  about  four  months.  The  suspen- 
sion laryngoscope  had  been  modified  by  Killlan  himself  as  well  as  by 
others.  The  new  model  which  Killlan  has  brought  out  does  not  appear  as 
useful  as  the  original  model.  He  has  not  been  able  to  bring  trie  anterior 
' oinmissure  into  view  with  the  new  device. 

I)H.  Sa.mi-kl  Iui^atkr  was  interested  In  Dr.  Levy's  remarks,  and  agrec.l 
Aitli  practically  every  point.  While  it  is  true  tliat  the  procedure  Is  le.ss 
dimciilt  in  children.  It  can  be  carried  out  satisfactorily  In  adults.  In 
bringing  the  anterior  commissure  into  view,  one  should  use  counter- 
pressure  with  Albrecht's  Instrument,  or  the  finger.  Killlan  recommends 
a  dose  of  rodein  preliminary  to  the  anesthetic,  in  children.  He  has  fre- 
<|uently  followi-d  this  suggestion.  Atropln  should  be  URe<l  with  ether  In 
order  to  dry  up  the  secretions. 

He  has  tried  tonsil  removal  under  suspension,  but  thinks  the  H<ck 
method  far  superior  and  much  simpler  tlian  that  of  Killlan.  Referring 
to  the  removal  of  a  broken  safriy-pln  from  the  larynx  of  the  child,  r.  years 
of  age,  he  really  did  not  completely  suspend  the  patient.  He  Introduced 
the  spatula  and  while  supimrllng  the  spatula  (and  thus  the  patient's 
head)  wlih  his  left  hand,  ho  could  see  the  foreign  body  and  remove  It 
Immediately  with  the  forceps  In  bis  right  hand.    He  has  recently  Intro- 
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duced  radium  into  Itic  larynx  in  tlio  trcaiincnl  of  a  papilloma  in  a  young 
cliild.  In  anotlier  infant  radium  was  applied  to  the  outside  of  tho 
larynx.  He  does  not  know  the  dosage  because  he  did  not  own  the  radium. 
Du.  Thomas  J.  H.4kki.s  confirmed  what  Ur.  Levy  had  said  with  refer- 
ence to  the  simplicity  of  the  method  In  children  and  the  wonderful  view 
of  the  larynx  obtained  in  the  average  case.  He  referred  briefly  to  a  case 
In  which  he  applied  radium  in  a  child,  6  years  of  age,  using  the  suspen- 
sion apparatus,  with  rectal  anesthesia,  one  hundred  milligrams  of  radium, 
of  one  million  activity,  being  applied  for  twenty  minutes.  The  first  time 
he  attempted  to  apply  the  radium,  without  the  suspension  apparatus,  he 
thought  it  went  into  the  esophagus  instead  of  into  the  larynx.  When  the 
apparatus  was  emloyed  It  was  very  much  easier  to  see  the  papilloma  and 
to  make  the  application  of  radium.  He  recommended  the  use  of  rectal 
anesthesia  in  these  cases. 

Dit.  TjKvy,  in  closing  the  discussion,  said  that  he  had  not  found  the 
report  of  Dr.  Yankauer's  case  in  his  search  for  all  cases  to  date  in  which 
suspension  laryngoscopy  had  been  employed  in  children.  He  thought 
the  old  Killian  method  of  suspension  apparatus  better  in  children,  but  in 
adults  he  liked  the  Albrecht  or  Howorth  modification.  He  had  used 
cocaln  In  adults,  but  in  children  he  used  general  anesthesia.  Morphin 
and  hyoscin  in  cases  in  which  a  large  percentage  of  cocain  did  not  seem 
to  abolish  the  laryngeal  reflex  were  useful  in  adults.  He  has  never  been 
able  to  see  why  adrenalin  was  added  to  the  cocain,  inasmuch  as  it  is  not 
an  anesthetic  and  as  there  is  very  little  loss  of  blood  in  these  cases.  In 
some  cases  of  children  with  chloroform  anesthesia,  the  adductors  con- 
tracted, the. vocal  bands  came  together,  and  the  spasm  of  the  larynx  con- 
tinued for  some  time.  In  such  cases  a  dilute  solution  of  cocain  was  of 
advantage. 

The  Clinical  Significance  of  Bacteremia.  Dr.  John  E.  Sheppakd,  Brooklyn. 

Four  cases  are  reported,  which  seemed  to  the  author  to  be  fairly  il- 
lustrative of  a  considerable  series  of  cases  encountered  at  the  Jewish  Hos- 
pital in  Brooklyn.  The  four  cases  and  others  of  the  group  from  which 
these  were  selected,  would  appear  to  demonstrate  that  not  all  cases  of 
otitic  bacteremia  need  operation.  To  distinguish  between  cases  which 
do  and  those  which  do  not  require  operation  calls  for  one's  closest  ob- 
servation and  best  judgment. 

As  aids,  all  too  meager  at  times  it  is  true,  in  coming  to  a  conclusion 
as  to  whether  or  not  to  operate,  the  author  suggests  the  following  points: 
(1)  The  general  condition  and  appearance  of  the  patient.  Is  there  a 
markedly  septic  condtion?  Is  It  Increasing  or  decreasing?  As  of  the 
greatest  aid  in  determining  this,  (2)  The  temperature  curve.  (3)  Wheth- 
er the  process  is  localizing  or  tending  to  become  general.  (4)  Blood 
counts,  frequent  enough  to  keep  a  careful  line  on  the  patienfs  resisting 
power.  (.5)  Blood  cultures,  sufficiently  often  to  have  a  definite  knowl- 
edge of  the  persistence  of  the  organism  in  the  blood,  and  whether  the  num- 
ber of  colonies  per  cubic  centimeter  is  increasing  or  diminishing,  thus 
showing  whether  or  not  the  patient  is  in  need  of  assistance  in  taking 
care  of  the  bacteremia. 
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DISCUSSION. 

Dr.  Akthitr  B.  DiEL  thought  the  Interesting  reports  of  Dr.  Sheppard 
served  to  emphasize  certain  principles  in  infectious  processes  which 
were  of  great  clinical  Importance.  It  must  be  evident  that  in  all  infec- 
tions the  general  clinical  symptoms  usually  noted  are  the  result  of  the 
action  of  bacteria  or  their  products  which  have  been  poured  into  the  cir- 
culation. When  the  general  clinical  manifestations  are  slight,  the  infect- 
ing focus  is  confined  to  an  unfavorable  locality  for  getting  into  the  circu- 
lation, or  the  invading  organism  is  slightly  virulent.  Thus,  a  follicular 
tonsillitis  of  streptococcic  origin  will  produce  much  more  violent  mani- 
festations than  a  streptococcic  otitis  or  mastoiditis.  Similarly,  a  staphy 
lococclc  follicular  tonsillitis,  being  in  a  favorable  field  for  pouring  Its 
products  into  the  circulation,  may  cause  considerable  general  upset 
(though  comparatively  less  than  its  more  virulent  cousins),  while,  confined 
to  a  bony  cavity,  it  may  cause  hardly  enough  disturbance  to  be  recog- 
nized. Whatever  manifestation  there  may  be,  however,  is  undoubtedly 
caused  by  the  bacterial  Invasion  of  the  circulation.  It  may  be  asked,  then, 
why  bacteremia  is  not  always  demonstrable  in  suppurative  conditions. 
Tlie  answer  is  two-fold.  In  the  flr.<t  place,  the  methods  of  examination  are 
not  sufficiently  delicate;  In  the  se<ond  place,  most  of  the  organisms  are 
destroyed  almost  immediately  by  the  blood  cells.  Only  a  few  of  the 
most  virulent  type  are  able  to  live  and  multiply  In  the  circulation. 

Is  a  demonstrated  bacteremia,  then,  of  no  value  as  an  operative  indica- 
tion? Of  course  it  may  be  of  the  greatest  value.  In  a  case,  for  example, 
In  which  bacteremia  Is  demonstrated,  where  the  blood  count  shows  a 
low  resistance,  and  where  the  patient  Is  doing  badly,  the  obvious  thing 
to  do  is  to  localize  the  process — to  cut  off  the  blood  stream  at  that  point 
without  regard  to  whether  or  not  there  is  a  demonstrable  disintegrat- 
ing clot.  In  fact,  in  his  opinion,  to  look  upon  bacteremia  alone  in  sup- 
purative otitis  or  mastoiditis  as  indicative  of  septic  sinus  thrombosis  la 
unwarranted.  The  bacteremia  always  precedes  the  clot-formation — in- 
deed, the  alteration  of  the  vessel  wall  by  bacterial  invasion  is  essential 
to  the  formation  of  the  clot.  At  this  stage  it  may  not  be  always  de- 
iiiunstrable  by  present  methods,  but  theoretically  it  is  present,  and  if 
iiiethods  of  investigation  were  nice  enough,  it  might  pos.sibly  be  demon- 
strated a  day  before,  or,  perhaps,  a  week  before,  a  recognizable  clot  has 
formed. 

Of  course,  after  the  clot  has  formed  and  has  begun  to  disintegrate,  thf 
chance  of  demonstrating  a  bacteremia  is  much  greater,  because  the  in- 
rectlng  focus  Is  In  the  most  favorable  situation  for  the  constant  discharge 
of  large  numbers  of  organisms  Into  the  circulation.  Yet,  with  a  patient 
doing  badly,  one  might  feel  quite  Justified  in  isolating  the  Infecting  area, 
whether  bacteremia  could  or  could  not  be  shown.  On  the  other  hand, 
with  the  patient  doing  very  well,  the  demonstration  of  a  bacteremia  might 
not  necessarily  demand  an  operation.  Hundreds,  of  course,  recover 
every  year  without  It  having  b<>en  thought  nec«>s8ary  to  demonstrate  the 
barteremln,  which  is  undoubtedly  present.  One  should  carefully  avoid  tak- 
ing too  narrow  a  view  of  the  clinical  slgnlflcanre  of  bacteremia. 

Dr.  Cii.mu.ks  W.  Riciiariison  considered  the  demonstration  of  bacteremia 
iin  lmi>ortiUit  imlni   In   tlw  lilstorv  nf  .ill  iiitteg  of  probable  hIihis  liif<'>-lton 
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Whether  a  iKJsiiive  bacteremia  is  always  indicative  of  sinus  thrombosis 
Is  a  question  still  subject  to  considerable  dispute.  In  cases  on  the  border- 
line, as  It  were,  the  condition  of  the  blood  is  of  much  value  to  the  clin- 
ician, and  should  be  of  great  assistance  In  deciding  whether  operative  In- 
tervention Is  demanded.  Without  clear  and  definite  Indications  from  a 
clinical  point  of  view  there  is  no  doubt  that  many  would  be  loath  to  go 
Into  the  sinus,  although  the  experiences  of  Griinings  and  others  seem  to 
demonstrate  that  In  cases  of  simple  bacteremia,  without  very  pronounced 
clinical  symptoms,  there  may  be  sinus  thrombosis.  How  far  one  would  be 
warranted,  with  the  evidence  of  bacteremia  and  without  clinical  evi- 
dences of  sinus  thrombosis,  in  delaying  operative  intervention  is  a  ques- 
tion. With  bacteremia,  even  without  clinical  evidence,  he  would  be  loath 
to  delay.  Dr.  Sheppard's  cases  were  almost  negative,  in  a  certain  sense, 
especially  his  non-operative  cases,  in  which  he  was  fortunate,  in  that  they 
recovered  without  operative  intervention. 

Dit.  Seymour  Oppeniieimer  was  under  the  impression  that  Dr.  Duel  and 
his  confreres  at  the  Manhattan  Eye  and  Ear  Hospital  were  no  longer  at 
variance  with  Dr.  Llbman  and  Dr.  Celler  and  others  at  the  Mount  Slnal 
Hospital,  with  reference  to  this  question  of  bacteremia.  At  Mount  Sinai 
it  was  held  that  acute  otitis  per  se  never  caused  bacteremia,  and  these 
views  had  been  corroborated  by  the  clinical  findings.  This  difference  of 
opinion  was  thought  to  be  largely  a  matter  of  variance  in  laboratory  tech- 
nic,  the  fact  that  the  Manhattan  Eye  and  Ear  Hospital  reached  different 
conclusions  being  considered  at  Mount  Sinai  to  be  due  to  some  error  In 
laboratory  technic.  He  and  his  associates  at  the  latter  institution  had 
not  changed  their  view-point  at  all,  being  still  of  the  opinion  that  sup- 
purative otitis  per  se  does  not  cause  bacteremia.  They  were  also  of  the 
opinion  that  demonstrable  bacteremia  is  a  clinical  expression  of  sinus 
thrombosis.  Up  to  the  present  time,  they  had  from  ninety  to  ninety-five 
cases  of  sinus  thrombosis  in  which  bacteremia  had  been  demonstrated  in 
advance  of  operation,  and  in  not  one  case  had  the  operation  failed  to  dem- 
onstrate sinus  thrombosis.  It  was  a  curious  fact  that  if  they  were  wrong 
in  their  deductions,  they  were  able  to  demonstrate  conclusively,  a  few 
hours  after  operation,  that  the  blood  culture  became  sterile,  showing  that 
the  operative  procedure  must  have  attaclied  some  local  focus  which  was 
responsible  for  the  infection.  In  two  hours,  in  some  instances,  the  blood 
had  become  sterile.  In  some  cases  the  blood  culture  still  remained  posi- 
tive, but  there  were  other  explanations,  such  as  vegetations  on  the  heaTt 
valves  secondary  to  the  initial  Infection. 

Dr.  S.  MacCuen  SMmi  asked  Dr.  Oppenheimer  whether  he  depended 
upon  the  blood  cultures  for  indications  for  operation,  or  whether  he  was 
guided  by  other  symptoms  of  the  disease. 

Dr.  WiLLi.AJtf  B.  Cn.vMBEBLAiN  said  he  understood  Dr.  Sheppard  to  say 
that  he  opened  the  lateral  sinus  but  made  no  mention  of  ligating  the 
jugular.  He  could  see  no  reason,  under  the  circumstances,  for  not  im- 
mediately ligating  the  jugular. 

Dr.  Ewing  W.  Day  called  attention  to  one  point  that  seemed  to  have 
been  overlooked.  There  is  a  tendency  to  take  for  granted  that  every  lat- 
eral sinus  patient,  unless  operated  upon,  dies.  If  a  patient  with  throm- 
bosis gets  well  it  is  no  indication  that  the  sinus  is  not  blocked.     He  has 


SOCIETY  PROCEKDINGS.  1009 

had  cases  In  which  the  sinus  was  completely  obliterated  by- clot,  and  he  can 
not  say  that  it  the  patient  gets  well  there  is  no  clot 

Dk.  Oppksheimek,  continuing  the  discussion,  In  answer  to  Dr.  Smith'3 
Question,  said  that  he  had  been  particularly  cautious,  by  reason  of  these 
controversies,  not  to  be  too  enthusiastic.  Many  cases  had  been  admitted 
to  the  hospital  with  but  fewest  of  otitic  symptoms,  with  suggestions 
of  typhoid  fever  possibly,  with  no  symptoms  of  mastoiditis,  but  with  n 
positive  blood  culture.  He  had  been  extremely  cautious  in  saying  that 
lie  was  dealing  with  Infectious  phlebitis,  and  had  deferred  operating  until 
all  other  possible  causes  had  been  ruled  out.  Invariably  they  had  found 
a  thrombotic  condition  in  the  sinus. 

Answering  a  question  by  Dr.  George  L.  Richards  as  to  whether  all  his 
ninety  or  ninety-live  cases  were  operated  upon,  he  said  they  were. 

Db.  Wkndeli,  C.  Phillips  verified  Dr.  Day's  statements.  He  had  been 
struck,  years  ago,  in  operative  surgery  on  the  ear,  to  find  occasionally  an 
obliterated  sinus  from  an  old  sinus  thrombosis. 

Dk.  John  A.  Thompson  recalled  having  treated  a  brother  laryngologlst 
for  suppurative  ethmoiditis.  He  developed  an  abscess  in  the  big  toe  which 
was  opened  under  antiseptic  precautions,  and  examination  of  the  pus  re- 
vealed tlie  presence  of  streptococci.  The  nasal  sinuses  are  sometimes  at 
fault  in  bacteremia. 

Dk.  Shkppakd,  in  closing  the  discussion,  said  he  simply  reported  four 
cases  as  a  part  of  a  group  of  cases  of  bacteremia,  many  of  the  group  be- 
ing cases  wlilrh  liad  been  operated  upon.  Regarding  the  tying  of  the  Jugu- 
lar, he  had  rather  settled  down  to  the  rules  of  not  tying  It  If  there  Is  n 
reasonably  good  return-flow  from  the  bulb.  Should  there  be  no  return 
flow  he  waited  a  day  or  two  and  then  tied  off  the  Jugular.  It  was  prob- 
ably true,  as  Dr.  Rlchard.son  suggested,  that  he  was  fortunate  in  not  hav- 
ing bad  results.  I'os-sibly  mo.e  than  simple  good  fortune  is  indicated 
by  the  fact  that  the  cases  referred  to  were  selected  from  perhaps  lifty  or 
more  cases  of  bacteremia,  of  which  he  had  kept  careful  records,  and  of 
which  twenty-flve  at  least  had  not  been  operated  upon.  Dr.  Thompson 
referred  to  other  sources  of  bacteremia.  This  fact  needs  to  be  kept  In 
mind.  He  very  decidedly  does  not  advocate  operating  upon  all  cases  of 
bacteremia.  Dr.  Oppenheimer  spoke  of  liis  <'a8es  as  being  cases  of  sup- 
purative otitis.  Three  of  the  cases  reported  in  tlie  pa|)er  were  non-8U|)- 
puratlve  otitis.  He  questions  the  necessity  of  operating  upon  all  these 
coses  If  they  arc  properly  watched,  especially  if  in  conjunction  witli  a  prac- 
tical bacteriologist  He  thinks  that  more  extensive  observations  would  ul- 
timately tench  in  which  cases  to  operate  and  in  which  surgical  Inter- 
vention is  not  necessary. 

Treatment  of  Purulent  Cerebrospinal   Meningitis.      I)n.  Wii.i.i.\m  Somen 
Brv.vnt,  New  York.     The  object  of  this  communication  Is  to  apply  the 
experience   of  nn   niiii.sn.itiv   siircKsfuI   ■;!.';.■   to   the   management   of  this 
Infection. 

The  treatiiniii  ui  jMn.ii.ni  n.pu-  in. iiiiiKui^.  consists  of  (1)  treatment  for 
relief  of  the  Intra-cranlal  prewure;  (2)  treatment  of  the  toxemia;  (3) 
treatment  of  the  focal  Infection.  The  goal  of  the  treatment  is  the  control 
of  Intra-cranlal   pressure  and  toxemia,  and  the  treatment  should,   there- 
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fore,  be  syinptomatlcally  directed  against  these  two  means  of  fatal  ter- 
minations of  the  disease. 

The  following  case,  showing  recovery  from  purulent  streptococcic  cere- 
brospinal meningitis,  was  offered:  The  patient,  male,  22  years  of  age,  had 
symptoms  of  rapidly  increasing  coma,  neuromuscular  signs  of  menin- 
gitis, rigidity  of  neck,  choked  discs,  and  purulent  otitis  media  and  mas- 
toiditis. Temperature,  102.5°;  pulse,  40.  Spinal  fluid  contained  cocci  In 
pairs  and  short  chains,  and  pus.  Decompression  at  once  removed  th*; 
mental  symptoms.  Mastoid  operation,  hypodermoclysls,  enemata,  8allu<* 
solution  by  mouth,  and  solution  of  magnesium  sylphate  by  mouth.  On  the 
seventh  day  following  decompression,  all  signs  of  meningitis  had  disai>- 
iwared.  Patient  died  188  days  after  the  decompression  operation,  from 
toxemia  caused  by  the  repeated  secondary  infection  of  the  decompression 
wound. 

From  this  case  the  following  conclusions  are  reached;  "The  combina- 
tion of  our  experiences  as  otologists  with  the  experience  of  the  obstetrician 
makes  the  outlook  lor  .successful  treatment  of  streptococcic  meningitis  ap- 
pear mucli  brighter  than  it  has  previously  appeared.  Oto-laryngologlsts 
should  get  as  good  results  in  cerebrospinal  meningitis  as  the  obstetrician 
obtains  with  puerperal  sepsis  cases.  Although  the  surgeon  can  readily 
protect  the  patient  from  death  by  Intrarcranial  pressure,  the  management 
of  the  sepsis  Is  quite  another  problem.  This  problem  of  sepsis  has  re- 
ceived more  attention  from  the  obstetrician  than  from  any  other  medical 
group  or  specialty.  The  treatment  should  be  focused  on  decompression, 
local  and  systemic  drainage,  administration  of  magnesium -sulphate,  and 
stimulating  general  hygiene." 

Observation    of    Nystagmus    Through  the  Closed  Eyelids.        Dr.    Edmuxd 

Prixce  Fowlek,  New  York  City. 
l^KOiishcd  in  full  in  the  August,  I'JUi,  issue  of  Thk  Lakyngo.scope,  p.  l.iu. 

DISCCSSIOX. 

Dk.  Arthur  B.  Duel  thought  Dr.  Fowler  had  presented  a  very  ingen- 
ious method  of  making  permanent  records  of  occular  phenomena  In  ves- 
tibular nystagmus.  He  did  not  think  such  observations  necessary  to 
diagnosis,  but  when  the  apparatus  was  perfected  the  records,  for  those 
who  understood  them,  would  be  useful  in  reporting  cases.  Tlie  tracings 
of  nystagmus  would  leave  no  doubt  of  its  presence.  When  one  must 
depend  upon  the  house-staff  to  report  cases  that  arrived  during  one's 
absence,  these  tracings  could  be  made  and  put  into  the  records  for  sub- 
sequent study. 

Dr.  Fowi.kr,  in  closing  the  discussion,  said  patients  did  not  notice  as 
much  vertigo  with  rotation  or  following  caloric  reactions  with  the  eye- 
lids closed  as  they  did  with  them  open.  For  Instance,  one  could  produce 
nystagmic  movements  of  the  eyes  with  caloric  stimulations  and  stop 
before  the  vertigo  came  on.  Irrigation  usually  makes  patients  deathly 
HI  and  it  surely  Is  a  great  advantage  to  be  able  to  avoid  this  annoying 
feature  of  the  labyrinth  tests.  In  many  neurasthenics  the  rotation  tests 
show  nothing  on  account  of  the  incessant  blinking  and  rolling  of  the 
eyes  around  and  about.  If  the  lids  are  closed  some  approximation  of 
the  duration  of  the  nystagmus  may  be  ascertained. 
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SYMPOSIUM. 
AURAL  COMPLICATIONS  OF  THE  EXANTHEMATA. 

1.  Etiology,  Diagnosis  and  Treatment.     Dk.  Cuables  R.  C.  Borden,  Bos- 
ton. 

Published  in  full  in  the  September  issue  of  The  Labynooscope,  p.  773. 

2.  The    Etiology,    Diagnosis  and  Treatment   of  the    Aural   Complications 

of  the  Exanthemata.     Dr.   Stanton   A.   Frikdbkuu,   Chicago. 
HtiOiishcd   in  full   in   the  Hcptcinber,  19H,  issue  of  Tiik    I..m!yngoscoi'k, 

p.  783. 
discussion. 

Dr.  Henry  O.  Reik  considered  the  papers  of  Dr.  Borden  and  Dr. 
Friedberg  as  two  of  the  most  Important  presented  before  the  society  for 
some  time.  He  congratulated  the  authors  upon  the  very  complete  man- 
ner in  which  they  covered  the  subject,  the  complete  way  In  which  they 
had  digested  the  various  facts,  and  the  conclusions  which  they  had 
brought  out.  He  thought  the  matter  might  well  be  brought  more  closely 
to  the  attention  of  the  general  physician,  and  he  hoped  each  author 
would  take  it  upon  himself  to  force  it  home  to  those  who  have  charge 
of  infectious  disease  hospitals.  Dr.  Friedberg  had  called  attention  to 
the  importance  of  this  in  referring  to  the  frequency  with  which  aural 
infection  takes  place  in  Infectious  diseases.  Dr.  Relk  had  recently  ob- 
served, in  one  large  hospital  in  which  four  hundred  beds  were  allotted 
to  diphtheria  and  scarlet  fever,  that  practically  no  attention  was  paid 
to  the  middle  ear.  Tympanotomy  was  rarely  performed,  and  the  ears 
rarely  examined,  the  attendant  waiting  until  the  child  complained  of 
pain.  Practically  one-third  of  all  the  cases  had  spontaneous  perforation 
and  otorrhea,  and  a  large  percentage  of  these  went  out  of  the  hospital 
with  discharging  ears.  The  number  of  (■omi)li(;ition8  which  resulted 
could  not  be  estimated  in  figures. 

In  a  similar  hospital  in  Baltimore  tlie  same  roniiitions  pertained  in 
1912.  With  the  advent  of  a  new  superintendent  in  1913  the  situation 
wa.s  changed.  An  otoscopic  examination  was  made  In  every  case  ad- 
mitted, and  three  examinations  dally  after  admission,  one  in  the  morn- 
ing, one  at  four  o'clock,  and  one  at  night.  Thirty-seven  patients  had 
developed  some  indication  of  otitis  media.  The  examiner  was  very  keen 
to  observe  this  condition,  and  if  there  were  any  doubt  as  to  the  need 
of  paracentesis  he  would  operate.  Kach  one  of  the  thirty-seven  had 
tympanotomy,  and  ea<'h  child  was  dismissed  with  dry  ears.  In  191  cases 
of  scarlet  fever  every  patient  went  out  without  otorrhea.  That  showed 
what  could  be  done  with  careful  observation  and  examination. 

Dr.  Borden  referred  to  mastoiditis  without  tenderness.  The  speaker 
called  attention,  in  tlils  connection,  to  the  fact  that  there  is  an  instru- 
ment for  measuring  the  presence  and  amount  of  tenderness,  or  rather 
the  amount  of  pressure  necessary  to  elicit  tenderness,  which  is  much 
more  accurate  than  measuring  it  with  the  thumb  and  finger.  This  al- 
geslometer  is  a  very  simple  device  conslstiug  of  a  rod  working  in  a 
cylinder,  with  a  spring  arrangement  for  measuring  grams  of  pressure. 
This  apparatus  can  be  placed  directly  over  the  antrum  or  over  the  tip 
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cells.  With  tills  instrument  It  Is  often  possible  to  elicit  tenderness  whlcU 
the  thumb  and  finger  do  not  detect. 

Dr.  Joseph  C.  Bixk  said  he  stayed  away  from  these  cases  as  much  as 
possible.  In  Cook  County  Hospital,  in  Chicago,  this  class  of  patients  are 
greatly  neglected  l)ecau.se  men  who  were  able  to  take  proper  care  cf 
them  do  not  like  to  treat  them.  This  is  because  of  the  danger  of  carry- 
ing the  Infection.  He  has  had  this  experience  In  his  own  family,  in- 
fecting his  own  child  after  treating  a  hospital  patient.  He  can  say 
definitely  that  there  was  no  other  exposure  in  this  case. 

Every  large  hospital  should  have  a  contagious  ward,  in  charge  of 
physicians  and  nurses  specifically  trained  for  these  diseases.  Attend- 
ing physicians  should  be  called  only  when  absolutely  necessary.  An- 
other point  to  which  he  wished  to  refer  is  the  matter  of  operating  upon 
tlie  naso-pharynx  and  tonsil  while  the  patient  Is  still  In  the  hospital. 
He  has  seen  a  large  group  of  cases  operated  upon  with  excellent  results, 
particularly  with  reference  to  recovery  from  the  nephritis  which  is  going 
on  without  typical  findings  in  the  urine  or  other  manifestations  else- 
where In  the  body.  In  a  large  hospital  where  operations  can  be  per- 
formed under  the  most  advantageous  circumstances,  especially  with 
reference  to  the  anesthetic,  very  satisfactory  results  can  be  obtained. 
The  open  method  of  anesthesia  Is  a  distinct  advance.  With  reference  to 
post-mortem  changes  In  the  ear,  Bezold's  latest  statistics  showed  that 
these  changes  are  post-mortem,  unless  the  autopsy  is  very  promptly 
made. 

Dr.  J.  S.  KiRKENDALi,  asked  Dr.  Borden  how  he  dared  to  give  one  of 
these  patients  ether  after  kidney  complications. 

Dr.  William  B.  Cuambkrlin  considered  the  papers  presented  by  Dr. 
Borden  and  Dr.  Frledberg  very  important.  He  mentioned  a  case  of  aural 
complications  of  scarlet  fever  which  had  come  under  his  observation  dur- 
ing the  winter.  The  patient  was  a  man,  35  years  of  age,  whose  drum 
membrane  had  ruptured  spontaneously  without  premonitory  symptoms. 
He  was  still  In  bed,  the  scarlet  fever  infection  having  almost  spent 
itself.  There  was  still  a  profuse  discharge  from  the  ear,  but  no  signs  of 
mastoiditis.  One  morning  the  nurse  noticed  a  swelling  behind  the  ear. 
He  operated,  finding  the  most  extensive  mastoid  process  he  had  ever 
seen;  every  cell  was  filled  with  pus  and  granulation-tissue.  He  called  at- 
tention to  the  value  of  the  x-ray  in  making  a  diagnosis  in  the  class  of 
cases  under  discussion.  Dr.  Ingersoll  and  he,  at  the  Lakeside  Hospital, 
had  x-ray  examinations  made  in  all  cases.  In  chronic  cases  he  did 
not  rely  so  much  upon  It,  but  in  acute  cases  it  was  of  the  greatest  value. 
In  questionable  cases  he  thought  the  simple  mastoid  operation  would 
do  no  harm,  if  there  proved  to  be  no  mastoid  Involvement,  and  was  at- 
tended with  little  danger.  Should  there  be  mastoid  involvement,  fail- 
ure to  operate  would  do  great  harm. 

Db.  a.  p.  Voislawsky  asked  if  the  essayists  were  able  to  stop  the 
aural  discharge.  He  had  had  a  great  deal  of  trouble  in  having  to  keep 
children  week  after  week  on  account  of  his  inability  to  check  the  otor- 
rhea. 

Dr.  George  M.  Coaxes  referred  to  the  value  of  vaccine  therapy  in  the 
management  of  tlie  conditions  under  discussion.    He  called  attention  to 
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a  report  of  McKemon,  made  to  the  society  in  1910,  in  which  he  stated 
that  by  the  use  of  autogenous  vaccines  in  cases  of  mastoiditis  following 
measles  and  scarlet  fever  upon  which  he  had  operated,  the  time  for 
wound-healing,  which  is  usually  much  prolonged  in  these  cases,  was 
reduced  to  the  nomal.  A  report  of  Weston  and  Kolmer,  in  1911,  shows 
the  results  of  one  hundred  cases  of  suppurative  otitis  media  (scarla- 
tinal) treated  with  autogenous  vaccine.  Their  work  was  done  in  the 
Philadelphia  Hospital  for  Contagious  Diseases.  Under  old  methods  of 
treatment,  according  to  the  histories  of  many  hundreds  of  cases,  it  was 
found  that  the  percentage  of  dry  ears  obtained  under  thirty  days  was 
only  7.46.  With  the  use  of  bacterins  this  was  increased  to  22.9,  which 
is  a  considerable  gain  and  a  fair  index  of  the  value  of  bacterins  in  this 
class  of  cases.  Undoubtedly  more  dependence  will  be  placed  on  this 
method  In  the  future. 

Dh.  Du.nbar  Roy  agreed  with  Dr.  Borden  with  reference  to  the  irriga- 
tion of  the  nasal  chambers  In  exanthematous  conditions,  believing  that  it 
produced  more  irritation  and  gave  rise  to  more  possibility  of  infection 
of  the  middle  ear  than  if  left  alone.  In  the  later  stages,  when  the  dis- 
charge was  very  thick  and  muco-purulent  secretion  came  from  the  lat- 
eral sinuses.  It  was  sometimes  pitiful  to  see  young  children  trying  to 
get  air  through  the  nasal  passages.  As  long  as  the  .secretion  existed  It  ren- 
dered them  more  liable  to  infection  of  the  middle  ear.  In  such  cases 
ho  used  a  small  rubber  tube  with  a  bulb  at  one  end.  By  Inserting  the 
free  end  of  the  tube  into  the  nasal  passage  of  one  side  and  blowing  air 
through  it  he  found  it  possible  to  blow  through  the  opposite  side  largo 
quantities  of  secretion.  The  secretion  was  thus  prevented  from  going 
up  into  the  Eustachian  tube.  The  child  was  rendered  much  more  com- 
fortable by  clearing  out  the  nasal  chambers  in  this  way. 

Db.  H.  Hoiarook  Cubtis  said  It  would  be  better  to  suck  the  secretion 
out  than  to  blow  it  up  In  the  manner  described  by  Dr.  Roy. 

Db.  Talbot  R.  Chambers  spoke  favorably  of  the  Yankauer  nasal  spec- 
ulum, through  which  he  had  relieved  the  discharge  in  a  number  of 
cases  of  Kustachian  catarrh,  by  means  of  iodin  applications. 

Db.  Nobval  H.  Piehcb  emphasized  the  importance  of  early  paracen- 
tesis in  these  cases.  It  was  absolutely  necessary  to  resort  to  paracente- 
.sls  early  in  order  to  prevent  mastoid  bone  complications.  If  one  re- 
iiiembrrs  the  anatomy  of  the  regions  Involved, — the  aditus,  the  cavum,  the 
pneumatic  spaces,  all  communicating  by  minute  tubes  with  the  antrum. 
It  will  be  easy  to  see  that  paracentesis  can  prevent  Involvement  of  the 
mastoid  bone  only  when  done  early.  At  the  very  inception  of  otitis 
iiieilla  the  Infection  spread  Immediately  down  these  tubes,  and  unless 
the  paracentesis  be  done  at  a  point  in  the  course  of  the  disease  befon? 
the  mucosa  of  the  tubes  swells,  one  will  be  unable  to  draw  off  the  in- 
fectlous  material  by  capillary  drain  or  otherwise,  and  It  will  dam  up 
In  the  pneumatic  spaces.  The  muco-periosteum,  as  is  well  known,  has 
the  powei*  of  swelling  enormously,  no  other  tissue  in  the  body  havini; 
this  power  to  an  equal  extent,  nor  of  exercising  It  so  suddenly.  In 
twenty-four  hours  it  can  swell  sufflciently  to  All  a  large  pneumatic  space. 
Paracentesis,  therefore,  does  most  good  when  performed  early.     It  Is  th»» 
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retention  of  discharge  and  the  swelling  of  the  muco-perlosteum  that  pro- 
duces decalcification  of  the  bone  and  consequent  mastoid  Involvement. 

Dr.  Tj£oma.s  ,I.  Hahki.s  thought  this  symposium  one  of  the  most  Im- 
portant that  had  come  before  the  society  in  many  years.  He  regretted 
that  the  general  practitioner  could  not  have  Joined  in  the  discussion.  He 
asked  the  essayists.  In  closing  the  discussion,  to  speak  particularly  of 
the  prevention  of  the  complete  destruction  of  hearing  following  the  ex- 
anthemata. MilUgan,  of  Manchester,  had  advocated  the  mastoid  opera- 
tion of  post-aurlcular  drainage  In  these  cases. 

Dn.  Pu.\xcis  P.  Emerson  advocated  frequent  inspection  and,  if  in  doubt, 
incision  of  the  drum.  He  cited  a  case  in  which  the  patient,  when  first 
seen,  had  no  other  symptom  than  fever.  He  decided  to  wait,  and  four 
liours  later  the  drum  ruptured  spontaneously. 

Dn.  Frikdbekg,  in  closing  the  discussion,  maintained  that  the  majority 
of  acute  otitis  cases  would  recover  If  properly  handled.  The  result  de- 
pended largely,  as  Dr.  Borden  had  said,  upon  the  virulence  of  the  infec- 
tion and  the  vitality  of  the  patient,  but  ordinarily  the  percentage  of  re- 
coveries was  large.  In  the  series  reported  there  were  two  cases  out  of 
thirty-five  dismissed  from  the  hospital  with  discharging  ears.  This 
showed  what  could  be  done  by  proper  attention. 

The    Operative    Treatment    of    Meningitis.      Supplementary    Report    and 
Analysis  of  Cases.     Dii.  Samuel  Kopetzky,  New  York  City. 

i'ubUshed  in  full  in  the  August,  I'JH,  issue  of  The  L.uiyngo8cope,  p.  733. 

DISCUSSION. 

Dr.  Ewinq  W.  Day  thought  the  only  thing  that  had  been  accomplished 
so  far  by  the  work  under  discussion  was  to  overthrow  some  of  the  exist- 
ing theories.  Cushing's  theory  to  tlie  effect  that  death  Is  caused  by  pres- 
sure and  that  If  the  pressure  is  eliminated  the  disease  can  be  overcome 
has  been  entirely  overthrown.  The  cerebral  circulation  is  not  sufficiently 
well  known  for  one  to  understand  the  matter.  The  work  of  Leonard 
Hill,  of  London,  on  the  circulation  is  important  in  this  connection.  The 
easiest  and  moat  direct  tract  is  through  and  down  the  posterior  part 
of  the  brain.  The  place  where  the  maximum  amount  of  pus  is  found 
in  all  his  post-mortems  is  back  of  the  optic  chiasm  in  the  region  of  the 
cistern  of  the  chiasm.  He  has  thought  that  there  are  probably  some  places 
were  the  circulation  is  very  sluggish,  and  that  around  the  cisterna,  back 
of  the  chiasm,  where  it  supports  the  medulla,  the  circulation  probably 
moves  considerably  more  slowly  than  it  does  in  other  portions  of  the 
brain.  It  is  In  such  places  that  pus  Is  found  In  quantities  sufficient  to 
amount  to  an  abscess.  It  seems  to  be  demonstrated  that  the  space  in 
front  of  the  medulla  can  not  be  drained.  That  seems  not  to  be  af- 
fected by  drainage.  He  believes  that  Dr.  Kopetzky  is  right  when  he 
says  that  there  is  sepsis  going  on  in  all  cases  of  meningitis.  Almost  all 
the  cases,  following  drainage,  run  a  markedly  septic  course,  with  dally 
variations  in  the  temperature,  ranging  from  normal  to  104°.  Tn  one  case 
sinus  thrombosis  was  suspected  and  the  sinus  was  opened  with  negative 
results.  In  some  cases  the  disease  ran  a  typical  septic  course,  the  pa- 
tient going  off  into  coma,  as  In  advanced  typhoid,  with  muscular  relaic- 
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ation,  loss  of  control  of  sphincters,  dilation  of  tlie  pupils,  and  gradually 
going  off  into  death.  This  was  not  the  course  in  all  instances,  but  in 
the  majority. 

Referring  to  the  case  cited  in  Dr.  Bryant's  paper,  In  which  streptococ- 
cus serum  was  used,  the  speaker  said  all  the  symptoms  of  meningitis 
were  present,  yet  the  patient  recovered.  He  did  not  believe  the  treat- 
ment had  any  effect  in  producing  a  cure — he  thought  Nature  did  it.  He 
does  not  believe  there  Is  any  known  agent  or  method  which  will  cure 
an  active  meningitis. 

DISCUSSION. 

Dh.  Pra.mi.s  p.  Emkrsox  emphasized  the  fact  that  two  principles  are  to 
be  observed  in  the  surgical  relief  of  any  septic  affection:  1.  The  establish- 
ment of  adequate  drainage.  2.  The  removal,  as  far  as  possible,  of  the 
diseased  focal  areas.  The  second  problem  in  the  surgical  treatment  of 
meningitis  was  impossible.  With  regard  to  the  first,  it  was  important  to 
establish  drainage  early  in  the  course  of  the  disease,  before  the  toxemia 
and  sepsis  have  lowered  the  vitality  of  the  patient.  Theoretically  it  might 
be  better  to  relieve  the  pressure, by  reversing  the  lymph  current.  He 
thought  a  study  of  the  autopsy-findings  would  cause  one  to  hesitate  about 
operating  upon  any  case,  especially  those  similar  to  the  admirable  group 
which  Ur.  Day  presented  last  year  before  this  society. 

Some  cases  have  recovered  without  surgical  intervention  and  others 
have  been  cured  by  operative  treatment.  In  the  former  class  of  cases 
the  cerebro-spinal  fluid  was  sterile.  The  question  of  diagnosis  with  ref- 
ence  to  deciding  whether  or  not  to  operate  is  Important.  The  symptoms 
which  lead  to  the  clinical  diagnosis  of  meningitis  do  not  indicate  whether' 
one  as  to  deal  with  a  circumscribed  or  a  diffuse  meningitis.  Even  should 
an  active  organism  be  found  In  the  cerebro-spinal  fluid  it  would  be  nec- 
essary to  cultivate  It  before  a  decision  could  be  reached  as  to  its  viru- 
lency.  Dr.  Kopetzky's  work,  therefore,  is  important  In  stimulating  re- 
newed interest  in  the  subject,  that  there  may  be  more  exact  data  for 
operative  Interference.  His  personal  feeling,  however.  Is  that,  so  far  as 
relief  from  surgery  Is  concerned,  sufficient  advance  has  not  been  made 
In  securing  such  data  and  tlie  results  from  surgery  have  not  been  suf- 
ficiently satisfactory  to  warrant  the  advocacy  of  any  particular  line  of 
operative   Intervention. 

Db.  J.  S.  KiRKP..NDALr.  had  been  Interested  recently  In  the  report  of  a 
case  from  a  young  physician  In  Ithaca  who  Is  well  versed  In  pediatrics. 
Dr.  W.  L.  Van  Pelt  told  him  that  a  young  cliild  had  tuberculous  menin- 
gitis soon  after  its  birth.  Its  weight  being  only  nine  pounds.  He  gave 
this  infant  twenty-five  grains  of  urotropin  daily  and  the  child  recovered. 

Dii.  Wkmiki.i.  C.  Piiiu-ips  was  interested  In  the  case  mentioned  by  Dr. 
KIrkendall,  and  asked  If  the  cerebro-sptnal  fluid  was  examined. 

In  Dr.  Bryant's  paper,  descriptive  of  a  rase  of  i)urulent  meningitis,  the 
essayist  had  mentioned  that  the  patient  had  a  pulse-ratr  of  forty.  A 
pulse-rate  of  forty,  has  ni'ver  been  observed  by  Dr.  Phillips  in  an  uncom- 
plicated case  of  purulent  meningitis. 

Dk.  .To«<KPif  C.  Bm'k  has  always  undprstoo<l  that  the  pneumococcus  was 
the  least  virulent  of  the  organisms  found  in  meningitis,  and  thinks  that 
in  his  case  of  meningitis  which   recovered   this  organism   was  present. 
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He  has  been  working  along  this  line  for  a  number  of  years  and  has  had 
two  cases  within  the  last  year  in  which  he  operated  by  the  Hayncs 
method.  Both  patients  died,  but  he  learned  a  good  deal  from  them.  la 
one  case  of  cerebro-splnal  meningitis  he  gave  urotropln,  in  doses  of  180 
grains  a  day,  then  withdrew  10  cc.  of  blood  and  allowed  it  to  settle  to 
form  a  serum,  which  he  drew  off,  centrifuged  it  and  injected  4  cc.  intra- 
splnally,  as  suggested  by  Swift  and  Ellis,  with  salvarsan  in  syphilis.  The 
result  was  that  he  had  a  very  irritable  patient,  with  a  very  clear  mind, 
tor  three  days,  but  the  man  died  just  the  same.  In  another  case  he  used 
collargol  intravenously.  There  was  a  distinct  change  in  the  fundus  of 
the  eye  in  the  form  of  a  pigmentation. 

Dn.  Day  said  he  was  asked  by  one  of  the  surgeons  why  he  did  not 
drain  the  space  in  front  of  the  medulla.  He  did  that  in  one  case,  placing 
the  drain  underneath  the  dura,  passing  it  up  to  the  cistema,  back  of  the 
chiasm,  in  front  of  the  medulla.  The  patient  went  on  to  death  just  the 
same.  He  had  to  go  inside  the  dura,  and  the  cerebellum  was  crowded 
up,  cutting  oft  the  drainage.  The  only  other  possibility  was  to  put  in  a 
lead  tube. 

Db.  Thomas  J.  H.MUtis  said  Dr.  Bryant  had  closed  his  paper  by  ex- 
pressing hope  for  the  class  of  cases  under  discussion,  and  yet  cited  only 
one  case  in  which  there  was  recovery.  From  a  careful  study  of  the  lit- 
erature it  was  the  speaker's  opinion  that  many  such  cases  have  been 
reported.  One  should  be  encouraged  by  well-authenticated  cases  which 
recover.  One  or  two  cases  have  been  reported  in  New  York  which,  he 
felt  perfectly  sure,  were  cured.  The  Germans  made  their  diagnosis 
upon  the  findings  in  the  cerebro-splnal  fluid,  pronouncing  the  case  one 
of  meningitis  when  the  meningococcus  was  found  in  the  fluid.  One  Ger- 
man clinic  had  reported  forty  cases  of  cured  recurrent  meningitis.  This 
should  be  encouraging  to  all  who  are  working  along  these  lines. 

Dr.  Samuel  Iglauer  called  attention  to  the  importance  of  some  ex- 
perimental work  on  the  circulation  of  the  cerebro-spinal  fluid  which  Dr. 
Kramer,  of  Cincinnati,  has  been  doing.  This  may  readily  explain  the 
failure  of  the  Haynes  operation  to  provide  adequate  drainage  in  otitic 
meningitis.  According  to  Kramer,  circulation  of  the  cerebro-spinal  fluid 
below  the  tentorium  is  separate  and  distinct  from  that  above  the  tentor- 
ium. If  this  he  true,  then  drainage  through  the  cistema  magna  will 
fail  to  relieve  the  areas  commonly  involved  in  otitic  meningitis.  Kramer 
has  also  shown  that  methylene  blue  injected  in  the  lumbar  region  of  ani- 
mals will  enter  a  small  pore  in  the  lower  portion  of  the  spinal  cord 
and  ascend  (ciliated  epithelium)  through  the  central  canal  to  the  fourth 
ventricle.  Through  a  similar  action  he  explained  the  fatal  effects  occa- 
sionally noted  when  serum  (with  toxic  tricresol  preservation)  was  in- 
jected in  the  lumbar  region  of  children  for  the  relief  of  epidemic  menin- 
gitis. 

Db.  Seymour  Oppenheimer  spoke  of  a  case  which  Dr.  Haynes  quoted  in 
his  original  paper.  All  the  evidences  of  acute  meningitis  were  present, 
and  there  were  signs  of  some  intra-cranial  involvement.  The  child  was 
operated  upon  promptly,  the  findings  being  sinus  thrombosis,  mastoiditis, 
extra-dural  abscess,  and  a  large  area  of  encephalitis.  The  patient  re- 
covered.    Four  weeks  later  meningitis  developed.     Lumbar  puncture  was 
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made  and  streptococcus  mucosus  found.  Six  months  later  the  child 
again  went  into  coma,  and  again  the  streptococcus  mucosus  was  found 
It  bad  had  previously  a  very  short  and  acute  attack  of  nasal  infec- 
tion. The  post-nasal  infection  could  easily  go  through  the  roof  of  the 
aural  cavity,  the  bony  wall  having  been  removed  at  the  original  opera- 
tion. Fortunately  he  obtained  a  post-mortem.  He  found  evidences  of  an 
acute  meningitis  over  the  region  of  the  middle  cranial  fossa.  In  view  of 
the  fact  that  it  is  impossible  to  differentiate  clinically  between  circum- 
scribed and  diffuse  meningitis,  it  is  probable  that  many  cases  reported 
as  cured  are  cases  of  very  circumscribed  suppurative  meningitis. 

The  Exploratory  Opening  of  the   Sphenoid  Sinus.  Uk.    Chable.s    Pbg- 

voST  Gbayso.n,  Philadelphia. 

By  this?  exploratory  opening  is  meant  one  that  can  be  made  so  extem- 
poraneously, with  so  little  discomfort  to  the  patient,  so  little  derange- 
ment of  his  ordinary  pursuits,  that  it  may  be  employed  for  merely  e-t- 
ploratory  or  diagnostic  purposes.  The  artificial  opening  advocated  Is 
made  on  the  anterior  wall  of  the  sphenoid  sinus,  at  a  point  as  close  as 
I)Ossiblp  to  the  angle  of  junction  of  its  floor  with  its  internal  wall.  As 
regards  the  safety  and  facility  with  which  it  is  made,  this  opening  is 
on  a  par  with  the  puncture  of  the  nasal  wall  of  the  antrum  beneath  the 
Inferior  turbinate,  or  with  the  simple  enlargement  of  the  ostium  fron- 
tale  by  means  of  the  rasp  or  other  Instrument.  This  opening  can  be 
utilized  for  both  exploratory  and  therapeutic  purposes,  and  it  has  the 
advantage  of  not  involving  either  the  destruction  or  the  crippling  of 
any  of  the  functionally  valuable  intra-nasal  structures. 

The  technlc  of  the  operation  is  as  follows:  The  inner  or  nasal  portion 
of  the  anterior  surface  of  the  sphenoid  body  is  exposed  as  widely  as  pos- 
sible by  shrinking  the  turbinates  with  one  of  the  adrenal  preparations.  The 
field  of  operation  is  anesthetized  with  cocain  and  then  rendered  ischemic 
by  the  adrenal  solution.  When  this  has  been  done  the  course  of  the 
spheno-palatfno  artery  is  usually  so  distinctly  visible  that  it  can  be  readily 
avoided.  The  application  of  a  dilute  tincture  of  iodin  will  be  sufllcientfor 
purposes  of  sterilization.  The  instrument  with  which  the  sinus  wall  Is  per- 
forated is  a  straight  drill,  tipped  with  a  conical  burr  6  mm.  in  length 
and  measuring  2\i  mm.  from  Its  i>olnt  to  Its  greatest  diameter.  The 
drill  Is  applied  2  or  3  millimeters  above  the  line  which  divides  the  anter- 
ior from  the  inferior  surface  of  the  sphenoid  body  and  close  to  the  attach- 
ment of  the  ethmoid  plate  In  the  middle  line.  The  opening  it  makes  is 
2  mm.  In  diameter,  which  is  quite  siifflcient  to  permit  the  escape  of  any 
fluid  within  the  sinus,  the  Introduction  of  an  appropriate  irrigation  can- 
nula, or,  should  it  seem  advisable,  the  distal  Jaw  of  a  biting  forceps  with 
which  the  opening  may  be  enlarged.  If  the  exploration  of  the  sinus 
proves  to  be  pathologically  negative,  the  breach  will  close  within  twenty- 
four  hours. 

In  closing,  the  author  reiterated  that  his  object  In  exploiting  thia 
method  of  Investigating  the  sphnnoid  sinus  Is,  In  the  first  place,  to  dis- 
lodge the  Idea  that  the  osteum  sphenoidale  should  always  bo  the  start- 
ing point  for  any  operation  upon  the  sinus;  to  lessen.  If  auccessful  In 
this,    tlio   frequency   with    which    the    middle   turbinate   Is   unn«ce6sarlly 
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removed,  or,  In  other  words,  to  substitute  for  a  somewhat  formidable 
and  tissue-destroying  operation  one  that  is  technically  simple  and  un- 
attended by  any  loss  of  functionally  useful  tissue;  to  lessen,  also,  the 
hesitation  with  which  some  thoroughly  qualified  men  contemplate  the 
surgical   invasion  of  this  sinus. 

DISCUSSION. 

Db.  H.  Holbkook  Cuktis  defended  the  usual  operation  of  opening  the 
sinus  through  the  natural  orifice  for  the  reason  that  the  frequent  ex- 
cursions of  the  cell  described  by  Sieur  and  Jacob,  Impinging  on  both  the 
sphenoid  and  antral  walls,  might,  by  Injury,  lead  to  an  infection,  and 
because  the  cell  overhung  the  spheno-palatine  fissure  and  gaglion,  these 
structures,  as  well  as  the  optic  and  superior  maxillary  nerves,  might 
be  Injured  in  case  Sieur's  cell  was  entered  by  accident  and  Infected.  Dr. 
Curtis  then  went  into  the  question  of  opening  the  inferior  face  of  the 
sinus,  which  Dr.  Grayson  explained  he  had  not  advocated,  and  the  re- 
marks were  withdrawn. 

Dr.  Ross  Ham.  Skillebn  fancied  he  could  hear  Dr.  Grayson  saying  to 
himself,  "How  long,  O  Cataline,  wilt  thou  abuse  our  patience?"  He  was 
not  in  accord  with  the  essayist  as  to  the  indications  for,  or  the  method 
of  opening  the  sphenoid.  Unless  purulent  secretions  are  present  in  the 
spheno-ethmoidal  fissure  in  frank  cases,  or  the  typical  pressure  symp- 
toms are  present  in  the  closed  and  latent  type,  he  does  not  perceive  the 
indication  for  exploratory  opening.  As  to  the  method,  he  prefers  the 
one  which  is  constantly  under  control  of  the  eye.  This  is  nearly  always 
I>ossible  in  the  presence  of  disease,  for  it  is  a  well-known  fact  that  a 
diseased  sinus  is  always  easier  to  sound  than  a  healthy  one,  this  being 
due  to  the  enlargement  of  the  drainage  passages  by  the  constantly  out- 
flowing secretion.  In  his  experience  this  was  peculiarly  adaptable  to 
the  sphenoid.  Under  these  circumstances,  after  the  sound  has  found  the 
ostium  and  has  penetrated  into  the  sinus,  it  is  a  simple  matter  to  Intro- 
duce a  small  Hajek  curette  or  an  evulsor  and  to  make  a  comparatively 
large  opening  in  the  anterior  wall  and  at  its  thinnest  part.  All  danger 
of  penetrating  the  cribriform  plate  or  completely  missing  the  sinus  was 
obviated.  It  would  seem  that  this  is  really  the  safest  and  sanest  method 
of  approaching  this  cavity  for  diagnostic  and  therapeutic  purposes. 

Dk.  Frank  R.  Spencer  said  one  can  easily  use  the  Andrews  probe  to 
find  the  opening.  It  is  perfectly  justifiable  to  remove  the  posterior 
half  or  one-third  of  the  middle  turbinate  in  order  to  expose  the  sphenoid 
cavity.  The  thin  anterior  wall  can  be  broken  down  and  an  opening 
gained  which  will  be  large  enough  for  therapeutic  purposes.  That  can 
be  done  with  cocain  anesthesia  in  simple  csises. 

Dr.  John  C.  Roe  said:  "It  is  not  dlflScult  to  find  the  natural  opening  of 
the  sphenoidal  sinus,  although  I  think  Dr.  Skillern  had  located  it  some- 
what lower  than  I  have  generally  found  It.  My  own  method  of  locating 
the  opening  is  to  pass  ihe  probe  along  the  lower  border  of  the  middle 
turbinate,  using  it  as  a  guide,  then  by  turning  the  end  of  the  probe 
slightly  upward,  the  sphenoidal  opening  is  readily  entered.  In  some 
cases  the  opening  can  be  seen  by  anterior  rhinoscopy  when  the  middle 
turbinate  Is  small.    When  the  opening  has  been  found,  the  cavity  can 
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be  explored  in  every  direction  and  any  abnormalities  dealt  with  as  condi- 
tions indicate.  Since  suppurative  conditions  are  those  most  commonly 
tound  in  these  cases,  free  drainage  of  the  cavity,  as  pointed  out  by  Dr. 
Grayson  In  his  excellent  paper,  is  of  the  utmost  Importance.  This  I  have 
established  most  easily  by  taking  away  the  lower  wall  with  forceps  cut- 
ting downward  in  an  antero-posterlor  direction.  In  the  removal  of  this 
bone,  however,  I  have  not  often  found  it  so  slender  and  fragile  as  Dr 
Grayson  has  indicated,  but,  on  the  contrary,  usually  quite  hard  and  dense, 
sometimes  requiring  tlie  use  of  the  chisel. 

"I  may  relate,  in  this  connection,  that  a  few  years  ago  there  came 
under  my  observation  an  exceedingly  interesting  case  of  tic  douloureux, 
due  to  a  myxomatous  growth,  occupying  the  entire  cavity  of  the  sinus, 
and  on  the  removal  of  this  growth  the  tic  douloureux  subsided. 

"When  we  consider  the  great  anatomical  variations  in  different  skulls, 
in  no  case  would  I  attempt  to  drill  or  chisel  an  opening  into  the  sphenoid 
sinus  without  first  having  found  the  natural  opening  to  serve  as  a  guide 
for  the  operation." 

Db.  Talbot  R.  Ch.\.mbeks  thinks  it  better  to  start  with  the  natural 
opening,  enlarging  it  as  much  as  necessary,  rather  than  to  make  a  sec- 
ond opening. 

Dr.  GB.VYSON,  in  closing  the  discussion,  could  only  repeat  that  In  his 
opinion  the  chief  objection  to  the  usual  method  of  opening  the  sphenoid 
sinus  is  that  it  is  begun  in  what  is  concededly  a  region  of  risk  instead  of 
being  cautiously  ended  there.  lie  thinks  It  better  from  every  possible 
point  of  view  to  begin  the  operation  at  the  point  he  has  designated. 
Anyone  familiar  with  the  normal  anatomy  of  the  sinus,  as  well  as  with 
Its  occasional  abnormalities,  must  admit  that  this  Is  the  safest  locality 
not  only  at  which  to  enter  It  but  from  which  to  begin  the  removal  of  its 
anterior  wall.  The  terms  thin  and  thick  which  has  been  applied  to  this 
wall  are  purely  relative,  and  when  one  speaks  of  Its  lower,  being  thicker 
than  its  upper  portion  it  means  no  more  than  a  difference  of  one  or  two 
millimeters,  which  is  certainly  of  no  surgical  consequence  whatever. 

It  is  scarcely  conceivable  that  anyone  with  the  delicacy  of  touch  that 
the  rhlnploglst  possesses  can  Inflict  any  Injury  through  this  operation. 
Its  greatest  merit,  in  fact,  lies  in  Its  freedom  from  any  unnecessary  or 
concomitant  Injury.  The  opening  Is  made  under  the  direct  Inspection  of 
the  eye  and  there  is  no  flow  of  blood  to  obscure  the  field  of  operation. 
In  the  large  majority  of  cases  It  is  necessary  to  remove  no  more  than 
the  inner  portion  of  the  anterior  wall  and  he  has  yet  to  hear  a  single 
good  reason  for  continuing  the  ablation  of  the  middle  turbinate  in  order 
that  we  may  begin  our  sphenoid  operation  at  Its  awkwardly  and,  com- 
paratively, dangerously  placed  ostium. 

New  Technic  for  the   Removal  of  lntrln«ic  Growths  of  the  Larynx.     Uk. 

RoiiKHT  C.   Lynch,   New  Orleans. 
1'ubUnhr^  in  fuU  in  the  July.  liHi^  i*»u<r  of  TilK  I.tARYNf.o«rorK,  ;>.   fi}.5. 

Proper    Fields  of    Medicine   and    Surgery    In    Diseases   of   the    Upper   Air 

Tract.    Dr.  John  A.  Tiiomhon,  Cincinnati 
I'uttliKhrit  in  full  in  thr  Aufiusl.  /.•>/},  iasxir  of  'liii    I.MiVM.osi  nn  .  ;).  741. 
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DISCUSSION. 

Dk.  Joseph  H.  Abraham  regretted  that  he  had  come  In  too  late  to  hear 
all  of  Dr.  Thompson's  paper,  but  he  heard  what  was  said  with  reference 
to  Vincent's  angina,  In  which  connection  he  wished  to  present  a  remedy 
which  he  used  in  four  cases  of  verified  Vincent's  angina.  It  consisted  of 
pure  carbolic  acid,  fused,  and  applied,  upon  a  cotton-tipped  applicator, 
to  the  ulcerating  surfaces.  Two  applications  were  made  a  day,  one  when 
the  patient  came  in  the  morning,  and  the  other  in  the  afternoon.  The 
acid  was  allowed  to  remain  in  contact  with  the  tissues  from  two  to  five 
minutes,  and  then  neutralized  with  pure  alcohol.  The  patient  was  given 
a  simple  cleansing  mouth-wash  to  use  at  home.  In  three  cases, 
when  the  patient  was  sent  to  the  pathologist  the  next  morning,  no  bacilli 
and  no  ulceration  could  be  found.  In  the  fourth  case  a  few  scattered 
organisms  could  be  found  in  the  tonsils  and  quite  a  number  in  an  ulcer- 
ated tooth  socket.  He  removed  the  root  of  a  tooth,  curetted  the  cavity, 
and  applied  carbolic  acid,  and  the  next  morning  there  was  no  culture. 
In  each  case  the  acid  was  used  twice.  Subsequent  examination  failed  to 
reveal  any  bacteria,  and  the  patient  was  dismissed  with  a  cleansing 
wash. 

Db.  Lee  M.  Hukd  considers  intra-tracheal  injections  of  various  medi- 
cations with  oil  one  of  the  best  methods  of  treating  these  inflammations. 
Intra-tracheal  injections  are  not  employed  as  they  should  be.  In  Vin- 
cent's angina  any  acid  will  do, — trichloracetic,  strong  nitric,  or  any  acid 
or  strong  caustic.  The  spirillum  will  not  be  found  the  next  day.  In 
very  severe  cases  salvarsan,  as  suggested,  is  good.  The  oily  injections 
will  relieve  the  chronic  laryngitis,  and  are  useful  In  chronic  and  acute 
inflammation  of  the  trachea.  Sweet  oil  or  petrolatum,  about  two  drams, 
with  some  medication,  injected  into  the  trachea  and  bronchi  has  been 
found  efficacious. 

Dr.  Talbot  R.  Chalmers  referred  to  the  theory  of  Sir  W.  Arbuthnot  Lane, 
of  London,  concerning  the  use  of  petrolatum.  According  to  this'  theory, 
petrolatum  passes  through  the  intestine  and  is  not  absorbed.  Dr.  Hurd 
Advocates,  in  consonance  with  Dr.  Thompson,  the  injection  of  two  drams 
into  the  bronchi;  Dr.  Chambers  inquired  what  became  of  that  oil.  If 
not  absorbed,  it  would  become  a  foreign  body. 

Dr.  Hurd,  replying  to  Dr.  Chambers,  said  the  vaselin  which  he  used 
was  probably  absorbed. 

Dr.  George  L.  Rich.^kds  thought  the  demonstration  of  Dr.  Beck  of  very 
much  greater  value  to  laryngologists  than  theorizing  about  the  absorp- 
tion of  this  or  that  oil.  He  had  been  especially  impressed  with  the  pic- 
ture showing  the  blood  vessels,  which  illustrated  so  clearly  why  hemor- 
rhage takes  place  after  these  operations.  The  sections  demonstrated  also 
why  there  is  infection  and  more  or  less  muco-purulent  periostitis  after 
these  operations.  Work  such  as  Dr.  Beck  has  presented  leads  to  more 
exact  knowledge.  Therapeutics  is  largely  a  matter  of  theory,  but  this 
histo-pathological  work  is  certainly  conducive  to  exact  knowledge. 

Dr.  George  F.  Cott  recalled  that  in  1901,  Dr.  Thompson  had  read  a 
paper  on  this  subject.  Since  that  time  he  had  followed  the  suggestions 
then  given,  with  very  good  results. 
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Dn.  Theodore  Corwin  thought  the  intra-tracbeal  Injections  most  valu- 
able. Patients  could  be  taught  to  make  the  injections  themselves,  using 
a  long  dropper  and  Injecting  fifteen  or  twenty  minims  two  or  three  times 
within  ten  minutes  and  repeating  this  every  half  hour  or  hour,  so  long 
as  the  cough  was  annoying.  He  used  vaselin  or  other  oil  in  combination 
with  menthol,  1  or  2  per  cent,  camphor  1  per  cent,  or  anything  that 
might  be  desired.  For  office  treatment  the  tracheal  syringe  was  prefer- 
able, giving  doses  of  one  or  two  drams.  It  should  be  preceded  by  a  down- 
ward spray  of  2  per  cent  menthol  to  render  the  larynx  less  sensitive  to 
manipulation  with  the  syringe. 

Dr.  Richards  added  that  some  years  ago  he  used  oils  of  one  kind  or 
another,  and  instructed  his  patients  to  use  nebulizers.  He  has  reached 
the  conclusion  that  oils  are  nearly  valueless.  It  was  better  to  employ 
something  corresponding  as  nearly  as  possible  in  specific  gravity  to  that 
of  the  normal  serum. 

Dr.  Thompso.n,  In  closing  the  discussion,  said  that  when  Dr.  Harris 
sent  out  his  circular  letter  asking  for  suggestions  concerning  this  meet- 
ing he  thought  it  wi.se  to  have  several  papers  concerning  the  treatment 
of  the  disea.ses  of  the  upper  air  passages.  Dr.  Beck  agreed  to  discuss 
the  scientific  side,  while  he  took  the  therapeutic  side  of  the  question.  He 
had  endeavored  to  discuss  tlie  matter  from  the  point  of  view  of  every-day 
practice.  The  most  important  point,  and  one  which  he  would  reiterate, 
was  expressed  in  the  opening  sentence  of  his  paper:  "One-half  of  all  the 
diseases  it  is  our  daily  work  to  treat  are  curable  by  medicinal  means 
alone." 

Db.  Beck,  in  closing  the  dlscusfslon,  said  about  5  per  cent  of  his  cases 
were  amenable  to  non-surgical  treatment.  He  had  reference  to  diseases  of 
the  upper  respiratory  tract  not  those  of  the  trachea. 

Tuberculosis  of  the  Middle  Ear.    Dr.  H.  H.  Briggs,  Ashevllle,  N.  C. 

Tlie  frequency  of  tuberculosis  of  the  middle  ear  in  persons  suffering 
from  tuberculosis  elsewhere  iij  the  body  has  been  placed  at  twenty-five 
per  cent  Of  l,ij00  school  children  examined  by  Westmacotte,  2  per 
cent  were  found  to  have  tuberculosis  of  the  middle  ear.  The  disease  la 
probably  of  far  greater  frequency  than  statistics  show,  and  the  true 
diagnosis  Is  often  mistaken  because  Ite  onset  la  so  Insidious  that  at- 
tention is  not  easily  called  to  the  condition  and  no  observation  Is  made. 
Moreover,  when  the  case  pmsents  Itself  the  condition  usually  has  passed 
from  that  of  a  pure  tiiherculotis  process  and  becomes  a  mixed  Infection, 
the  symptoms  of  the  suppurative  condition  making  the  true  nature  of 
the  Initial  disease.  The  careless  manner  of  classifying  all  discharging 
ears  as  suppurative  otitis  media,  without  recourse  to  the  microscopic  or 
Ino<'ulatIoa  tests.  Is  unfortunate. 

The  middle  ear  must  he  regarded  as  belonging  anatomically  and  bac- 
lerlologlcally  to  the  upper  respiratory  tract,  as  Insisted  upon  by  Gold- 
stein, who  consldiT^  i.riiii.irv  iiii,..rr,,|oiis  Infection  of  the  middle  ear  of 
respiratory  origin 

Among  the  predisi.oHlnK  factors  may  he  clnsaeil  ceneral  debilitating 
diseases,  the  hereditary  Influence  of  tuben  ulosls.  syphilis,  association  with 
tuberculous    Individuals,    unhygienic    environment,    over-crowding,    poor 
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food,  cachexia, — In  short,  any  condition  of  surroundings  or  constitution 
which  induces  a  lowering  of  the  systemic  power  to  combat  Infection. 
Among  the  predisposing  causes  of  more  immediate  influence  may  be  re- 
garded (1)  the  existence  of  a  tuberculous  lesion  elsewhere  in  the  l)ody, 
especially  pulmonary  tuberculosis  with  cavitation,  and  tuberculous  dis- 
ease of  the  glandular  system;  (2)  abnormal  conditions  of  the  upper  re- 
spiratory tract.  Including  the  presence  of  naso-pharyngeal  adenoid  growths 
which  have  been  shown  by  microscopic  examination  and  inoculation  testa 
to  be  the  frequent  seat  of  a  latent  tuberculosis;  (3)  infancy  and  child- 
hood offer  a  predisposition  for  various  reasons. 

The  channels  of  infection  are:  1.  Mechanical,  through  the  Eustachian 
tube,  either  air-borne  or  introduced  into  the  tympanic  cavity  by  the  aid 
of  particles  of  mucus  or  foreign  matter  during  the  acts  of  swallowing, 
coughing,  sneezing,  or  blowing  the  nose.  2.  Infection  along  the  Eu- 
stachian tube  by  other  than  mechanical  means.  3.  Through  the  blood 
channels.  4.  Through  the  lymphatics.  5.  Via  the  external  auditory  canal. 
6.  By  extension  of  an  intra-cranlal  infection  through  the  internal  auditory 
canal,  Fallopian  canal  or  the  labyrinth.  This  is  mentioned  as  merely 
a  possibility. 

To  the  author  the  mechanical  theory  of  infection,  especially  secondary, 
seems  simplest,  easiest  and  most  probable  In  the  great  majority  of  cases. 
The  greatest  number  of  cases  occur  in  early  childhood  and  advanced 
phthisis,  when  the  conditions  favorable  to  the  mechanical  passage  of  in- 
fectious material  through  the  Eustachian  tube  are  at  their  maximum. 

Clinically,  two  rather  distinct  forms  of  tuberculosis  of  the  middle  ear 
manifest  themselves, — acute  and  chronic.  In  each  may  be  found  all  the 
changes,  from  slight  infiltration  of  the  mucous  membrance  to  extensive 
necrosis  of  the  temporal  lK)ne.  Rapid  loss  of  tissue  is  characteristic  of  the 
acute  form,  resulting  from  ulceration  of  the  tubercles  throughout  the 
mucosa.  In  the  chronic  form  the  process  runs  an  asthenic  course,  and 
infiltration,  caseation  and  necrosis  follow  less  rapidly  and  with  more 
characteristic  tuberculous  sequence. 

The  essential  symptom  which  differentiates  tuberculous  otitis  from 
other  forms  is  the  absence  of  pain.  Even  though  the  destructive  pro- 
cess is  rapid  and  the  appearance  of  the  membrana  per  se  simulates  an 
acute  purulent  otitis  there  is  seldom  any  complaint  of  pain. 

In  determining  the  diagnosis,  the  family  history  should  be  carefully 
considered  with  regard  to  tuberculosis,  and  the  patient's  habits,  residence, 
environment  should  be  ascertained  to  determine  whether  there  has  been 
an  undue  exposure  to  tuberculous  persons  or  unhygienic  surroundings. 
Facial  paralysis,  especially  in  children,  occurs  in  one-third  of  the  cases, 
against  one  to  two  per  cent  in  non-tuberculous  conditions,  and  is  of 
special  diagnostic  significance.  The  sanious  and  foul  condition  of  the 
discharge,  especially  when  particles  of  bone  are  Incorporated,  excites  sus- 
picion. Marlied  impairment  of  hearing,  absence  of  headache,  occurrence 
of  hemorrhage,  are  considered  by  some  as  diagnostic  points.  Tuberculin 
injections  and  blood  pressure  changes  (hypotension)  are  also  considered. 
The  only  positive  means  of  diagnosis,  however,  are  (1)  finding  micro- 
scopically in  the  discharge  or  granulations  the  tubercle  bacillus,  or   (2) 
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giant  and  epithelioid  cells  and  caseation  in  the  tissue.  (3)  By  experi- 
mental Inoculation,  reproducing  tuberculosis.  The  prognosis  Is,  as  a  rule, 
unfavorable. 

The  treatment  naturally  divides  Itself  into  hygienic,  dietetic,  medical, 
and  surgical,  as  the  case  indicates.  The  use  of  tuberculin  has  proved  so 
successful  in  so  many  forms  of  tuberculosis  that  no  tuberculous  process 
in  any  way  localized  can  be  considered  invariably  to  contra-indicate  Its 
use.  The  author  could  see  no  reason  why  it  should  not  be  indicated  and 
of  decided  value  in  properly  selected  cases  of  tuberculosis  of  the  middle 
ear. 

Dr.  Frank  R.  Spe.>-cer  mentioned  a  method  of  maicing  the  diagnosis  of 
tuberculosis  of  the  middle  ear,  consisting  of  cleansing  the  canal  first. 
Introducing  an  aspirator  which  he  has  brought  from  Berlin,  aspirating 
and  injecting  the  pus  into  a  gulnca-pig.  The  pus,  when  aspirated,  might 
not  show  tubercle  bacilli,  but  the  organisms  could  be  positively  demon- 
strated after  Uie  injection  into  the  guinea-pig  by  the  examination  of  the 
animal's  organs  several  weeks  later. 

Corrective  Rhinoplasty.    Dk.  Lee  Cohen,  Baltimore. 

Published  in  full  in  the  June,  lOJ-i,  issue  of  The  Labynooscope,  p.  565. 

DiscrssioN. 

Db.  John  O.  Roe:  "Dr.  Cohen's  paper  is  a  veriflcatlon  of  the  old  saying 
that  'imitation  is  the  slncerest  flattery.'  I  am  sorry.  Indeed,  to  see  that 
Dr.  Cohen  is  inclined  to  give  me  scant  recognition  as  the  originator  of 
subcutaneous  plastic  surgery  in  the  correction  of  nasal  deformities,  for  it 
must  be  recognized  and  distinctly  understood  that  this  method  of  cor- 
recting nasal  deformities  subcutaneousiy  originated  entirely  with  me. 

"In  describing  the  method  of  making  the  initial  incision  from  the  in- 
terior of  the  nose.  Dr.  Cohen  says:  'For  these  submucous  operations,  then, 
incision  as  first  advocated  by  Roe  should  be  made  within  the  vestibule  of 
the  nose.'  I  wish  to  say  that  this  method  is  not  simply  advocated  by  mo 
but,  as  a  matter  of  fact,  was  originated  by  me.  It  Is  my  method  which 
Dr.  Cohen  has  copied  from  start  to  finish,  without  the  courtesy  of  giving 
credit  for  it. 

"Dr.  Cohen  on  one  occasion  had  the  privilege  of  witnessing  my  work, 
which  I  am  always  glad  to  show  ray  confreres  and  which,  as  he  stated 
at  that  time,  was  the  incentive  that  gave  him  his  special  Interest  in  the 
correction  of  nasal  deformities.  The  second  case  that  Dr.  Cohen  mentions 
in  his  paper— the  case  of  the  congenitally  oversized  nose,  causing  the 
young  man  so  much  annoyance  and  mental  distress — Dr.  Cohen  had  the 
courtesy  to  refer  to  me  and  came  with  the  patient  to  my  office  to  see  the 
operation,  which  I  performed  at  that  time  in  his  presence  on  May  30,  1912. 
In  connection  with  this  operation,  he  .saw  the  distinct  method  of  elevating 
the  skin  or  'undennininR'  it,  as  he  chooses  to  term  it,  the  forms  of  dress- 
ing necessary  in  these  cases,  the  use  of  my  saddle  splint,  which  I  have 
used  from  the  beginning  of  this  work,  and  the  method  of  holding  it  In 
place  with  the  strap  of  adhesive  plaster  across  the  face,  the  use  of  the 
strips  or  pieces  of  adhesive  plaster  under  the  saddle,  one  placed  above  the 
other,  in  order  to  produce  extra-pressure  at  points  where  necessary,  the 
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making  of  the  nose  narrower  by  the  removal  of  cartilage  and  bone  and 
by  fracture,  the  shortening  of  the  noee  by  taking  out  a  sufficient  amount 
of  cartilage  of  the  anterior  portion  of  the  septum  and  of  the  alae  and 
stitching  the  projecting  part  of  the  nose  back  as  far  as  necessary  to  cor- 
rect the  deformity,  and  the  use  of  the  sling  of  adhesive  plaster  to  draw- 
up  and  support  the  end  of  the  nose  after  operation.  All  of  these  points 
and  others,  in  the  management  and  technic.  Dr.  Cohen  had  the  opportunity 
to  see  and  to  learn  about,  for  all  of  them  -were  employed  on  this  patient, 
whose  case  -was  a  complicated  one. 

"In  this  case  also  the  nose  was  altogether  too  high,  and  had  to  be  cut 
down,  and  the  method  by  which  It  was  done,  Dr.  Cohen  had  had  the  dis- 
courtesy to  give  credit  to  Joseph  of  Berlin,  whereas  the  same  operation 
was  described  and  Illustrated  by  me  in  an  article  on  'The  correction  of 
angular  deformities  of  the  nose  by  a  subcutaneous  operation,'  and  pub- 
lished in  the  Medical  Record,  New  York,  July  18,  1891,  which  was  seven 
years  previous  to  any  published  article  by  Joseph  on  this  subject. 

"It  would  have  done  Dr.  Cohen  no  harm  to  have  had  the  courtesy  to 
mention  the  facts  as  above  stated  Instead  of  leading  the  reader  to  infer 
that  these  methods  were  largely  his  own  methods  and  thereby  indirectly 
trying  to  appropriate  them  to  himself.  Joseph,  of  Berlin,  is  also  quite  In 
line  with  the  European  Germans,  many  of  whom  ignore  American  au- 
thors, although  quite  willing  to  appropriate  their  work. 

"The  technic  which  Dr.  Cohen  has  collected  and  described  in  his  paper, 
however,  applies  only  to  the  correction  of  angular  deformities  of  the  nose, 
which  he  chooses  to  call  'hump  nose,'  or  to  the  correction  of  unduly  large 
or  'over-sized'  noses,  as  he  designates  them  and  to  deviated  noses,  the  ex- 
tent to  which  he  has  pursued  the  subject  up  to  the  present  time.  The 
other  varieties  of  deformities,  those  attended  with  depressions  and  other 
distortions  of  the  nose  he  will  find  much  more  difficult." 

In  emphasizing  the  fact  of  having  originated  the  method  of  correcting 
nasal  deformities  by  operation  subcutaneously  performed,  Dr.  Roe  further 
said:  "It  does  not  matter  what  modifications  may  be  made  in  the  oper- 
ation in  any  particular  case,  whether  the  operation  is  done  by  cutting  up 
or  cutting  down,  with  a  knife,  with  bone  scissors,  with  a  saw,  with  a 
chisel,  or  with  whatever  instrument  or  instruments  that  can  be  most  ad- 
vantageously employed  in  that  particular  case,  the  fact  remains  that  the 
subcutaneous  correction  of  nasal  deformities  is  a  method  which  I  have  the 
honor,  if  honor  there  be,  to  have  originated  and  first  employed.  This  fact 
should  not,  as  a  matter  of  professional  ethics,  be  ignored  or  appropriated 
by  another  without  due  recognition." 

Dr.  Cohen,  In  closing  the  discussion,  said  he  had  no  intention,  in  his 
references  to  Dr.  Roe's  work,  of  detracting  therefrom.  He  insisted,  how- 
ever, that  there  was  no  systematic  description  of  this  work  prior  to  that 
mentioned  in  the  paper.  He  had  operated  upon  about  ten  cases  before  he 
ever  saw  Dr.  Roe  operate. 

Use  of  Vaccines   is  the  Treatment  of  Chronic  Diphtheria   Carriers.     Da. 
Abthur  I.  Weil,  New  Orleans. 

Published  in  full  in  the  Septemier,  1914,  issue  of  The  Labtngoscope.  p.  80-J. 
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Asthma  and  Its  Radical  Treatment.  By  James  Adams.,  M.  A..  F.  R.  F.  P. 
S..  Hamilton  Dispensary  Aural  Surgeon,  Glasgow  Royal  Infirmary; 
Pp.  184.  with  4  illustrations.  Paul  B.  Hoeber,  New  York.  1913.  Price. 
J1.50,  net. 

The  author  believes  that  astlima  Is  primarily  a  toxemia.  This  toxemia 
arises  partly  in  the  bowel,  partly  in  the  tissues.  It  arises  partly  by  ab- 
sorption of  nitrogenous  poisons  resulting  from  Intestinal  putrefaction 
under  microbic  action:  but  mainly  it  is  due  to  an  error  in  nitrogenous 
metabolism,  the  result  of  imperfect  oxidation  or  enzyme  action.  The 
toxemia,  whether  arising  in  l)owel  or  tissues  or  both,  tends  to  show  itself 
first  as  catarrh,  later  as  spasm,  in  the  respiratory  tract. 

The  giving  of  horse-serum  whether  diphtheria,  antitoxin  or  otherwise, 
for  the  treatment  of  asthma,  as  is  sometimes  done.  Is  to  be  deprecated, 
especially  where  there  is  idioa>'ncrasy  to  eggs,  fish,  shellfish  or  horses. 
Asthma  can  in  most  cases  be  absolutely  controlled  by  due  attention  to 
dietary  and  eflBcient  open-air  exercise,  including  occasional  fasting. 

The  asthmatic  paroxysm  involves  bronchiole  spasm  and  a  hyperemia 
of  the  mucous  membrane.  Both  result  from  toxemia.  This  hyperemia 
condition  may  vary  from  that  of  the  recurrent  "bronchitis"  of  children 
to  "angioneurotic"  edema  and  acute  pulmonary  edema,  according  to  the 
nature  and  amount  of  the  toxemia.  It  may,  especially  in  children,  long 
precede  the  onset  of  typical  spasm. 

The  author  admits  the  value  of  nasal  treatment  but  holds  it  subsidiary 
to  the  treatment  of  the  toxemia.  This  toxemia  alters  the  asthmatic  so 
that  his  condition  becomes  like  a  powder  magazine;  nasal  disease  is  apt 
to  supply  sparks  which  cause  the  explosions  of  asthma. 

He  deprecates  the  excessive  nasal  surgery  that  is  so  often  inflicted 
on  the  asthmatic.  Cauterization  of  the  septal  tubercle  is  sometimes  a 
valuable  temporary  procedure,  but  cauterization  of  the  lower  turbinals  is 
an  unnecessary  addition. 

There  is  a  toxemic  basis  for  hay-fever  kindred  to  that  of  asthma;  it 
seems  to  be  slightly  different,  favoring  the  irritant  action  of  certain 
pollens  in  the  nose  and  the  production  of  coryza  rather  than  of  bronchial 
spasm,  though  that  also  Is  produced  in  many  cases.  The  toxemia  is  the 
predisposing  cause  of  hay-fever,  the  pollen   the  exciting  cause. 

Adams  claims  that  every  case  of  uncomplicated  asthma,  properly  han- 
dled, will  Improve  and  most  of  them  will  get  well.  In  100  cases  of  more 
than  ten  years"  standing,  which  he  reports  in  detail,  63  were  cured  or 
"practically  cured,"  30  were  Improved  and  7  not  improved. 

The  treatment  advocated  Is  principally  dietetic.  Care  should,  how- 
ever, bo  taken  to  establish  normal  nasal  respiration  if  this  be  impeded. 
Not  only  should  the  food  be  limited,  in  quality,  quantity  and  simplicity, 
to  the  actual  requirements  of  the  individual,  but  where  the  asthma  Is 
pronoimced  the  patient  must  fast  one  day  a  week. 

Active  open-air  exercise  is  necessary.  The  life  of  the  asthmatic  should 
be  much  the  same  as  that  of  the  convalescent  consumptive;  windows 
open  night  and  day,  rooms  as  free  of  dust  as  possible,  not  less  than  two 
hours  open-air  exercise  daily.  Medicinally  some  of  the  usual  formulas 
are  given  to  relieve  the  paroxysms,  but  a  mercurial  purge  is  given  at 
least  once  a  week  to  every  patient. 

The  work  shows  evijience  of  painstaking  observation  and  careful  analy- 
sis of  cases  observeti  in  the  practice  of  the  author.  Although  lacking 
experimental  confirmation  of  the  toxemic  origin  of  asthma,  it  merits 
careful  consideration,  especially  in  view  of  the  therapeutic  success  evi- 
denced in  the  reported  cases.  ScireppKORELi.. 

The  Career  of  Dr.  Weaver.    By  Mrs.  Henry  Backus,  pp.  379,  with  Illus- 
trations by  William  Van   Dresser.     L.  C.  Page  &  Co.,  1913.    Price, 
11.25. 
The  busy  doctor  needs  recreation   even  in  hU  literature  and  he  will 

find  this  novel,  with  episodes  from  the  life  of  a  busy,  ambitious  laryn- 

gologist,  both  interesting  and  fascinating. 
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IN   MEMORIAM. 

Dr.  Joseph  Scribncr  Gibb,  of  Philadelphia,  was  stricken  with 
apoplexy  while  playing  golf  on  the  links  of  the  Overbrook  Golf 
Club,  near  Philadelphia,  and  died  shortly  afterwards,  on  November 
2,1914. 

Dr.  Gibb  was  born  in  Philadelphia,  February  11,  1859.  He 
graduated  from  the  medical  department  of  the  University  of  Penn- 
sylvania in  1880,  serving  as  a  resident  physician  at  the  Philadelphia 
Hospital,  taking  up  the  practice  of  general  medicine.  In  the  early 
nineties  he  began  the  practice  of  laryngology  and  otology  to  which 
he  devoted  himself  exclusively  during  the  latter  years  of  his  life. 
He  was  a  member  of  the  College  of  Physicians  of  Philadelphia,  and 
at  the  meetings  of  the  Section  on  Otology  and  Larj'ngology  his 
papers  were  always  welcomed  by  the  Fellows  and  listened  to  with 
attention.  He  served  at  one  time  as  Chairman  of  the  Section,  dur- 
ing which  period  his  enthusiastic  labors  resulted  in  the  addition  of 
much  valuable  material  toits  scientific  work.  Dr.  Gibb  was  a  mem- 
ber of  the  American  Laryngological  Association  and  a  faithful  at- 
tendant at  its  meetings,  at  many  of  which  he  read  valuable  contribu- 
tions. 

For  many  years  Dr.  Gibb  was  laryngologist  and  aurist  to  Girard 
College  in  Philadelphia,  a  position  which  devolved  upon  him  great 
responsibility  and  arduous  labor.  Francis  R.  Packard. 
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